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Background and purpose: Stress hyperglycemia is common in critical and 

severe diseases. However, few studies have examined the association between 

stress hyperglycemia and the functional outcomes of patients with anterior 

circulation stroke, after mechanical thrombectomy (MT), in different diabetes 

status. This study therefore aimed to determine the relationship between stress 

hyperglycemia and the risk of adverse neurological functional outcomes in 

anterior circulation stroke patients with and without diabetes after MT.

Methods: Data of 408 patients with acute anterior circulation stroke treated 

with MT through the green-channel treatment system for emergency stroke 

at the First Affiliated Hospital of Jinan University between January 2016 and 

December 2020 were reviewed retrospectively. The stress hyperglycemia 

ratio (SHR) was calculated as fasting plasma glucose (mmol/L) divided by 

glycosylated hemoglobin (%). The patients were stratified into four groups by 

quartiles of SHR (Q1-Q4). The primary outcome was an excellent (nondisabled) 

functional outcome at 3 months after admission (modified Rankin Scale score 

of 0–1). The relationship between stress hyperglycemia and neurological 

outcome after stroke was assessed using multivariate logistic regression.

Results: After adjusting for potential confounders, compared with patients in 

Q1, those in Q4 were less likely to have an excellent outcome at 3 months 

(odds ratio [OR], 0.32, 95% confidence interval [CI], 0.14–0.66, p = 0.003), a 

good outcome at 3 months (OR, 0.41, 95% CI, 0.20–0.84, p = 0.020), and 

major neurological improvement (OR, 0.38, 95% CI, 0.19–0.73, p = 0.004). 

Severe stress hyperglycemia increased risks of 3-months all-cause mortality 

(OR, 2.82, 95% CI, 1.09–8.29, p = 0.041) and ICH (OR, 2.54, 95% CI, 1.21–5.50, 

p = 0.015).
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Conclusion: Stress hyperglycemia was associated with a reduced rate of 

excellent neurological outcomes, and increased mortality and ICH risks in 

patients with anterior circulation stroke after MT regardless of diabetes status.
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acute ischemic stroke, stress hyperglycemia ratio, anterior circulation, mechanical 
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Introduction

Altered glucose metabolism and hyperglycemia at admission 
are common in patients with acute ischemic stroke (AIS), 
regardless of the status of diabetes. Several previous studies 
showed that stress hyperglycemia predicted a poor prognosis of 
stroke (Capes et al., 2001; Huo et al., 2019; Rinkel et al., 2020). 
They defined “stress hyperglycemia” based on the fasting plasma 
glucose (FPG) or random glucose level at admission (Capes et al., 
2001; Tziomalos et  al., 2017; Huo et  al., 2019). However, 
randomized controlled trials have shown that strict blood glucose 
control does not improve the prognoses of patients with AIS, and 
may actually lead to asymptomatic hypoglycemia (Gray et al., 
2007; McCormick et al., 2010). Some studies have indicated that 
glycosylated hemoglobin (HbA1c) is associated with a poor 
prognosis in patients with AIS after thrombectomy (Diprose et al., 
2020; Chang et al., 2021). HbA1c reflects the average baseline 
blood glucose level during the previous 2–3 months (Welsh et al., 
2020). However, one study found that HbA1c was not a predictive 
biomarker of poor neurological outcomes (Sung et  al., 2017). 
Therefore, it is controversial whether absolute hyperglycemia is 
connected to the poor outcomes of AIS. Roberts was the first 
person to define “stress hyperglycemia” as glucose at admission 
divided by estimated average glucose derived from HbA1c, and 
demonstrated that it was a better indicator of critical illness than 
absolute hyperglycemia (Roberts et al., 2015). However, there is 
no recognized standard for the definition of stress hyperglycemia.

Endovascular therapy has been shown to be beneficial for 
patients with AIS (Saver et al., 2015; Goyal et al., 2016). However, 
despite efforts to reduce onset-to-reperfusion time (Sheth et al., 
2015) and improve the instrumentation (Campbell et al., 2016), 
some patients still do not benefit from mechanical thrombectomy 
(MT). It is clear that other controllable factors influence the 
outcomes of patients with AIS after MT. Furthermore, the 
National Institutes of Health Stroke Scale (NIHSS) underestimates 
the severity of neurological dysfunction in posterior circulation 
stroke (Linfante et al., 2001; Inoa et al., 2014). The NIHSS should 
be used with caution as a vital assessment index for posterior 
circulation stroke. For these reasons, we considered restricting our 
study population to patients with anterior circulation stroke.

Furthermore, the premorbid diabetic status may be a potential 
influence for stress hyperglycemia on the outcomes for AIS 
patients or AIS patients treated with intravenous thrombolysis (Li 

et al., 2020; Merlino et al., 2022). However, no relevant studies 
have been conducted on MT patients. Therefore, this study 
focused on the relationship between stress hyperglycemia, 
measured as FPG divided by the HbA1c ratio, and the outcomes 
of patients with and without diabetes receiving MT for acute 
anterior circulation stroke.

Materials and methods

Study participants

This retrospective study enrolled consecutive patients with 
AIS treated with MT at the stroke center of the First Affiliated 
Hospital of Jinan University between January 2016 and December 
2020. The inclusion criteria for the patients screened for 
enrollment were (1) AIS diagnosis and admission within 6 h after 
symptom onset or more than 6 h after illness onset, but with MT 
performed as an emergency measure after evaluation by 
professional neurology experts; (2) proximal large-vessel occlusion 
at the internal carotid artery, middle cerebral artery M1 or M2, or 
anterior cerebral artery A1 or A2; and (3) treatment with MT and 
successful reperfusion. Patients were excluded if they conformed 
to any of the following criteria: (1) posterior circulation stroke; (2) 
lacking integral laboratory data, such as FPG on the second day, 
or HbA1c or computed tomography (CT)/magnetic resonance 
imaging (MRI) scans, or (3) did not receive follow-up.

This study was approved by the Medical Ethics Committee of 
the First Affiliated Hospital of Jinan University. Given the 
retrospective design of this study, there was no requirement to 
obtained informed consent. The study protocol conformed to the 
ethical guidelines of the Declaration of Helsinki.

Data collection and clinical assessment

We collected the following clinical data: age, sex, systolic 
blood pressure at admission, vascular risk factors, stroke severity, 
laboratory findings and information on therapy. Vascular risk 
factors included previous transient ischemic attack (TIA) or 
stroke, cardiovascular disease, atrial fibrillation, hypertension, 
diabetes, and previous or current smoking status. Stroke severity 
was assessed at admission and 24 h thereafter by physicians using 
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the NIHSS. Functional outcome was assessed by means of the 
modified Rankin Scale (mRS) at admission, ground on pre-stroke 
disability, and 3 months after stroke. The mRS score after discharge 
was collected through telephone interview with patients or their 
immediate caregivers. Levels of FPG, HbA1c, hemoglobin, 
creatinine, high-density lipoprotein cholesterol, low-density 
lipoprotein cholesterol (LDL-C), total cholesterol (TC), 
triglyceride, homocysteine, and high-sensitivity C-reactive 
protein, and the international normalized ratio at admission were 
extracted from the hospital system.

Participants were diagnosed with diabetes according to a prior 
history of diabetes or an HbA1c level of ≥6.5% (American 
Diabetes Association, 2021). Stroke etiology classification was 
assessed according to the criteria of Trial of Org 10,172 in Acute 
Stroke Treatment (Adams et al., 1993). Successful reperfusion was 
defined as a modified Thrombolysis in Cerebral Infarction score 
of 2b or 3 (Zaidat et al., 2013). The Alberta Stroke Program Early 
CT Scores (ASPECTSs) were assessed on the pretreatment 
non-contrast CT (Pexman et al., 2001).

Assessment of stress hyperglycemia

FPG and HbA1c were tested within 24 h of hospitalization, 
and venous blood samples were drawn during the morning 
(05:00–09:00) after an overnight fast lasting at least 8 h. FPG levels 
were tested using the hexokinase method when HbA1c was 
measured using ion-exchange chromatography. According to the 
instructions of the manufacturer, the reference intervals were 
glucose level = 3.89–6.11 mmol/l and HbA1c = 4.0–6.1%. Stress 
hyperglycemia was estimated using the stress hyperglycemia ratio 
(SHR), which was calculated as FPG (mmol/L) divided by HbA1c 
(%). The patients enrolled were stratified into four groups 
according to SHR quartiles (Q1–Q4) for further comparisons. The 
extent of stress hyperglycemia was quantified by the relative stress 
hyperglycemia considering the background glucose levels.

Outcome measures

The primary outcome in the current analyses was an excellent 
(nondisabled) functional outcome at 3 months after admission, 
defined as a mRS score of 0–1 (Saver et  al., 2021). Secondary 
outcomes included a good (independent) functional outcome at 
3 months (mRS 0–2) (Saver et  al., 2021), major neurological 
improvement, all-cause mortality at 3 months, intracranial 
hemorrhage (ICH) and symptomatic intracranial hemorrhage 
(sICH). Patients with major neurological improvement were those 
who had an improvement of ≥8 points on the NIHSS from baseline 
or a NIHSS score of 0 or 1 at discharge (Merlino et al., 2022). ICH 
was diagnosed as the absence of intracranial hemorrhage on the first 
brain CT/MRI scan after the cerebral infarction, but occurred on 
the second head CT/MRI scan. A second CT/MRI examination was 
performed to confirm that every patient we included presented with 

ICH. According to the second European–Australasian Acute Stroke 
Study (ECASS II) criteria, sICH was diagnosed as ICH associated 
with neurologic worsening of at least 4 points on the NIHSS (Hacke 
et al., 1998). All outcome measures were collected as part of routine 
clinical practice in patients impacted by cerebrovascular events.

Statistical analysis

Percentage, mean (± standard deviation), or median 
(interquartile range) values were reported depending on the 
characteristics of the variables. Categorical variables were analyzed 
using the chi-square or Fisher’s exact tests. Continuous variables 
were analyzed using one-way ANOVA or the Kruskal–Wallis H test 
as appropriate. Patients in the lowest SHR quartile (Q1, the 
reference) were compared with those in the other three SHR 
quartile (Q2–Q4) groups. Baseline variables that were considered 
clinically relevant or had a univariate relationship with the 
prognosis were included in a multivariate logistic regression model. 
Given the number of available events, the variables included were 
all carefully selected to ensure the refinement of the final model.

To test whether diabetes (yes/no) modified relationships 
between stress hyperglycemia status and neurological function 
outcomes, the risks of mortality or ICH, subgroup analyses of 
participants with or without diabetes were performed separately. 
The p value of the interaction between the subgroup and the four 
cohorts was calculated from the Log-likelihood ratio test, and the 
p value for interaction of <0.05 was deemed statistically significant 
for effect modification.

Receiver operating characteristic (ROC) curves were used to 
examine the predictive value of FBG, HbA1c or SHR with no 
excellent functional outcome based on the area under the ROC 
curve (AUC) of patients with anterior circulation stroke after 
MT. Statistical analyses were conducted using R software, 
MedCalc (Version 20.121) and SPSS (version 27.0). Odds ratios 
(ORs) and 95% confidence intervals (CIs) were calculated, and a 
two-tailed probability value of p < 0.05 was considered significant.

Results

Study participants and characteristics

During the study period, 515 patients who underwent MT 
met the inclusion criteria. Of these, 43 with posterior circulation 
stroke, 41 without FPG, HbA1c or CT/MRI data, and 19 who were 
not followed up were excluded. The study cohort therefore 
comprised 408 patients. These data are summarized in the study 
flow diagram in Figure 1.

Table 1 lists the baseline characteristics of the patients according 
to SHR quartile. Most of the patients with AIS at the center involved 
in the study were male (65%). Patients with higher SHR were older 
and more likely to have a history of previous TIA/stroke, known 
atrial fibrillation, hypertension, and diabetes, but less likely to smoke. 
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Moreover, patients in the Q4 had higher FPG levels and systolic 
blood pressure than those in the other three quartiles, although there 
was little difference in HbA1c levels among the four quartiles. For 
patients in the four quartiles, LDL-C and TC were significantly 
higher among subjects in the Q2. For the information on the stroke 
etiology classification in the four quartiles, the stroke subtype of 
atherosclerosis was more common in the two highest quartiles while 
cardioembolism was more common in the two lowest quartiles. A 
trend toward an increased NIHSS score at admission or after 24 h 
was observed in patients with more-severe stress hyperglycemia. 
We did not observe any difference in pre-stroke mRS, onset-to-
reperfusion time and median baseline ASPECTS before MT, but 
most patients that received alteplase before MT were in Q2 or Q3.

Association between stress 
hyperglycemia and clinical outcomes in 
univariate analysis

Table  2 lists the outcomes of the patients with anterior 
circulation stroke after MT across SHR quartiles. The prevalence 
of excellent outcomes at 3 months after admission (mRS 0–1; 43.7, 
27.0, 15.9, and 13.5% for Q1, Q2, Q3, and Q4, respectively; 
p < 0.001 for trend), good outcomes at 3 months (mRS 0–2; 35.4, 
27.0, 21.2, and 16.4%, respectively; p < 0.001 for trend), major 
neurological improvement (29.2, 28.6, 23.8, and 18.5%, 
respectively; p = 0.007 for trend), all-cause mortality at 3 months 
(11.8, 21.6, 19.6, and 47.1%, respectively; p = 0.001 for trend), and 
ICH (12.7, 24.5, 32.7, and 30.0%, respectively; p < 0.001 for trend) 
differed significantly among the four quartiles.

Association of stress hyperglycemia with 
clinical outcomes in multivariate analysis

After adjusting for potential confounders, significant 
associations emerged between an excellent outcome and sex, age, 
hypertension, previous TIA/stroke, smoking, pre-stroke mRS, 

NIHSS score at admission, and SHR (Figure  2). Patients who 
presented with stress hyperglycemia were less likely to have 
excellent outcomes at 3 months compared with those without 
(p = 0.004 for trend; Table 2). Moreover, compared with patients 
in Q1, those in Q4 of SHR were less likely to have a good outcome 
at 3 months (OR 0.41, 95% CI 0.20–0.84, p = 0.015), and major 
neurological improvement (OR 0.38, 95% CI 0.19–0.73, p = 0.004). 
Furthermore, SHR increased risks of 3-month all-cause mortality 
(OR 2.82, 95% CI 1.09–8.29, p = 0.034 for trend) and ICH (OR 
2.54, 95% CI 1.21–5.50, p = 0.029 for trend). Similarly, rates of 
sICH were numerically higher among patients in Q4 than that in 
Q1 (33.3% versus 4.76%), though differences did not reach 
statistical significance in multivariate analysis(p = 0.060).

Associations of SHR with outcomes in 
people with and without diabetes

In the subgroup analysis (Table 3), the OR (95%CI) and the 
corresponding p-value of different groups are diverse among the 
outcomes. However, the p-values of the interaction test results are 
all >0.05, indicating whether the patient had diabetes or not has 
no significant impact on the relationship between SHR and 
neurological function outcomes, all-cause mortality and 
hemorrhage outcomes. Due to the small subgroup sample size, the 
result for the diabetes status on the association of SHR and sICH 
are lacking.

ROC analysis of SHR for predicting 
excellent neurological outcomes

ROC curve analyses indicated that the predictive value of SHR 
(AUC = 0.690, 95% CI, 0.642–0.734; 67.4% sensitivity, and 65.2% 
specificity) and FBG (AUC = 0.691, 95% CI, 0.644–0.736; 50.8% 
sensitivity, and 80.1% specificity) for less excellent neurological 
outcomes was stronger than HbA1c (AUC = 0.571, 95% CI, 0.521–
0.619; 65.1% sensitivity, and 50.0% specificity; FBG versus HbA1c, 
p < 0.0001; SHR versus HbA1c, p = 0.0020). However, the 
association of the predictive value between FBG and SHR was not 
significant (p = 0.9355; Figure 3).

Discussion

This study found an independent association between stress 
hyperglycemia and a lower rate of excellent outcomes at 3 months 
after admission in patients with anterior circulation stroke after 
MT, which may therefore be  a useful indicator of adverse 
outcomes in patients with cerebral infarction undergoing MT, 
whatever premorbid diabetes status. Stress hyperglycemia is 
common in patients with acute severe diseases and has been 
demonstrated to have a strong relationship with a high risk of 
adverse outcomes in patients who visit emergency departments, 

FIGURE 1

Flow diagram of the study. AIS, acute ischemic stroke; MT, 
mechanical thrombectomy; HbA1c, glycosylated hemoglobin.
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TABLE 1 Baseline characteristics of the patients by quartile of FPG/HbA1c ratio.

Q1 (n = 101) Q2 (n = 104) Q3 (n = 104) Q4 (n = 99) p

Demographic data

Age, y; mean (SD) 59.6 (14.5) 63.6 (13.0) 66.7 (12.7) 68.9 (12.3) <0.001***

Males, n (%) 77 (76.2) 73 (70.2) 55 (52.9) 60 (60.6) 0.002***

Preexisting conditions, n (%)

Previous TIA/stroke, n (%) 9 (8.91) 18 (17.3) 20 (19.2) 35 (35.4) <0.001***

Cardiovascular disease, n (%) 9 (8.91) 16 (15.4) 14 (13.5) 19 (19.2) 0.212

Atrial fibrillation, n (%) 15 (14.9) 16 (15.4) 30 (28.8) 27 (27.3) 0.017*

Hypertension, n (%) 42 (41.6) 47 (45.2) 52 (50.0) 64 (64.6) 0.006**

Diabetes, n (%) 27 (26.7) 35 (33.7) 27 (26.0) 50 (50.5) 0.001**

Smoking, n (%) 52 (51.5) 42 (40.4) 30 (28.8) 24 (24.2) <0.001***

Laboratory findings

Fasting plasma glucose (mg/dl) 5.09 (1.28) 6.53 (1.48) 7.65 (1.94) 11.9 (4.39) <0.001***

HbA1c values (%) 6.27 (1.79) 6.37 (1.47) 6.23 (1.59) 6.72 (1.60) 0.13

SHR index 0.82 (0.11) 1.03 (0.05) 1.23 (0.07) 1.75 (0.49) <0.001***

hemoglobin (g/dl) 130 (23.1) 130 (19.8) 128 (22.8) 127 (23.3) 0.61

Creatinine (mg/dl) 80.7 (29.1) 77.7 (23.0) 80.3 (35.8) 95.2 (125) 0.238

HDL cholesterol (mg/dl) 0.94 (0.22) 1.01 (0.25) 1.01 (0.25) 0.98 (0.28) 0.141

LDL cholesterol (mg/dl) 2.59 (0.85) 2.88 (1.20) 2.56 (0.85) 2.46 (0.89) 0.013*

Total cholesterol (mg/dl) 4.38 (1.03) 4.61 (1.13) 4.36 (1.02) 4.15 (1.20) 0.033*

Triglycerides (mg/dl) 1.33 (0.70) 1.35 (0.75) 1.20 (0.61) 1.35 (1.07) 0.451

HCY (umol/L) 9.45 (3.67) 10.4 (10.3) 8.59 (4.47) 9.07 (4.30) 0.182

Hs-CRP (mg/L) 14.8 (33.4) 15.3 (34.4) 21.9 (48.9) 22.2 (40.7) 0.366

INR 1.10 (0.18) 1.16 (0.31) 1.17 (0.22) 1.17 (0.26) 0.172

Blood pressure

Systolic blood pressure (mmHg) 129 (20.1) 132 (23.0) 136 (20.8) 137 (24.8) 0.035*

Stroke subtypes based on 

TOAST classification

0.016*

Atherosclerosis n (%) 30 (29.7) 36 (34.6) 58 (55.8) 48 (48.5)

Cardioembolism, n (%) 55 (54.5) 51 (49.0) 36 (34.6) 41 (41.4)

Other determined etiology, n (%) 11 (10.9) 11 (10.6) 5 (4.81) 5 (5.05)

Undetermined etiology, n (%) 5 (4.95) 6 (5.77) 5 (4.81) 5 (5.05)

Baseline clinical characteristics

Median NIHSS score at admission (IQR) 12 (8–16) 14 (10–18) 16 (12–19) 16 (12–19) <0.001***

Median NIHSS score at discharge (IQR) 3 (1–8) 5 (2–10) 7 (4–15) 11 (5–19) <0.001***

Median Pre-stroke mRS (range) 0 (0–3) 0 (0–3) 0 (0–3) 0 (0–4) 0.077

Information on therapy

Puncture-to-reperfusion time, min 39.2 (27.9) 44.7 (31.4) 42.4 (31.0) 59.3 (64.9) 0.004**

Onset-to-reperfusion time, min 603 (602) 601 (680) 446 (343) 529 (734) 0.201

Median baseline ASPECTS score 8 (6–10) 8 (7–10) 8 (6–10) 9 (7–10) 0.695

IV tPA (IQR) administration, n (%) 19 (18.8) 36 (34.6) 38 (36.5) 20 (20.2) 0.004**

*p < 0.05, **p < 0.01, ***p < 0.001. Q1, first FPG-to-HbA1c ratio quartile; Q2, second FPG-to-HbA1c ratio quartile; Q3, third FPG-to-HbA1c ratio quartile; Q4, fourth FPG-to-HbA1c 
ratio quartile; TIA, transient ischemic attack; FPG, fasting plasma glucose; HbA1c, glycated hemoglobin; SHR, stress hyperglycemia ratio; HDL, high-density lipoprotein; LDL, low-
density lipoprotein; HCY, homocysteine; Hs-CRP, high-sensitive C-reactive protein; INR, international normalized ratio; TOAST, Trial of ORG 10172 in Acute Stroke Treatment; MT, 
mechanical thrombectomy; NIHSS, National Institutes of Health Stroke Scale; mRS, modified Rankin Scale; ASPECTS, Alberta Stroke Program Early CT Score; IV tPA, intravenous 
tissue plasminogen activator.
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as well as in patients with coronary artery disease who undergo 
percutaneous coronary intervention (Su et al., 2017; Yang et al., 
2017; Khalfallah et  al., 2020). As for cerebrovascular diseases, 
heterogeneity of these evaluations may be due to differences in 
populations and definitions of stress hyperglycemia. Merlino et al. 
found that stress hyperglycemia was associated with poor 
outcomes in AIS patients undergoing intravenous thrombolysis 
(Merlino et al., 2020). Mi et al. found that persistent hyperglycemia 
was correlated with mortality after acute ischemic stroke (Mi et al., 
2018). However, the populations of the above studies comprised 
patients with AIS but without MT.

With the wide use of interventional thrombectomy in patients 
with AIS, we further investigated the relationship between SHR 
and neurological outcomes in patients with AIS after MT. Osei 
et al. found no evidence for the effect modification from admission 
serum glucose levels on endovascular treatment in patients with 
AIS (Osei et al., 2017). In contrast, another recent study found that 
SHR, calculated as [glucose(mg/dl)/18]/[(1.59 × HbA1c) − 2.59] 
and identified in patients with AIS and relative hyperglycemia and 
hypoglycemia, may be associated with higher mortality risk after 
MT (Wang et  al., 2019). However, the study population was 
collected from January 2014 to June 2016, when the common 

TABLE 2 Association between SHR and Outcomes.

Outcomes SHR Events, n (%)
Unadjusted 
OR (95% CI)

p value
Adjusted OR 

(95% CI)
p value

Excellent outcomes at 

3 months (mRS0-1)†

Q1 (n = 101) 55 (43.7%) Reference Reference

Q2 (n = 104) 34 (27.0%) 0.41 [0.23; 0.72] 0.002** 0.43 [0.22; 0.82] 0.011*

Q3 (n = 104) 20 (15.9%) 0.20 [0.11; 0.37] <0.001*** 0.32 [0.15; 0.66] 0.002**

Q4 (n = 99) 17 (13.5%) 0.18 [0.09; 0.33] <0.001*** 0.32 [0.14; 0.66] 0.003**

p for trend <0.001*** 0.004**

Good outcomes at 

3 months (mRS 0–2)†

Q1 (n = 101) 67 (35.4%) Reference Reference

Q2 (n = 104) 51 (27.0%) 0.49 [0.28; 0.86] 0.013* 0.56 [0.29; 1.06] 0.080

Q3 (n = 104) 40 (21.2%) 0.32 [0.18; 0.56] <0.001*** 0.54 [0.27; 1.07] 0.077

Q4 (n = 99) 31 (16.4%) 0.23 [0.13; 0.42] <0.001*** 0.41 [0.20; 0.84] 0.015*

p for trend <0.001*** 0.028*

Major neurological 

improvement‡

Q1 (n = 101) 49 (29.2%) Reference Reference

Q2 (n = 104) 48 (28.6%) 0.91 [0.52; 1.58] 0.738 0.79 [0.43; 1.43] 0.438

Q3 (n = 104) 40 (23.8%) 0.67 [0.38; 1.16] 0.15 0.44 [0.23; 0.82] 0.011*

Q4 (n = 99) 31 (18.5%) 0.49 [0.27; 0.86] 0.014* 0.38 [0.19; 0.73] 0.004**

p for trend 0.007** 0.002**

All-cause mortality at 

3 months§

Q1 (n = 101) 6 (11.8%) Reference Reference

Q2 (n = 104) 11 (21.6%) 1.85 [0.66; 5.66] 0.243 1.52 [0.53; 4.73] 0.442

Q3 (n = 104) 10 (19.6%) 1.66 [0.58; 5.17] 0.343 0.99 [0.33; 3.21] 0.997

Q4 (n = 99) 24 (47.1%) 4.94 [2.02; 14.1] <0.001*** 2.82 [1.09; 8.29] 0.041*

p for trend 0.001** 0.034*

ICH‖ Q1 (n = 101) 14 (12.7%) Reference Reference

Q2 (n = 104) 27 (24.5%) 2.16 [1.07; 4.54] 0.032* 1.89 [0.91; 4.06] 0.089

Q3 (n = 104) 36 (32.7%) 3.25 [1.65; 6.72] 0.001** 2.31 [1.11; 4.97] 0.027*

Q4 (n = 99) 33 (30.0%) 3.07 [1.54; 6.40] 0.001** 2.54 [1.21; 5.50] 0.015*

p for trend <0.001*** 0.029*

sICH¶ Q1 (n = 101) 1 (4.76%) Reference Reference

Q2 (n = 104) 7 (33.3%) 6.41 [1.08; 165] 0.039* 6.99 [1.20; 132.47] 0.072

Q3 (n = 104) 6 (28.6%) 5.46 [0.88; 143] 0.072 5.91 [0.97; 113.22] 0.104

Q4 (n = 99) 7 (33.3%) 6.75 [1.14; 174] 0.034* 7.59 [1.32; 143.30] 0.060

p for trend 0.080 0.113

*p < 0.05, **p < 0.01, ***p < 0.001. CI indicates confidence interval; SHR, stress hyperglycemia ratio; and OR, odds ratio; ICH, intracranial hemorrhage; sICH, symptomatic intracranial 
hemorrhage. †Adjusted for age, sex, previous TIA/stroke, history of hypertension, smoking, hemoglobin, hs-CRP, systolic blood pressure, NIHSS score at admission, pre-stroke mRS and 
IV tPA administration. ‡Adjusted for age, sex, previous TIA/stroke, history of hypertension, smoking, hemoglobin, hs-CRP, systolic blood pressure, NIHSS score at admission, pre-stroke 
mRS, Onset-to-reperfusion time and IV tPA administration. §Adjusted for age, NIHSS score at admission, pre-stroke mRS and IV tPA administration. ‖Adjusted for age, NIHSS score at 
admission, pre-stroke mRS, hemoglobin, HCY, INR, systolic blood pressure, onset-to-reperfusion time, ASPECTS, and IV tPA administration. ¶Adjusted for IV tPA administration.
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endovascular treatment technique was immature. Merlino et al. 
showed that stress hyperglycemia was associated with a harmful 
effect in patients with AIS who underwent MT (Merlino et al., 
2021) but did not further investigate diabetic and non-diabetic 
populations. Hereafter, Merlino et al. found stress hyperglycemia 
does not affect the clinical outcome of diabetic patients receiving 
IVT for AIS (Merlino et al., 2022). However, Mi et al. found an 
association between SHR and a higher risk of in-hospital mortality 
in patients with AIS and diabetes (Mi et al., 2022). Except for the 
different outcomes in different states of diabetes, to our knowledge, 
there has been no study exploring the effect of SHR on clinical 
outcomes in patients with cerebral infarction undergoing MT in 
different diabetic states. Our findings suggested that the 
relationship between stress hyperglycemia and neurological 
function, all-cause mortality or hemorrhage outcomes exited 
regardless of the presence or absence of diabetes, which was 
consistent with a previous study (Li et al., 2020).

Stress hyperglycemia, calculated as FPG (mmol/L)/HbA1c 
(%), is an indicator of relative hyperglycemia, which avoids 
deviations in prognosis assessments of absolute hyperglycemia 
resulting from unknown background glucose levels. FPG, which 

reflects the blood glucose status at admission, avoids the effects of 
food intake on the immediate blood glucose levels at admission. 
HbA1c reflects blood glucose levels during the previous 
2–3 months, and we adjusted for factors that may affect HbA1c 
measurements (e.g., hemoglobin) to improve the validity of the 
results. Another recent study also found that the SHR calculated 
as FPG (mmol/L)/HbA1c (%) had a better predictive power for 
outcomes than other SHR definitions, such as being calculated as 
FPG (mmol/L)/ ([1.59 × HbA1c] −2.59) and admission blood 
glucose (mmol/L)/([1.59 × HbA1c] −2.59; Shen et al., 2021).

Several mechanisms can account for the observed association 
between stress hyperglycemia and adverse neurological functional 
outcomes. Firstly, hyperglycemia stimulates thromboxane A2 
release and impairs nitric oxide production, which is the most 
valid endogenous vasodilator and plays an essential role in 
systemic vascular resistance (Panza et  al., 1993) to inhibit 
vasodilation (Jawerbaum et al., 1995; Ding et al., 2000). Secondly, 
hyperglycemia leads to a prothrombotic and proinflammatory 
phenotype that increases the risk of reperfusion injury in the 
vasculature of patients with AIS after recanalization (Martini and 
Kent, 2007; Kruyt et  al., 2010). Hyperglycemia increases the 

FIGURE 2

Multivariate logistic analysis of the risk factors for 3-month excellent outcomes in the following etiologies: age, sex, previous TIA/stroke, history of 
hypertension, smoking, hemoglobin, hs-CRP, systolic blood pressure, NIHSS score at admission, pre-stroke mRS, IV tPA administration and SHR. 
TIA, transient ischemic attack; NIHSS, National Institutes of Health Stroke Scale; SHR, stress hyperglycemia; hs-CRP, high-sensitive C-reactive 
protein; IV tPA, intravenous tissue plasminogen activator; CI, confidence interval; Ref., reference.
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FIGURE 3

Receiver operating characteristic (ROC) analysis of fasting blood 
glucose (FBG), HbA1c and stress hyperglycemia ratio (SHR) for 
the less excellent neurological outcome.

production of reactive oxygen species, proinflammatory cytokines, 
and lactic acid, which result in reperfusion injury (Kruyt et al., 
2010). Otherwise, stress hyperglycemia leads to inflammatory 
infiltration of vascular endothelial cells, and breaches the blood–
brain barrier, increasing the risk of cerebral edema and 
hemorrhage (Kruyt et al., 2010). which can explain the increased 

risk of ICH in patients with high-stress hyperglycemia. Patients 
with ICH may also have adverse neurological outcomes. In vitro, 
concentration-dependent stress hyperglycemia considerably 
weakened the repressive effects of aspirin on glycoprotein IIb/IIIa 
and P-selectin expression on human platelets. The effectiveness of 
acetylsalicylic acid on inhibiting platelets via the AA-activation 
pathway may be significantly reduced in acute hyperglycemia (Le 
Guyader et al., 2009). An MRI and spectroscopy study found that 
acute hyperglycemia promoted the transformation of tissue poorly 
perfused into infarction, which finally leads to a larger infarct size 
and poor functional outcome (Parsons et al., 2002).

There were several limitations to our study. Firstly, SHR 
represents blood glucose measured at a certain time point, 
and the condition of blood glucose control during 
hospitalization was not under consideration. Future studies 
should detect blood glucose at multiple time points and 
explore the relationship between early dynamic blood glucose 
and the prognosis of patients with AIS. Secondly, due to the 
retrospective observational design of the study, the type of 
diabetes was not distinguished, and a cause-effect relationship 
could not be  confirmed. Due to the small size of the 
population, the relationship between stress hyperglycemia 
and sICH did not reach statistical significance, which may 
be solved by increasing the sample size. Thirdly, the study did 
not consider the effect of varying durations from symptom 
onset to the first fasting glucose measurement in patients with 
stress hyperglycemia.

In conclusion, stress hyperglycemia, calculated as FPG 
(mmol/L)/HbA1c (%), was associated with a reduced rate of 
excellent neurological outcomes and increased mortality and ICH 

TABLE 3 SHR status in relation with neurological function outcomes, mortality or hemorrhage in participants with and without diabetes.

Outcomes Q1

Q2 Q3 Q4

p interaction
OR (95%CI)

p 
value

OR (95%CI)
p 

value
OR (95%CI)

p 
value

Excellent outcomes at 

3 months (mRS 0–1)

Diabetesa1 (n = 37) Reference 0.57 [0.17; 1.85] 0.354 0.32 [0.06; 1.34] 0.133 0.39 [0.11; 1.26] 0.121 0.962

Without diabetesa2 (n = 102) Reference 0.39 [0.17; 0.88] 0.025* 0.37 [0.15; 0.86] 0.022* 0.32 [0.11; 0.83] 0.023*

Good outcomes at 

3 months (mRS 0–2)

Diabetesb1 (n = 60) Reference 0.65 [0.19; 2.12] 0.477 0.32 [0.08; 1.23] 0.105 0.28 [0.08; 0.88] 0.034* 0.498

Without diabetesa2 (n = 79) Reference 0.54 [0.24; 1.20] 0.135 0.69 [0.31; 1.55] 0.379 0.55 [0.22; 1.38] 0.207

Major neurological 

improvement

Diabetesc1 (n = 57) Reference 0.77 [0.26; 2.22] 0.635 0.51 [0.15; 1.60] 0.250 0.45 [0.16; 1.27] 0.135 0.478

Without diabetesa2 (n = 82) Reference 0.69 [0.33; 1.43] 0.329 0.45 [0.21; 0.97] 0.043* 0.52 [0.22; 1.21] 0.135

All-cause mortality at 

3 months

Diabetesd1 (n = 26) Reference 0.70 [0.11; 4.23] 0.685 1.13 [0.22; 6.56] 0.881 2.34 [0.62; 11.47] 0.239 0.244

Without diabetesd1 (n = 113) Reference 1.82 [0.51; 7.49] 0.367 0.62 [0.14; 2.82] 0.524 1.20 [0.30; 5.26] 0.790

ICH Diabetese1 (n = 36) Reference 1.23 [0.31; 5.33] 0.762 1.39 [0.33; 6.25] 0.650 2.63 [0.80; 10.41] 0.129 0.468

Without diabetese2 (n = 103) Reference 2.06 [0.87; 5.10] 0.104 3.11 [1.34; 7.67] 0.009** 2.56 [0.99; 6.83] 0.053

sICH Diabetesf1 (n = 10) Reference 3.26 [0.44; 66.22] 0.303 0.97 [0.03; 25.66] 0.987 2.29 [0.32; 46.16] 0.469 0.302

Without diabetesf1 (n = 129) Reference - 0.990 - 0.989 - 0.989

*p < 0.05, **p < 0.01, ***p < 0.001. CI indicates confidence interval; SHR, stress hyperglycemia ratio; OR, odds ratio; ICH, intracranial hemorrhage and sICH, symptomatic intracranial 
hemorrhage. a1Adjusted for age, NIHSS score at admission, pre-stroke mRS. a2Adjusted for age, sex, previous TIA/stroke, history of hypertension, NIHSS score at admission, pre-stroke 
mRS, systolic blood pressure and IV tPA administration. b1Adjusted for age, previous TIA/stroke, NIHSS score at admission, pre-stroke mRS and IV tPA administration. c1Adjusted for 
age, NIHSS score at admission, pre-stroke mRS, onset-to-reperfusion time and IV tPA administration. d1Adjusted for age and NIHSS score at admission. e1Adjusted for NIHSS score at 
admission and IV tPA administration. e2Adjusted for age, hypertension, systolic blood pressure, NIHSS score at admission, pre-stroke mRS and IV tPA administration. f1Adjusted for IV 
tPA administration.
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risks in patients with acute anterior circulation stroke after MT 
regardless of diabetes status. Different glucose control targets can 
be  adopted for blood glucose after admission according to 
different background glucose.

Data availability statement

The raw data supporting the conclusions of this article will 
be made available by the authors, without undue reservation.

Ethics statement

The studies involving human participants were reviewed and 
approved by IRB of the First Affiliated Hospital of Jinan University, 
the First Affiliated Hospital of Jinan University. Written informed 
consent for participation was not required for this study in 
accordance with the national legislation and the 
institutional requirements.

Author contributions

LH and HZ conceptualized the study and supervised the 
study. JZ, D-wD, YZ, BY, FL, XC, JL, MG, NH, HQ, KL, and AX 
contributed to the acquisition of data. JZ, D-wD, YZ, and FL 
performed the statistical analysis and interpreted data. JZ, D-wD, 
and YZ prepared the manuscript. BY, FL, XC, JL, MG, NH, HQ, 
KL, AX, LH, and HZ revised the manuscript. All authors 
contributed to the article and approved the submitted version.

Funding

This work was supported by Natural Science Foundation of 
China (81901200), Science and Technology Program in 
Guangzhou (202002030425 and 202002020003), the Clinical 
Frontier Technology Program of the First Affiliated Hospital of 
Jinan University, China (JNU1AF-CFTP-2022-a01215 and 
JNU1AF-CFTP-2022-a01217) and Key Field Program of Colleges 
and Universities in Guangdong Province (2021ZDZX2025).

Acknowledgments

We thank Jun Lyu for statistical guidance.

Conflict of interest

The authors declare that the research was conducted in the 
absence of any commercial or financial relationships that could 
be construed as a potential conflict of interest.

Publisher’s note

All claims expressed in this article are solely those of the 
authors and do not necessarily represent those of their affiliated 
organizations, or those of the publisher, the editors and the 
reviewers. Any product that may be evaluated in this article, or 
claim that may be made by its manufacturer, is not guaranteed or 
endorsed by the publisher.

References
Adams, H. P., Bendixen, B. H., Kappelle, L. J., Biller, J., Love, B. B., Gordon, D. L., 

et al. (1993). Classification of subtype of acute ischemic stroke. Definitions for use 
in a multicenter clinical trial. TOAST. Trial of org 10172 in acute stroke treatment. 
Stroke 24, 35–41.

American Diabetes Association (2021). 2. Classification and diagnosis of diabetes. 
Diabetes Care 44, S15–S33. doi: 10.2337/dc21-S002

Campbell, B. C. V., Hill, M. D., Rubiera, M., Menon, B. K., Demchuk, A., 
Donnan, G. A., et al. (2016). Safety and efficacy of solitaire stent Thrombectomy: 
individual patient data meta-analysis of randomized trials. Stroke 47, 798–806. doi: 
10.1161/STROKEAHA.115.012360

Capes, S. E., Hunt, D., Malmberg, K., Pathak, P., and Gerstein, H. C. (2001). Stress 
hyperglycemia and prognosis of stroke in nondiabetic and diabetic patients: a 
systematic overview. Stroke 32, 2426–2432. doi: 10.1161/hs1001.096194

Chang, J. Y., Kim, W. J., Kwon, J. H., Kim, B. J., Kim, J. T., Lee, J., et al. (2021). 
Prestroke glucose control and functional outcome in patients with acute large vessel 
occlusive stroke and diabetes after thrombectomy. Diabetes Care 44, 2140–2148. doi: 
10.2337/dc21-0271

Ding, Y., Vaziri, N. D., Coulson, R., Kamanna, V. S., and Roh, D. D. (2000). Effects 
of simulated hyperglycemia, insulin, and glucagon on endothelial nitric oxide 
synthase expression. Am. J. Physiol. Endocrinol. Metab. 279, E11–E17.

Diprose, W. K., Wang, M. T. M., McFetridge, A., Sutcliffe, J., and Barber, P. A. 
(2020). Glycated hemoglobin (HbA1c) and outcome following endovascular 
thrombectomy for ischemic stroke. J. Neurointerv. Surg. 12, 30–32. doi: 10.1136/
neurintsurg-2019-015023

Goyal, M., Menon, B. K., van Zwam, W. H., Dippel, D. W. J., Mitchell, P. J., 
Demchuk, A. M., et al. (2016). Endovascular thrombectomy after large-vessel 

ischaemic stroke: a meta-analysis of individual patient data from five randomised 
trials. Lancet 387, 1723–1731. doi: 10.1016/S0140-6736(16)00163-X

Gray, C. S., Hildreth, A. J., Sandercock, P. A., O'Connell, J. E., Johnston, D. E., 
Cartlidge, N. E. F., et al. (2007). Glucose-potassium-insulin infusions in the 
management of post-stroke hyperglycaemia: the UK glucose insulin in stroke 
trial (GIST-UK). Lancet Neurol. 6, 397–406. doi: 10.1016/
s1474-4422(07)70080-7

Hacke, W., Kaste, M., Fieschi, C., von Kummer, R., Davalos, A., Meier, D., et al. 
(1998). Randomised double-blind placebo-controlled trial of thrombolytic therapy 
with intravenous alteplase in acute ischaemic stroke (ECASS II). Second European-
Australasian Acute Stroke Study Investigators. Lancet 352, 1245–1251. doi: 10.1016/
s0140-6736(98)08020-9

Huo, X., Liu, R., Gao, F., Ma, N., Mo, D., Liao, X., et al. (2019). Effect of 
hyperglycemia at presentation on outcomes in acute large artery occlusion patients 
treated with solitaire stent Thrombectomy. Front. Neurol. 10:71. doi: 10.3389/
fneur.2019.00071

Inoa, V., Aron, A. W., Staff, I., Fortunato, G., and Sansing, L. H. (2014). Lower NIH 
stroke scale scores are required to accurately predict a good prognosis in posterior 
circulation stroke. Cerebrovasc. Dis. 37, 251–255. doi: 10.1159/000358869

Jawerbaum, A., Franchi, A. M., Gonzalez, E. T., Novaro, V., and de Gimeno, M. A. 
(1995). Hyperglycemia promotes elevated generation of TXA2 in isolated rat uteri. 
Prostaglandins 50, 47–56.

Khalfallah, M., Abdelmageed, R., Elgendy, E., and Hafez, Y. M. (2020). 
Incidence, predictors and outcomes of stress hyperglycemia in patients with ST 
elevation myocardial infarction undergoing primary percutaneous coronary 
intervention. Diab. Vasc. Dis. Res. 17:1479164119883983. doi: 10.1177/147916 
4119883983

https://doi.org/10.3389/fnagi.2022.1071377
https://www.frontiersin.org/journals/aging-neuroscience
https://www.frontiersin.org
https://doi.org/10.2337/dc21-S002
https://doi.org/10.1161/STROKEAHA.115.012360
https://doi.org/10.1161/hs1001.096194
https://doi.org/10.2337/dc21-0271
https://doi.org/10.1136/neurintsurg-2019-015023
https://doi.org/10.1136/neurintsurg-2019-015023
https://doi.org/10.1016/S0140-6736(16)00163-X
https://doi.org/10.1016/s1474-4422(07)70080-7
https://doi.org/10.1016/s1474-4422(07)70080-7
https://doi.org/10.1016/s0140-6736(98)08020-9
https://doi.org/10.1016/s0140-6736(98)08020-9
https://doi.org/10.3389/fneur.2019.00071
https://doi.org/10.3389/fneur.2019.00071
https://doi.org/10.1159/000358869
https://doi.org/10.1177/1479164119883983
https://doi.org/10.1177/1479164119883983


Zhang et al. 10.3389/fnagi.2022.1071377

Frontiers in Aging Neuroscience 10 frontiersin.org

Kruyt, N. D., Biessels, G. J., Devries, J. H., and Roos, Y. B. (2010). Hyperglycemia 
in acute ischemic stroke: pathophysiology and clinical management. Nat. Rev. 
Neurol. 6, 145–155. doi: 10.1038/nrneurol.2009.231

Le Guyader, A., Pacheco, G., Seaver, N., Davis-Gorman, G., Copeland, J., and 
McDonagh, P. F. (2009). Inhibition of platelet GPIIb-IIIa and P-selectin expression 
by aspirin is impaired by stress hyperglycemia. J. Diabetes Complicat. 23, 65–70. doi: 
10.1016/j.jdiacomp.2007.06.003

Li, J., Quan, K., Wang, Y., Zhao, X., Li, Z., Pan, Y., et al. (2020). Effect of stress 
hyperglycemia on neurological deficit and mortality in the acute ischemic stroke 
people with and without diabetes. Front. Neurol. 11:576895. doi: 10.3389/
fneur.2020.576895

Linfante, I., Llinas, R. H., Schlaug, G., Chaves, C., Warach, S., and Caplan, L. R. 
(2001). Diffusion-weighted imaging and National Institutes of Health stroke scale 
in the acute phase of posterior-circulation stroke. Arch. Neurol. 58, 621–628. doi: 
10.1001/archneur.58.4.621

Martini, S. R., and Kent, T. A. (2007). Hyperglycemia in acute ischemic stroke: a 
vascular perspective. J. Cereb. Blood Flow Metab. 27, 435–451. doi: 10.1038/sj.
jcbfm.9600355

McCormick, M., Hadley, D., McLean, J. R., Macfarlane, J. A., Condon, B., and 
Muir, K. W. (2010). Randomized, controlled trial of insulin for acute poststroke 
hyperglycemia. Ann. Neurol. 67, 570–578. doi: 10.1002/ana.21983

Merlino, G., Pez, S., Gigli, G. L., Sponza, M., Lorenzut, S., Surcinelli, A., et al. 
(2021). Stress hyperglycemia in patients with acute ischemic stroke due to large 
vessel occlusion undergoing mechanical thrombectomy. Front. Neurol. 12:725002. 
doi: 10.3389/fneur.2021.725002

Merlino, G., Pez, S., Tereshko, Y., Gigli, G. L., Lorenzut, S., Surcinelli, A., et al. 
(2022). Stress hyperglycemia does not affect clinical outcome of diabetic patients 
receiving intravenous thrombolysis for acute ischemic stroke. Front. Neurol. 
13:903987. doi: 10.3389/fneur.2022.903987

Merlino, G., Smeralda, C., Gigli, G. L., Lorenzut, S., Pez, S., Surcinelli, A., et al. 
(2020). Stress hyperglycemia is predictive of worse outcome in patients with acute 
ischemic stroke undergoing intravenous thrombolysis. J. Thromb. Thrombolysis 51, 
789–797. doi: 10.1007/s11239-020-02252-y

Mi, D., Li, Z., Gu, H., Jiang, Y., Zhao, X., Wang, Y., et al. (2022). Stress 
hyperglycemia is associated with in-hospital mortality in patients with diabetes 
and acute ischemic stroke. CNS Neurosci. Ther. 28, 372–381. doi: 10.1111/
cns.13764

Mi, D., Wang, P., Yang, B., Pu, Y., Yang, Z., and Liu, L. (2018). Correlation of 
hyperglycemia with mortality after acute ischemic stroke. Ther. Adv. Neurol. Disord. 
11:1756285617731686. doi: 10.1177/1756285617731686

Osei, E., den Hertog, H. M., Berkhemer, O. A., Fransen, P. S. S., Roos, Y. B. W. E. 
M., Beumer, D., et al. (2017). Admission glucose and effect of intra-arterial 
treatment in patients with acute ischemic stroke. Stroke 48, 1299–1305. doi: 10.1161/
STROKEAHA.116.016071

Panza, J. A., Casino, P. R., Badar, D. M., and Quyyumi, A. A. (1993). Effect of 
increased availability of endothelium-derived nitric oxide precursor on 
endothelium-dependent vascular relaxation in normal subjects and in patients with 
essential hypertension. Circulation 87, 1475–1481.

Parsons, M. W., Barber, P. A., Desmond, P. M., Baird, T. A., Darby, D. G., 
Byrnes, G., et al. (2002). Acute hyperglycemia adversely affects stroke outcome: a 

magnetic resonance imaging and spectroscopy study. Ann. Neurol. 52, 20–28. doi: 
10.1002/ana.10241

Pexman, J. H., Barber, P. A., Hill, M. D., Sevick, R. J., Demchuk, A. M., Hudon, M. E., 
et al. (2001). Use of the Alberta stroke program early CT score (ASPECTS) for assessing 
CT scans in patients with acute stroke. AJNR Am. J. Neuroradiol. 22, 1534–1542.

Rinkel, L. A., Nguyen, T. T. M., Guglielmi, V., Groot, A. E., Posthuma, L., 
Roos, Y. B. W. E. M., et al. (2020). High admission glucose is associated with poor 
outcome after endovascular treatment for ischemic stroke. Stroke 51, 3215–3223. 
doi: 10.1161/STROKEAHA.120.029944

Roberts, G. W., Quinn, S. J., Valentine, N., Alhawassi, T., O'Dea, H., Stranks, S. N., et al. 
(2015). Relative hyperglycemia, a marker of critical illness: introducing the stress 
hyperglycemia ratio. J. Clin. Endocrinol. Metab. 100, 4490–4497. doi: 10.1210/jc.2015-2660

Saver, J. L., Chaisinanunkul, N., Campbell, B. C. V., Grotta, J. C., Hill, M. D., 
Khatri, P., et al. (2021). Standardized nomenclature for modified Rankin scale global 
disability outcomes: consensus recommendations from stroke therapy academic 
industry roundtable XI. Stroke 52, 3054–3062. doi: 10.1161/strokeaha.121.034480

Saver, J. L., Goyal, M., Bonafe, A., Diener, H.-C., Levy, E. I., Pereira, V. M., et al. 
(2015). Stent-retriever thrombectomy after intravenous t-PA vs. t-PA alone in 
stroke. N. Engl. J. Med. 372, 2285–2295. doi: 10.1056/NEJMoa1415061

Shen, C.-L., Xia, N.-G., Wang, H., and Zhang, W.-L. (2021). Association of stress 
hyperglycemia ratio with acute ischemic stroke outcomes post-thrombolysis. Front. 
Neurol. 12:785428. doi: 10.3389/fneur.2021.785428

Sheth, S. A., Jahan, R., Gralla, J., Pereira, V. M., Nogueira, R. G., Levy, E. I., et al. 
(2015). Time to endovascular reperfusion and degree of disability in acute stroke. 
Ann. Neurol. 78, 584–593. doi: 10.1002/ana.24474

Su, Y. W., Hsu, C. Y., Guo, Y. W., and Chen, H. S. (2017). Usefulness of the plasma 
glucose concentration-to-HbA ratio in predicting clinical outcomes during acute illness 
with extreme hyperglycaemia. Diabetes Metab. 43, 40–47. doi: 10.1016/j.diabet.2016.07.036

Sung, J. Y., Chen, C. I., Hsieh, Y. C., Chen, Y. R., Wu, H. C., Chan, L., et al. (2017). 
Comparison of admission random glucose, fasting glucose, and glycated hemoglobin 
in predicting the neurological outcome of acute ischemic stroke: a retrospective 
study. PeerJ 5:e2948. doi: 10.7717/peerj.2948

Tziomalos, K., Dimitriou, P., Bouziana, S. D., Spanou, M., Kostaki, S., 
Angelopoulou, S. M., et al. (2017). Stress hyperglycemia and acute ischemic stroke 
in-hospital outcome. Metabolism 67, 99–105. doi: 10.1016/j.metabol.2016.11.011

Wang, L., Zhou, Z., Tian, X., Wang, H., Yang, D., Hao, Y., et al. (2019). Impact of 
relative blood glucose changes on mortality risk of patient with acute ischemic 
stroke and treated with mechanical thrombectomy. J Stroke Cerebrovasc. Dis. 28, 
213–219. doi: 10.1016/j.jstrokecerebrovasdis.2018.09.036

Welsh, C., Welsh, P., Celis-Morales, C. A., Mark, P. B., Mackay, D., Ghouri, N., 
et al. (2020). Glycated hemoglobin, prediabetes, and the links to cardiovascular 
disease: data from UK biobank. Diabetes Care 43, 440–445. doi: 10.2337/dc19-1683

Yang, Y., Kim, T.-H., Yoon, K.-H., Chung, W. S., Ahn, Y., Jeong, M.-H., et al. 
(2017). The stress hyperglycemia ratio, an index of relative hyperglycemia, as a 
predictor of clinical outcomes after percutaneous coronary intervention. Int. J. 
Cardiol. 241, 57–63. doi: 10.1016/j.ijcard.2017.02.065

Zaidat, O. O., Yoo, A. J., Khatri, P., Tomsick, T. A., von Kummer, R., Saver, J. L., 
et al. (2013). Recommendations on angiographic revascularization grading 
standards for acute ischemic stroke: a consensus statement. Stroke 44, 2650–2663. 
doi: 10.1161/STROKEAHA.113.001972

https://doi.org/10.3389/fnagi.2022.1071377
https://www.frontiersin.org/journals/aging-neuroscience
https://www.frontiersin.org
https://doi.org/10.1038/nrneurol.2009.231
https://doi.org/10.1016/j.jdiacomp.2007.06.003
https://doi.org/10.3389/fneur.2020.576895
https://doi.org/10.3389/fneur.2020.576895
https://doi.org/10.1001/archneur.58.4.621
https://doi.org/10.1038/sj.jcbfm.9600355
https://doi.org/10.1038/sj.jcbfm.9600355
https://doi.org/10.1002/ana.21983
https://doi.org/10.3389/fneur.2021.725002
https://doi.org/10.3389/fneur.2022.903987
https://doi.org/10.1007/s11239-020-02252-y
https://doi.org/10.1111/cns.13764
https://doi.org/10.1111/cns.13764
https://doi.org/10.1177/1756285617731686
https://doi.org/10.1161/STROKEAHA.116.016071
https://doi.org/10.1161/STROKEAHA.116.016071
https://doi.org/10.1002/ana.10241
https://doi.org/10.1161/STROKEAHA.120.029944
https://doi.org/10.1210/jc.2015-2660
https://doi.org/10.1161/strokeaha.121.034480
https://doi.org/10.1056/NEJMoa1415061
https://doi.org/10.3389/fneur.2021.785428
https://doi.org/10.1002/ana.24474
https://doi.org/10.1016/j.diabet.2016.07.036
https://doi.org/10.7717/peerj.2948
https://doi.org/10.1016/j.metabol.2016.11.011
https://doi.org/10.1016/j.jstrokecerebrovasdis.2018.09.036
https://doi.org/10.2337/dc19-1683
https://doi.org/10.1016/j.ijcard.2017.02.065
https://doi.org/10.1161/STROKEAHA.113.001972

	The association between stress hyperglycemia and unfavorable outcomes in patients with anterior circulation stroke after mechanical thrombectomy
	Introduction
	Materials and methods
	Study participants
	Data collection and clinical assessment
	Assessment of stress hyperglycemia
	Outcome measures
	Statistical analysis

	Results
	Study participants and characteristics
	Association between stress hyperglycemia and clinical outcomes in univariate analysis
	Association of stress hyperglycemia with clinical outcomes in multivariate analysis
	Associations of SHR with outcomes in people with and without diabetes
	ROC analysis of SHR for predicting excellent neurological outcomes

	Discussion
	Data availability statement
	Ethics statement
	Author contributions
	Funding
	Conflict of interest
	Publisher’s note

	﻿References

