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To the Editor:

We read with interest the article by Baracchini et al., de-
scribing an integrated care pathway for acute stroke during a
COVID-19 pandemic, in which patients with respiratory
symptoms or fever were managed with appropriate precau-
tions as suspected COVID-19 patients [1]. Indeed, given the
growing literature on neurological manifestations associated
with SARS-CoV-2 [2], there is consensus that care pathways
for neurology patients, including acute stroke care, need to be
modified to minimise potential exposure and incorporate
SARS-CoV-2 screening in areas with high prevalence [3].
Various strategies have been proposed, including universal
screening for all stroke patients and utilising pulmonary im-
aging to prioritise patients for screening [4]. However, given
that a minority may be asymptomatic [5] and pulmonary im-
aging alone may be insufficient as a triage strategy, cases may
still be missed. We would like to highlight the risks posed by
pre-symptomatic transmission.

In Singapore, community transmission of COVID-19 was
reported since early-February 2020. The National Neuroscience
Institute (NNI) is the largest specialised neurological centre in
Singapore; its Outram campus is co-located with the Singapore
General Hospital (SGH), the largest tertiary hospital in
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Singapore. During the COVID-19 outbreak, all neurology inpa-
tients admitted to the Outram campus of the NNI were screened
using a risk-stratified approach. If patients had suspicious travel/
epidemiology history, respiratory symptoms, or pulmonary infil-
trates on imaging, they were placed in a dedicated ward where
SARS-CoV-2 and other common respiratory viruses were tested
for and HCWs used N95 masks, disposable gowns, gloves and
goggles, until COVID-19 was excluded. Positive patients were
transferred to isolation wards, while negatives were decanted to
the general ward. If acute interventions (e.g. thrombolysis or
thrombectomy) were necessary prior to exclusion of COVID-
19, patients were managed as if they were positive.

Over a 16-week period (5 February—30 May 2020), 198 neu-
rology patients were tested for COVID-19 using a risk-stratified
approach. The majority were tested due to pulmonary infiltrates
on baseline imaging (62.6%, 124/198); 47.4% (94/198) had con-
comitant respiratory symptoms; and 20.8% (41/198) were tested
due to suspicious epidemiology. Around 20.7% (41/198) re-
quired stroke unit/intensive care. A total of 8 neurology inpatients
(4.0%, 8/198) tested positive for respiratory viruses (2 SARS-
CoV-2, 6 other respiratory viruses), compared with 14.7% (951/
6465) of non-neurology medical inpatients in our co-located
general hospital testing positive over the same period (606
SARS-CoV-2, 345 other respiratory viruses). The yield of respi-
ratory virus testing was lower in neurology inpatients (odds ratio,
OR =0.24, 95%CI1=0.12-0.50, p <0.001).

Details of the two neurology inpatients with COVID-19 are
found in Fig. 1. Of note, both had no respiratory symptoms or
pulmonary infiltrates; acute infarct was confirmed on neuroim-
aging. Due to high-risk epidemiology, both patients were man-
aged in isolation areas with full precautions prior to confirmation
of COVID-19, mitigating onward transmission. Although a total
of 63 HCWs and 2 other patients came into contact with the
index cases prior to the diagnosis of COVID-19, because of
our risk-stratified approach to testing, healthcare-associated ex-
posure was contained. Vigilance should be maintained for high-
risk epidemiology, given the possibility of pre-symptomatic
transmission.
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Fig. 1 Clinical details, imaging
findings, and epidemiology
investigations for neurology
inpatients with acute stroke and
concurrent COVID-19 infection
at a specialised neurology centre
in Singapore, during a COVID-19
outbreak (N =2)
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