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A stroke is a life-threatening condition caused by interruption of cerebral blood supply leading to brain tissue damage (World Health Organisation, 2023). It represents a major global public health burden.
Strokes are grouped into ischaemic strokes and haemorrhagic strokes. Ischaemic strokes account for approximately 85% of all cases and are triggered by a blockage in the blood vessel that is supplying the brain (Mayo Clinic, 2025). Haemorrhagic strokes happen when a weak blood vessel ruptures causing bleeding into or around the brain. A condition known as a transient ischaemic attack (TIA) often referred to as a “mini- stroke.” is temporary but acts as a warning of possible future stroke.
Typical symptoms include unilateral weakness, speech disturbance and visual impairment (Stroke Association, 2024). Early recognition using FAST enables rapid emergency response (Saver, 2006).
Internationally, stroke is the second leading cause of death worldwide with an estimate of 6.5 million deaths annually (Feigin et al., 2017). In the UK, around 100,000 individuals encounter a stroke each year which determines its significant impact on the NHS, communities and social care systems (Office for Health Improvement and Disparities 2024). 
Stroke risk increases significantly with age and is strongly associated with long-term conditions including hypertension, diabetes and cardiovascular disease. As the UK population ages, stroke incidence is expected to rise increasing the demand on both acute hospital services and long-term social care. Consequently, stroke represents not only a medical condition but a priority for population health planning and prevention strategies.

[bookmark: _Toc223133113]Convert to Surveillance Section
Stroke surveillance uses epidemiological indicators including incidence, prevalence, mortality and outcomes to guide service planning. Surveillance data allows health authorities to identify regional variation in stroke occurrence and treatment performance. Differences in thrombolysis rates and admission times can indicate inequalities in access to specialist care. Monitoring therefore support quality improvement initiatives and helps evaluate whether national clinical guidelines are being implemented consistently across healthcare providers.
In the UK, the Sentinel Stroke Audit Programme (SSNAP) systematically collects data from hospitals and stroke facilities to evaluate the quality of stroke care and patient outcomes. SSNAP records imaging time, specialist referral, thrombolysis delivery and rehabilitation admission (Royal College of Physicians, 2024). This method supports evidence-based healthcare improve. However, audit data may underestimate stroke incidence due to undiagnosed transient ischaemic attacks and variations in recording practices between healthcare providers. 
Internationally, organisations such as the World Health Organization (WHO) observe the impact of strokes using mortality rates and disability adjusted life years (DALYs). This allows professionals to compare impact across countries (World Health Organization, 2023). DALYs measure disease burden. They combine mortality with years lived with disability. Feigin et al. (2017) highlighted that strokes contribute hugely to global DALYs, primarily in low and middle income countries where access to prevention and treatment is very limited. 
At a population level, burden of disease measures enable comparison between stroke and other chronic conditions. This assists policymakers in prioritising prevention funding and allocating workforce resources, particularly in areas with higher ageing population.
Additionally, national health surveys and patient registries are applied to examine behavioural or biological factors such as hypertension, smoking, diabetes, obesity and atrial fibrillation. CT and MRI scans diagnose and classify stroke. This enables appropriate treatments and reliable  monitoring (Johnson, Mendis and Mathers, 2009). These diagnostic tools also provide valuable epidemiological data for healthcare planning.
Health inequalities are also detected through monitoring systems. Evidence indicates that patients from poor socioeconomic backgrounds are at a greater risk of stroke because of high exposure to risk factors such as smoking, poor diet and limited access to healthcare facilities. Consequently, measurement systems not only track disease burden but also inform targeted interventions aimed at reducing inequalities. However clinical performance indicators do not fully measure long-term independence or quality of life. Outcomes recorded in hospital settings may therefore overestimate recovery compared with community functioning.
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Stroke management consists of primary prevention, secondary prevention and acute treatment.
Primary prevention aims to reduce the risk factors such as, high blood pressure, smoking, obesity and inactive lifestyle before a stroke occurs. Hypertension is one of the major risk factors and actively managing blood pressure can lower the risk of stroke up to 40% (Lawes et al., 2004). Public health interventions include blood pressure monitoring and diet modification. They also include physical activity promotion, smoking cessation and alcohol reduction.
Population-level prevention is considered more effective than individual treatment alone because it reduces exposure to risk factors before disease develops. Policies targeting tobacco use, diet and physical inactivity have been shown to lower cardiovascular disease rates across entire communities. These approaches are central to public health strategy because they reduce long-term healthcare costs.
Secondary prevention targets individuals after stroke. It also applies to transient ischaemic attack. This involves utilising medicines such as antiplatelet therapy (such as aspirin), anticoagulants for patients with atrial fibrillation and statins to reduce cholesterol levels (Gordon, Spence, and Easton, 2015). Lifestyle modification remains essential to prevent recurrence alongside screening programmes for atrial fibrillation within older patients (NHS England and NHS Improvement, 2021).
Acute medical management requires instant treatment when a stroke occurs. For ischaemic stroke, administering intravenous thrombolysis (alteplase) within 4.5 hours of symptoms can lead to improved recovery (Emberson et al., 2014). Mechanical thrombectomy removes the clot from the blocked artery. This improves survival and recovery in selected patients (Albers et al., 2018). However, access to specialist stroke centres varies geographically, which can influence treatment eligibility. Delays in recognition or transport may prevent patients receiving time-dependent therapies. Improving emergency pathways and public awareness remains necessary to maximise treatment effectiveness.
Although acute treatment improved survival, prevention strategies reduce disease occurrence across the whole population. Consequently, public health interventions provide greater overll health gain than treatment alone.
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Individuals who experience a stroke often experience long-term physical, psychological and social problems. Many survivors experience long-term disabilities including paralysis and aphasia. This reduces independent living. Approximately half of the people who suffer from a stroke experience ongoing disabilities affecting their everyday activities like dressing, walking and eating (Feigin et al., 2017). 
Psychological problems are also very common as it states that an estimate of one-third of patients who suffer from depression, can ultimately have a slow recovery and reduce motivation during rehabilitation (Hackett and Pickles, 2014). Anxiety and emotional instability are common. Cognitive impairment limits social interactions and employment. 
Socially, strokes add a major burden on the wider community and healthcare systems. In the UK, stroke costs an estimate of over £26 billion annually because of healthcare, social care and lost productivity (Stroke Association, 2024). Informal carers experience emotional pressure. Many also face financial difficulties due to reduced employment. Beyond direct costs, stroke contributes to loss of independence and increased reliance on community services. Demand for residential care and home support increases following severe disability. This places sustained pressure on social care systems and informal carers.
Additionally, health inequalities play a major role in shaping stroke outcomes. People residing in poor areas are more likely to experience stroke at a younger age and have a poorer recovery outcome. Factors such as low income, limited educational opportunities, poorer living conditions and reduced access to health services contribute to the result of increased risk. Addressing social determinants of health including poverty, education, housing and healthcare access is one of the key strategies aimed at reducing stroke related inequalities. These disparities highlight the relationship between social determinants of health and disease outcomes. Preventive services and early detection programmes are therefore particularly important in deprived populations to reduce unequal health outcomes.

[bookmark: _Toc223133116]Stroke Care Provision
Stroke care requires multidisciplinary collaboration. Teams include doctors, nurses and rehabilitation professionals. Specialist stroke facilities are known to reduce mortality rates and long-term disabilities by providing a structured evidence-based care (Storke Unit Trialists’ Collaboration, 2013).
Rehabilitation services are vital; physiotherapy supports patients with mobility and muscle strength, occupational therapy aids with daily living skills and speech and language therapy support communication and swallowing difficulties. Psychological therapy help manage depression and cognitive skills (Hackett and Pickles, 2014). Early supported discharge programme allows patients to continue rehabilitation at home while remaining under specialist supervision. These include district nursing, social care and voluntary organisations (Office for Health Improvement and Disparities, 2024). This approach improves functional recovery and reduces hospital length of stay. Coordinated care between hospital and community teams is therefore essential for effective long-term management.
Charitable and voluntary organisations such as Stroke Association provide additional support through peer support networks, telephone helplines and accessible educational materials. Integrated care pathways between hospital and community services are essential to prevent hospital readmission and support long-term recovery. Poor coordination between hospital and community services can delay rehabilitation and increase readmission risk. Integrated care pathways are therefore essential for effective recovery.

[bookmark: _Toc223133117]Summary
Stroke is a major cause of death and disability globally. Surveillance systems such as SSNAP and DALYs support planning and prevention. Prompt recognition of stroke, specialist medical care, rehabilitation and community based support play a vital role in reducing mortality and disability rates and patient recovery. 
The consequences of stroke extend beyond physical impairment, effecting psychological wellbeing, social participation and economic productivity. Consequently, integrated health and social care services lead to improved outcomes for patients whilst reducing the impact on the community and families. 
Prevention strategies provide greater population health benefits than treatment alone reducing disease incidence. Effective stroke management requires collaboration between public health services, emergency care and community rehabilitation providers. Prevention reduces future disease burden, while treatment and rehabilitation minimise disability among survivors. As the population age, the burden of stroke is expected to increase, making coordinated public health and healthcare system planning increasingly important. 
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