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Abstract:
This report provides a comprehensive analysis of stroke, focusing on its measurement, monitoring, and control. Key determinants and risk factors are explored, alongside public health consequences and strategies to support health and well-being. 
Stroke: A Public Health Report


Table of Contents
Introduction	1………………………………………..3
Measurement, Monitoring and Control of Stroke	1…..3
Key Determinants and Risk Factors	1………………….3
Public Health Consequences of Stroke	1……………….9
Strategies to Support Health and Well-being	1…………..9
Conclusion	1………………………………………………….11
References	1.…………………………………………………..12



[bookmark: _Toc227439875]Introduction
Stroke is a serious non-communicable disease that occurs when the blood supply to the brain is interrupted, resulting in brain cell damage or death. It is broadly classified into ischaemic stroke, caused by a blockage in blood vessels, and haemorrhagic stroke, caused by bleeding within the brain. Stroke represents a major global health burden, with approximately 12.2 million incidences occurring annually worldwide (World Health Organisation, 2023). In the United Kingdom (UK), over 100,000 individuals experience a stroke yearly, making it one of the leading causes of death and long-term disability (Stroke Association, 2024). Common signs and symptoms include sudden unilateral body weakness, aphasia, confusion, and visual disturbances, often identified using the FAST (Face, Arms, Speech, Time) framework (Warlow et al., 2019; NHS, 2024). Despite advances in treatment, stroke continues to impose significant health and economic challenges. This report critically examines the measurement, monitoring and control of stroke, explores its key determinants, and evaluates strategies to improve health and well-being.
[bookmark: _Toc227439213][bookmark: _Toc227439876]Measurement, Monitoring and Control of Stroke

Stroke is measured using key epidemiological indicators, including incidence, prevalence, mortality and morbidity rates. Incidence refers to the number of new cases within a specific period, while prevalence indicates the total number of individuals living with a stroke. Mortality rates measure deaths caused by stroke, whereas morbidity reflects the long-term disability and reduced quality of life associated with stroke (Bonita et al., 2020). In the UK, approximately 38000 stroke-related deaths occur yearly, and 1.4 million stroke survivors now live with the effects of stroke (Stroke Association, 2024).
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Figure 1: UK Stroke Mortality Trend (2010–2022)
 (Source: Adapted from Office for National Statistics, 2023b)

While these measures are essential for understanding the scale of the disease, they often fail to capture the wider socio-economic burden. Therefore, additional indicators, such as quality-adjusted life years (QALYs), are increasingly used to assess broader impact (Murray and Lopez, 2013).
In the UK, stroke is monitored through national systems such as NHS Digital and the Sentinel Stroke National Audit Programme (SSNAP), which collect detailed data on patient outcomes and service performance. These systems allow healthcare providers to evaluate the quality of care and identify regional disparities (UKHSA, 2022). However, limitations exist, including potential underreporting and variations in data collection, particularly among disadvantaged populations. This can lead to an incomplete understanding of the true burden of stroke.
Globally, stroke monitoring is supported by the World Health Organisation, although inconsistencies in reporting standards between countries can reduce comparability. This is particularly evident in low- and middle-income countries, where limited healthcare infrastructure can affect data accuracy (Feigin et al., 2021).
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Figure 2: Global Death Rate from Stroke per 100,000 Population (2021)
 (Source:  Reproduced from World Health Organisation,2024; Our World in Data, 2024)


The control of stroke is guided by the “3 Ps” of public health: prevention, protection and promotion. Prevention strategies focus on reducing modifiable risk factors such as hypertension, smoking and poor diet. Research shows that controlling blood pressure alone could prevent a significant proportion of strokes (O’Donnell et al., 2016). However, prevention efforts are often limited by socioeconomic inequalities that restrict access to healthy lifestyles.
Protection involves early detection and rapid treatment, including emergency stroke services and thrombolysis. Public awareness campaigns such as FAST have improved recognition of symptoms, but delays in seeking medical help remain a challenge (Bray et al., 2018). Promotion focuses on long-term health education and policy initiatives designed to improve population health. While these strategies have reduced mortality rates, increasing prevalence due to ageing populations continues to place pressure on healthcare systems.

[bookmark: _Toc227439877]Key Determinants and Risk Factors
Stroke is influenced by a combination of non-modifiable and modifiable risk factors, as well as wider social determinants of health (Dahlgren and Whitehead, 1991). Non-modifiable factors include age, gender, genetics and ethnicity. Age is the most significant factor, with stroke risk increasing significantly after 55 (Feigin et al., 2021).
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Figure 3: UK Stroke Incidence per 1,000 Population by Age Group  
(Source: Adapted from Stroke Association, 2024; Office for National Statistics, 2023a)

 Although men are more likely to experience stroke, women often face worse outcomes due to longer life expectancy and different risk profiles. Genetic predisposition and ethnicity also play a role, with certain groups at higher risk due to both biological and environmental factors (Feigin et al., 2021; Boehme et al., 2017).
Modifiable risk factors such as individual lifestyle, poverty, education, housing quality and employment are central to prevention strategies. Hypertension is the most significant, contributing to both ischaemic and haemorrhagic strokes (Feign et al., 2021; O’Donnell et al., 2016). Smoking damages blood vessels and increases clot formation, while excessive alcohol consumption raises blood pressure. Obesity and physical inactivity are linked to conditions such as diabetes, which further increase stroke risk. Poor diet, particularly high salt and fat intake, also contributes to hypertension and cardiovascular disease.

However, focusing solely on individual lifestyle choices overlooks the influence of wider social determinants. Factors such as income, education and access to healthcare significantly affect exposure to risk factors and the ability to manage them. Individuals from lower socioeconomic backgrounds are more likely to experience higher rates of smoking, poor nutrition and limited access to preventive care (Marmot et al., 2020). Environmental factors, including access to healthy food and safe spaces for physical activity, further influence health behaviours.
Critically, the World Stroke Organisation (2025)   emphasises that public health interventions that focus solely on behaviour change may be insufficient if structural and social inequalities are not addressed. Therefore, reducing stroke incidence requires a comprehensive approach that combines individual-level interventions with broader population-wide policy measures to improve socioeconomic conditions.
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Figure 4: Distribution of Stroke Types (Ischemic and Haemorrhagic Stroke). 
(Source: Adapted from World Health Organisation, 2024; Stroke Association, 2024.)
[bookmark: _Toc227439878]Public Health Consequences of Stroke

Stroke has significant short- and long-term consequences for individuals, communities and healthcare systems. In the short term, stroke can cause severe neurological impairments, including paralysis, speech difficulties and cognitive dysfunction, often requiring immediate hospitalisation. Although advances in treatment have improved survival rates, this has resulted in more individuals living with long-term disabilities (Feigin et al., 2021).
Long-term consequences include reduced mobility, chronic health conditions and psychological effects such as depression and anxiety. These outcomes can significantly reduce quality of life and increase dependence on caregivers (Hackett and Pickles, 2014). Many stroke survivors require ongoing rehabilitation and support, placing emotional and financial strain on families.
At a societal level, stroke contributes to reduced workforce participation and productivity. This has wider economic implications, particularly when individuals are unable to return to work. In the UK, stroke places a substantial financial burden on the NHS and social care services (Stroke Association, 2024).
Healthcare systems face increasing pressure due to ageing populations and improved survival rates. This increases demand for acute care, rehabilitation services and long-term support. Without effective prevention strategies, the burden of stroke is likely to continue rising, highlighting the importance of sustainable healthcare planning (World Stroke Organisation, 2025).
[bookmark: _Toc227439879]Strategies to Support Health and Well-being
Supporting individuals affected by stroke requires a multidisciplinary and holistic approach. Rehabilitation is a key component of recovery, involving physiotherapy, occupational therapy and speech and language therapy. Evidence indicates that early and appropriately intensive rehabilitation significantly improves functional outcomes, independence, and activities of daily living (Langhorne et al., 2017; Wei et al., 2024). However, access to these services is not always equitable, leading to disparities associated with socioeconomic status, geography and broader healthcare factors, resulting in unequal recovery (Chavez et al., 2024).
Community-based integrated support plays an important role in promoting long-term well-being. Services provided by organisations such as the Stroke Association offer emotional support, education and practical assistance to help individuals adjust to life after stroke. Such services are particularly important in addressing the psychological and social consequences of the condition (NICE, 2023; NHS England, 2022).
Preventive strategies are essential in reducing the risk of recurrent stroke. These include lifestyle changes such as improved diet, increased physical activity and smoking cessation, alongside medical management of conditions such as hypertension and diabetes (O’Donnell et al., 2016). However, maintaining these changes can be challenging without ongoing support.
Public health campaigns continue to raise awareness of stroke symptoms and encourage early intervention. While these campaigns have been effective, their impact varies across different population groups (Bray et al., 2018). Therefore, targeted culturally appropriate interventions are needed to ensure wider reach and effectiveness.
To improve outcomes, strategies must address upstream impediments, including socioeconomic inequality and access to healthcare, reflecting the social determinants of health (Dahlgren and Whitehead, 1991; Marmot et al., 2020). A more equity-focused approach consistent with proportionate universalism is essential to ensure that individuals benefit from available support (Marmot et al., 2020).
[bookmark: _Toc227439880]Conclusion
In conclusion, stroke remains a major public health issue with a significant impact on individuals and healthcare systems. This report has critically examined how stroke is measured, monitored and controlled, highlighting both strengths and limitations of current approaches. The impact of modifiable and non-modifiable risk factors has been explored, alongside the influence of broader social determinants on health outcomes. The report has also demonstrated the substantial consequences of stroke and the pressure it places on healthcare services.
To reduce the burden of stroke, public health strategies must prioritise prevention, early intervention and equitable access to care. It is recommended that greater emphasis be placed on reducing health inequalities, improving access to screening and increasing investment in rehabilitation and integrated community support services. A comprehensive and synthesised approach will be essential in improving outcomes and reducing the overall impact of stroke on society.
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Death rate from stroke, 2021
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Note: To allow for comparisons between countries and over time, this metric is age-standardized.
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