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Inequalities in stroke risk and stroke provision across Europe should be of great concern to
European policy makers, especially considering the predicted increase in the number of
people having a stroke in the future. Stroke is a leading cause of disability and mortality
among adults.

Stroke is the second most common cause of death and the third most common cause of loss of
disability-adjusted life years (DALYs) worldwide. Two types of stroke can be distinguished:
80% ischaemic, most often caused by an occlusion of a cerebral artery. The remaining 20%
are haemorrhagic, most often caused by a rupture of an artery. Every year, 1,3 million
Europeans have a first stroke. 20 - 35% of these patients succumb within the first month, and
around one third remain dependent on the help of others. Even in patients who survive a
stroke with minor disabilities, quality of life is often substantially and irreversibly impaired.

Across Europe, stroke accounts over 1 million deaths each year. Most of these victims are
elderly patients. However, death rates vary substantially between countries and are more than
three times higher in central and eastern Europe than in northern, southern and western
Europe. 10 Although early stroke mortality rates have decreased over the past two decades, the
burden of stroke in terms of the absolute number of people affected, related deaths and
DALYs lost are increasing, with most of the burden in low-income and middle-income
European countries. The quality of stroke care varies widely throughout the EU, mirroring
death rates ranging from approximately 6% to nearly 20%. Other disparities include gender
imbalances and the number of hospital discharges and lengths of stay for patients treated for
CVD. Across Europe, it has been estimated that only 30% of patients are treated in a Stroke
Unit, which means that 70% of patients with acute stroke are withheld care that is of proven
benefit.

There is a need to reduce the burden of stroke throughout the EU through better evidenced
based prevention and care.

In 2006, co-sponsored by the WHO Regional Office for Europe, the second Helsingborg
Declaration set new targets for stroke management and care: “continuum of care from
organized stroke units in the acute phase to appropriate rehabilitation and secondary
prevention measures.” The specific goals for 2015 had been that: > 85% of patients should
survive the first month after stroke, that 70% of survivors should be independent at 3 months
and that all patients with acute stroke, potentially eligible for acute, specific treatment, should
be transferred to hospitals with adequate capacity and expertise to administer treatments



defined as a Stroke Unit or Stroke dedicated areas. A 3rd European Action plan is currently
drafted to verify the achievement of these goals and set goals for 2030.

Effective stroke care planning and adequate resource allocation across Europe are crucial to
address primary and secondary prevention and timely intervention as well as equal access and
quality of care for all patients. Indeed, care for stroke patients begins before a stroke has
happened with the identification of people at risk of stroke, modification of lifestyle patterns,
and treatment of vascular risk factors in the primary care setting. Stroke care strategies should
then focus on optimal treatment of acute stroke in an acute stroke unit and on avoiding further
vascular events, delivered through a comprehensive stroke service quality standards. Every
step of the patient care pathway from symptom onset to the start of treatment within the
hospital should be optimized in order to save time and to offer all medical opportunities
including thrombolysis and thrombectomy for improved survival rates, reduced complications
and disability. During and after the acute phase, targeted rehabilitation is needed for better
recovery and quality of life.

Our aim is to prevent stroke from happening in the first place and improve the quality of life
of the stroke patients and their carers. To achieve these goals, every national stakeholder
when assessing, planning and implementing their national stroke strategy should consider the
following recommendations:

! Primary and secondary stroke prevention is crucial and should be available to all of
the people at risk.

| Primary care is increasingly taking on a greater role in both, the assessment and the
long-term care of stroke patients — in order to ensure an efficient collaboration
between primary care physicians and specialist care, incentives should be created and
expertise should be built in order to improve long-term outcome of stroke patients.

! The Stroke Units network needs to be established in all European countries to ensure
fast admission of all stroke patients. These Stroke Units have to be certified by
qualified national authorities either the international professional bodies. A
Comprehensive Stroke Centre needs to be established in order to foster access to
reperfusion therapies. Furthermore, specific clinical services and targeted training
programmes need to be developed.

1 Access to evidenced-based treatments of acute stroke and prevention strategies need to
be guaranteed for all patients.

| Effective evidence-based treatments for acute stroke care and for secondary
prevention shall be available to all patients.

| National evaluations based on audits or quality registries are needed to provide
feedback to medical professionals and national decision makers for the
implementation of evidence-based medicine in clinical practice.

I Access to timely and personalised rehabilitation should be made available to all stroke
patients, starting from acute Stroke Units in a continuum of care to rehabilitation
service based on patient needs, including early supported discharge, comprehensive
inpatient rehabilitation unit and long-term facilities for patients having stroke sequels.



I Clinical quality registries are essential to analyze the development of stroke outcome,
using the data to provide feedback to healthcare professionals and converge evidence
to decision makers.

1 Stroke research is grossly underfunded. Funding for stroke research needs to be
increased proportionally to the burden of disease.

! The psychological and emotional impacts of stroke are very often ignored. Therefore,
we call on all European countries to consider implementing patient psychological and
behavioral support programs after stroke, ensuring a holistic approach to tackling “life
after stroke” issues.

! Stroke support organisations have important role in helping patients and their
caregivers in the life after stroke and should be recognized and supported by medical
professionals and governmental bodies in building up their capacity.

I Collaboration between health care professional organisations and patient stroke
support organisations needs to be recognized by the EU and National Health
authorities leading to the equal access to stroke prevention, management,
rehabilitation and improved quality of life after stroke.
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