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Stroke: A Neglected Epidemic in India

and less number of trained personnel. The various 
state governments have implemented National 
Noncommunicable Disease Programme, and stroke 
prevention and control is one of them. The government is 
supplying rtPA in various district hospitals free of cost.[8]

The anticoagulants are drug of choice in cardioembolic 
stroke, cortical venous thrombosis, and stroke occurring 
due to arterial dissection. Apart from old time‑tested 
vitamin K antagonist warfarin, novel anticoagulants 
rivaroxaban, apixaban, and dabigatran are approved and 
evidence‑based efficacious drugs with almost no need of 
monitoring and fewer side effects.[9]

The hemorrhagic stroke is more lethal, and case fatality 
rates are from 33% to 45%. The specific therapies 
available are hemostatic agents  (factor VII a), surgical 
evacuation, and control of blood pressure. Unfortunately, 
hemostatic agents have not proved its efficacy in 
randomized controlled trials. The surgical evacuation 
in hemorrhagic stroke related surgical trial in lobar 
intracerebral hemorrhage (STICH1 and STICH2) has 
not shown promising evidence, except in subset of 
patients with superficial and small-sized hemorrhages. 
In cerebellar hematoma, there is substantial evidence in 
favor of surgical evacuation.[10]

Del Brutto et  al. conducted a population‑based 
prospective study and tried to find out mortality related 
to nonfatal stroke and all‑cause mortality among older 
rural population in Ecuador. They concluded with the 
observations that nonfatal stroke and increasing age 
increased the risk of overall mortality in their rural 
population. The body mass index had inverse relation 
with mortality (obesity paradox).[11]

Finally, the population‑based studies related to stroke 
are desperately required in India, so as to have effective 
population‑based strategies, especially control of risk 
factors, which will help to reduce the incidence of stroke 
and stroke‑related mortality.
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Stroke is a cause of significant morbidity and mortality. 
It is the second cause of mortality globally and leading 
cause of disability.[1] The prevalence of stroke in India 
in an elegant community‑based study is 545.10% 
(95% confidence interval  [CI], 479.86–617.05) per 
100,000 persons. The case fatality rate is found to 
be 41.08% (95% CI, 30.66–53.80), occurring within 
30 days.[2]

The community‑based epidemiological studies are 
helpful in understanding the magnitude of burden due to 
stroke in a defined population, delineating risk factors, 
better insight of disease pathogenesis, standard of care, 
and population‑based strategies to reduce the incidence 
of stroke.[3]

The burden of stroke has been decreased in developed 
nations due to better control of risk factors, creating 
awareness and symptoms of stroke at community 
level, well-organized acute stroke care settings and 
rehabilitative centers.[4]

India is facing problem of both communicable and 
non-communicable diseases. Certain risk factors 
such as hypertension, diabetes, tobacco consumption, 
dyslipidemia, sedentary lifestyle, obesity, rheumatic heart 
disease, and dietic factors are widely prevalent in India. 
In the near future, India will face pandemic of diabetes.[5]

Due to changing demographics and increased longevity, 
the burden of stroke is increasing in our population.[2]

The nihilistic attitude about treating strokes has waned 
away with the availability of advanced neuroimaging 
techniques and better therapeutic options. The landmark 
National Institute of Neurological Disorders and Stroke 
trial related to thrombolytic therapy has revolutionized 
the treatment of acute ischemic stroke. Since then, many 
trials have established the efficacy of recombinant tissue 
plasminogen activator (rtPA).[6]

Unfortunately, only 6% of appropriate patients of 
acute ischemic stroke received thrombolytic therapy 
throughout the world. The endovascular therapy of stroke 
has made strong imprints in acute stroke treatment based 
on sufficient evidence. Both types of therapy, chemical 
and mechanical thrombolysis, are based on principles of 
recanalization and reperfusion.[7]

The barriers for acute thrombolytic therapy in India 
are late arrival of patient after window period due to 
traffic congestion, prehospital ambulance services, 
lack of computed tomography scan facilities in wide 
geographical areas, availability of neurocritical care, 
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