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Stroke management in South Africa –
who is responsible?

The prevalence of disabling stroke in South Africa is
already higher than in high income countries.1 Exposure
to stroke risk factors is already at alarming levels2 and is
likely to increase, adding further to the burden of stroke.
The obvious solution from a health care perspective is to
reduce risk at a population and high-risk individual level.
However, for the individual presenting with an acute
stroke the best possible care is needed to optimise their
outcome and own personal long-term burden of disease.

The ideal setting for the management of stroke is a
stroke unit, and the Cochrane Library meta-analysis
found that stroke units significantly reduce death (3%
absolute risk reduction), need for institutionalisation (2%
absolute risk reduction) and long-term dependency (5%
absolute risk reduction).3 There is little agreement on the
type of unit that is required – high tech, low tech or a
hybrid.4 However, key to a stroke unit is a protocol and
outcome driven multidisciplinary team made up of a
range of professionals including: nurses, clinicians,
physiotherapists, occupational and speech therapists,
social workers and psychologists. Not all of these are
available to every unit though a core team of stroke
nurses and a clinician, all interested in stroke, are
essential.

The South African national Department of Health has
endorsed the need for stroke units and recommended
that every province establish at least one stroke unit.5

Yet despite level 1a evidence showing that stroke units
work, and government backing for the establishment of
units, there are two state stroke units in South Africa.
Both are in Cape Town, and a handful more are scattered
around private hospitals across the rest of the country.
Why do we not have more stroke units available? A cynic
may wonder whether the lack of stroke units in the
private sector is related to the fact that they are seldom
big income generators; but that cannot explain the
absence of units in the state sector.

Part of the explanation may lie with the current
concept of who should manage stroke in South Africa.
The following quotes highlight the recent international
debate in the stroke literature between neurologists and
physicians over who is best placed to manage the stroke
patient.6

“The brain is complex and is the domain of the
neurologist. The brain is the Rolls Royce of the human
body. Would you want your Rolls Royce to be serviced by
any ordinary mechanic, who takes care of all kinds of
automobiles?”

Louis Caplan, Boston.

“…few neurologists have enough breadth of knowledge to
manage stroke comprehensively. Stroke specialists are
needed, irrespective of their background.”

Kennedy Lees, Glasgow.

As an editorial accompanying the above comments
points out, stroke involves not only the brain but many
other organ systems and while neurologists have a clear
advantage in localising the lesion in the brain, there has
been a shift in emphasis to treatment of stroke.6 Thus the
consensus in the international literature appears to be
that stroke should be managed by ‘strokologists’ or
specialists in stroke care, irrespective of their medical
background. In South Africa, the enormous clinical
service load prevents full time academic clinicians
interested in stroke from exclusively dealing with stroke
medicine, and ‘strokologists’ are frankly a pipedream.

So who should care for stroke patients and establish
and run stroke units in South Africa? Well, assuming that
there are around 100 neurologists in South Africa (there
are likely to be fewer and there are certainly very few in
the state sector caring for the bulk of the population),
and in the absence of population based incidence figures
for South Africa assuming a conservative estimate of
stroke incidence to be somewhere in the range of 120 to
160 / 100 000 per year (worldwide incidence varies
between 130 to 410 / 100 000 per year)7, each neurologist
would have to see between 560 and 750 acute strokes
per year. This is not feasible, particularly given that
many neurologists have little interest in routine stroke
management and are seldom intrinsically attracted to
acute medicine with tight time lines.

If stroke units are to become a reality in South Africa,
stroke management and all its recent advances must be
embraced by physicians, geriatricians and family
practitioners. Stroke needs to be viewed as the vascular
disease it is and not as a brain disease in the domain of
the neurologist. Indeed, perhaps in district hospitals and
rural areas in South Africa we should be establishing the
feasibility of protocol driven, nurse-specialist led stroke
units. We are lagging far behind in pursuit of the odd
Rolls Royce stroke unit, when what we really need are
many efficient VW beetle stroke units to treat the
commonest vascular disorder in our population!
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World Psychiatric Association Update

Dear Colleagues,

Greetings! As many of you are probably aware, the
World Psychiatric Association (WPA) held a successful
XIII World Congress of Psychiatry for the first time in
over 50 years in Africa - Cairo, Egypt 10 - 15 September.
There was a record attendance as from the statistics
below; e.g.
· 5,500 delegates representing 119 countries with
· 110 Presidents of Member or affiliated societies.

Africa especially Sub-saharan Africa was well repre-
sented and many of us presented scientific papers which
were appreciated because of their scientific content.
Thanks for the excellent preparations by many of you.

As part of the World Congress of Psychiatry, elections
were concluded for key offices including that of:-
· President Elect - Prof. Maj Mario (Italy)
· Secretary for Sections - Prof Miguel Jorge (Brazil)
· Secretary for Publications - Prof. Hellen Herrman

(Australia)
· Secretary for Education - Prof. Allan Tasman (USA) and

many Zonal Representatives.

Thanks for your support and encouragement. I was also
re-elected unopposed for the last term which will expire
in 2008, during the next XIV World Congress of Psychia-
try in Progue - Slovakia.

With your support and participation, we should
together continue to contribute to the improvement of
the welfare and mental health of our numerous clients in
our Zone 14. A lot needs to be done in networking among
the professionals, improve the quality of care for our
clients, contribute to human resource development and
research in Psychiatry and Mental Health as a whole.

My effort will certainly be devoted towards those

areas in addition to encouraging Member countries in our
Zone who have no Psychiatric Association to set up one
and those who are not yet WPA Member Societies will be
guided and facilitated to acquire this status.

The Zone is also supposed to contribute some ideas
towards the next WPA STRATEGIC PLAN 2005 - 2008
and what you should wish to see being done by your
Zonal Representative within the WPA Strategic objec-
tives. This will have to be communicated to the WPA
Board in my Zonal Workplan before 16th October 2005.

Kindly send in your ideas or wishes. Setting up a Zonal
Newsletter for our Zone for instance is very high among
my priorities. Are Members Societies and their member-
ship ready to contribute regularly as a way of sharing
valuable knowledge and activities in addition to those
items suggested above towards my vision in the next
three years? Can we set up manageable collaborative
research projects between the various member Associa-
tions or individual psychiatrists, etc?

Kindly forward to me any of your suggestions with
which together, we can contribute to the development of
psychiatry and mental health in our region.

In view of the above deadline for me to communicate
the Triennial Workplan, I will appreciate your response
by 10th October, 2005.

Cordially yours,

Fred Kigozi M.D.
WPA Zone 14 Zonal Representative/
Senior Consultant Psychiatrist/
Director Butabika National Referral & Teaching Hospital
P.O. Box 7017
Kampala
Tel No. 256 - 41 - 504376
Fax No. 256 - 41 - 504760 or 256 - 41 - 530701
E-mail: buthosp@infocom.co.ug
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