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Preface

Nutrition as a science was founded by Antoine Lavoisier towards the end of
the eighteenth century, but dietetics is a much older subject. Hippocrates
frequently gave his patients advice about what foods they should eat, and
since the days of ancient Greece, doctors in all countries have used dietetics as
an important part of their treatment. From a nutritional point of view mankind
can be divided into four types: (1) primitive hunter-gatherers, (2) peasants,
agriculturists and pastoralists, (3) urban slum dwellers and (4) the affluent.

There are not many primitive hunter-gatherers in the world today, but
societies depending on these methods were fairly common until the early part
of the twentieth century. The few hunter-gatherers left nowadays live largely
on vegetables and fruit with little animal food. An example is the Kung
Bushmen who live in an isolated area of northern Botswana. Truswell (Trus-
well & Ward 1979) studied their nutrition and reported that they were rarely
obese and, at the end of the dry season, tended to become undernourished.
Except after illness or injury they did not experience malnutrition.

Agriculturists and pastoralists are people who stay in one place, build
homes and store treasure. Great civilisations like the Egyptian, the Mayan and
the classical Greeks were based on agriculture. Nutrition in this setting has
fundamental differences from that of the hunter-gatherers. Peasant agri-
culturists were liable to develop specific deficiency diseases when a large
proportion of their dietary energy came from a single staple food, such as a
cereal or starchy food.

New urban dwellers were uprooted from their rural origins and packed
round the factories in bad housing. Barbara Ward in 1969 described this new
migrant population, crowded into towns of Africa, Asia and Latin America.
Millions pile on top of one another, and the farms cannot feed them or the
industries employ them. They have the worst of both worlds - old rural
traditions are lost but they do not benefit from being in an urban setting.

In affluent societies such as Britain today, the malnourished segment of the
community is no longer babies, who in fact tend to be obese, but some of the
elderly, especially those who are failing physically or mentally. Affluence
creates its own nutritional problems, and nutrition has some part to play in the
genesis of diseases such as hypertension, coronary heart disease, stroke, dia-
betes mellitus, gallstones and cancer. Florence Nightingale wrote in her Notes
on Nursing, published in 1859: ‘Remember that sick cookery should half do the



Preface Xi

work of your patient’s weak digestion. But if you further impair it with your
bad articles, I know not what is to become of him or it. If the nurse is an
intelligent being, and not a mere carrier of diets to and from the patient, let her
exercise her intelligence in these things.’

Hippocrates documented stroke in his first account of the syndrome, using
the original ancient Greek word “apoplexia’. This implied ‘being struck down
violently, perhaps by lightning or a thunderbolt’, and, as the Swiss doctor
Wepfer discovered in 1658, mainly occurred in elderly people. Perhaps it also
occurred in some, like Florence Nightingale’s patients, with the sickest cookery
and weakest digestion.

Salah Gariballa

Truswell, X. & Ward, X. (1979) Historical perspective. In Human Nutrition and Dietetics,
pp. 1-5. Churchill Livingstone, Edinburgh.
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1 The Challenge of Stroke

1.1

Definition

A stroke is defined as rapidly developing clinical signs of focal and, at times,
global loss of cerebral function with symptoms lasting more than 24 hours or
leading to death and with no apparent cause other than that of vascular origin
(World Health Organization 1971).

1.2 Epidemiology

The incidence of stroke is strongly age-related, with a hundred-fold increase in
incidence rates, from about 3 per 10 000 people in the third and fourth decades
to almost 300 per 10 000 in the eighth and ninth decades (Bonita 1992). In other
words, more than 75% of strokes occur in people aged above 65 years. The
majority of strokes (about 80%) are due to cerebral infarction, 10% are due to
primary intracerebral haemorrhage, 5% due to subarachnoid haemorrhage,
and in 5% the cause is uncertain (Warlow et al. 1996).

1.3 The burden of stroke

Stroke is a common and devastating event, which often results in death or
major loss of independence, with immense human and financial costs.
Approximately 125 000 and 500 000 new or recurrent strokes occur each year in
the UK and USA, respectively, accounting for around one in ten of all deaths.
However, the majority of strokes are not fatal, and the major burden is long-
term disability. Stroke is the third most common cause of death in most
Western populations after ischaemic heart disease (IHD) and cancer (Warlow
et al. 1996). It is thus the commonest life-threatening neurological disorder,
and the resulting disability is the most important single cause of severe dis-
ability among Western people living in their own homes (Martin et al. 1988). It
is also the second most common cause of dementia, the most common cause of
epilepsy in the elderly, and a frequent cause of depression. Stroke in the
developing world is less well documented; however, reports from the Asia-
Pacific Consensus Forum on Stroke Management predict that ‘In the next 30

3



