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Introduction
Stroke is the process in which the blood supply to the brain gets interrupted leading to the death of cells. It can be divided into ischaemic stroke, caused by arterial blockage, and haemorrhagic one that is caused by vessel rupture (Campbell and Khatri, 2020). The symptoms are sudden weakness, numbness, confusion, problems with speech or vision, and a lack of coordination. The FAST model (Face, Arms, Speech, Time) is employed to implement public health campaigns that will result in quick recognition and immediate treatment. Stroke is the second-causing cause of death in the world, killing 6.5 million every year (WHO, 2023). One hundred thousand strokes take place in the UK each year and 1.3 million people live with the long-term consequences (Stroke Association, 2024).
Methods of Measurement and Monitoring Stroke.
The predictability of stroke and its outcomes will be crucial to the concept of its impact on the social health and policy formulation. Among them, the epidemiological surveillance systems can be identified, and these systems gather the information about the stroke incidence, mortality, and risk factors among the populations. International comparative data is given by large-scale initiatives like the Global Burden of Disease (GBD) project, which enables health organisations to highlight the trend and focus on interventions (Feigin et al., 2021). Such sources of data are especially useful in demonstrating regional and demographic differences in stroke occurrence.
The national audit systems in the United Kingdom that monitor stroke include the Sentinel Stroke National Audit Programme (SSNAP). SSNAP is a systematized way of gathering data about hospitals and community services regarding the diagnosis, treatment and rehabilitation of stroke patients (Royal College of Physicians, 2023). This enables policymakers and healthcare providers to access the quality of services and compare performance of various healthcare institutions. The programme has enhanced much transparency in stroke care, and it has been associated with the significant gains of treatment timelines and patient outcomes.
Nevertheless, there are also limitations of monitoring systems that also need to be taken into account critically. Surveillance in this case, which will be based in the hospitals, may underestimate the actual incidence of stroke due to mild cases which may not be reported, or if reported, may not receive treatment. Also, differences in diagnostic criteria and reporting of different countries may restrict the comparability of international data (Feigin et al., 2021). These shortcomings confirm the fact that although monitoring systems are useful sources of information, they must be interpreted with caution and be complemented with larger population health data.
The other method of stroke surveillance measures the risk factors of the population such as hypertension, smoking, obesity and diabetes. The incidence of these risk factors is measured by gathering data on them via public health surveys and screening programmes to determine populations at risk of stroke. As an illustration, hypertension is the greatest modifiable stroke risk factor in the whole world (O'Donnell et al., 2016). By checking on these risk factors, the public health agencies can utilize the risk factors to create specific prevention measures, as well as to allocate resources in a more efficient manner.
Controlling Stroke Strategies.
The management of stroke demands a complex strategy of primary, secondary, and tertiary methods in its management. Primary prevention interventions aim at lessening the exposure to the modifiable risk factors including high blood pressure, smoking, sedentary living and poor diets. Interventions in the form of community health promotion of healthy behaviours are therefore vital elements of stroke prevention. There is evidence, which points out that lifestyle aspects can be improved to cause a substantial decrease in the population level of stroke (Feigin et al., 2021).
Stroke can be also controlled with the help of healthcare screening programmes. In the United Kingdom, adult males and females aged 40-74 are screened in the NHS Health Check programme to determine cardiovascular risk factors including hypertension and high cholesterol (Public Health England, 2022). Early diagnosis of such conditions allows the medical fraternity to administer preventive therapy and promote behaviour change. The success of such programmes however is very dependent on the level of participation and the follow-up care which may not be the same in all communities.

The next important aspect of stroke prevention and management is the pharmacological interventions. Antihypertensives, anticoagulants and statins are usually used to prevent stroke incidence in high-risk patients. Thrombolysis or mechanical thrombectomy of acute stroke patients has demonstrated to be effective in rescuing brain blood flow despite the patient and has a significant chance of better outcome when it is performed promptly (Campbell and Khatri, 2020). Despite these developments, the effectiveness of the treatment is often determined by how fast the patients seek medical care at the emergency.
However, stroke management measures do not always work equally with any population. Social economic inequalities have a great impact on the risk of stroke as well as access to healthcare services. People in the deprived neighbourhood's face an increased risk of hypertension, smoking and obesity that predisposes them to stroke (Feigin et al., 2021). Thus, it is critical to tackle the social determinants of health to realise effective changes in the stroke incidence.

Stroke has implications on both the person and the society.
The effects of the stroke do not just end with the short-term medical problems and can have long-term physical, cognitive and emotional issues. A lot of stroke survivors are permanently disabled through paralysis, lack of mobility and independence in day-to-day activities. These physical restrictions may be incredibly disabling the quality of life and generate continuous services in healthcare requirements. Rehabilitation is thus necessary to promote recovery and enhanced functional outcomes.
Stroke survivors are also affected cognitively and psychologically. A stroke can lead to memory lapses, lack of concentration and communication problems by many. Moreover, it has been noted that just about a third of stroke survivors experience depression in the year of recovery (Hackett and Pickles, 2014). These adverse effects of the psyche may limit the recovery process and emphasize the role of combined mental treatment.
Stroke is as well very costly to the healthcare system and the society at large in terms of economy. The economic cost involves treatment in the hospital, rehabilitation care, social care and disability lost time. The overall economic cost of stroke in the United Kingdom is estimated to be more than PS26 billion in a year (Stroke Association, 2024). This high economic cost shows why stroke prevention has been of great concern to social health policy.
Caregivers and family members usually have a significant role to play in the support of stroke survivors in society. Giving long-term care may emotionally, physically and financially burden the families, especially where they do not have adequate support services. Stroke is consequently not simple a medical problem alone but also a wider social problem cutting across communities and the healthcare systems themselves.

Health and Social Care Support services.
Stroke entails management through the concerted efforts of various professionals in health and social care. Multidisciplinary stroke teams comprise nurses, neurologists, physiotherapists, occupational therapists and speech and language therapists. All professionals bring expertise skills which are specialised to the intricate rehabilitation demands of stroke patients. Such a team-work strategy is well-known to enhance better recovery.
Stroke units in the hospital setting are the most appropriate units in the delivery of specialised care in the initial stages of treatment. It has been demonstrated that the survival rates of the patients in the specific stroke units are much higher, and their functional recovery is better than that of the patients in the general medical wards (Langhorne et al., 2020). These departments offer early assessment and rehabilitation, quick diagnosis and treatment, and acute care. They prove the efficiency of specialised care pathways in stroke management.
Post-discharge rehabilitation services are crucial in the community, after one has been released by the hospital, to improve the long-term recovery. Physiotherapy is used to restore the strength and mobility of the patients and occupational therapy can be used to ensure that people adapt to daily activities. Patients who have a communication or swallowing problem also need speech and language therapy. Availability of these services is likely to have a great impact on recovery outcomes and the quality of life.
Conclusion
[bookmark: _Int_BvjQogIT]Stroke is also one of the most serious health-related problems in the world since it causes high mortality and lifelong disabilities. It is caused by the disruption of blood flow to the brain resulting in severe neurological damage. National audits and surveillance systems play a crucial role in incidence and quality of healthcare tracking, prevention and planning. The key to effective control is prevention, early diagnosis and treatment, and interventions based on the modifiable risks such as hypertension and smoking. Socioeconomic disparities, however, have an effect on risk and access to care. Stroke has effects on individuals, families, and communities and need specialised units and rehabilitation programmes. The policies should focus on preventive measures and access to the support services in an equitable manner.
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