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The analysis of the data of the hospital regisfestmke, which was performed in Vinnytsia during12-2019 in two
hospitals according to a unified program have déhe.main indicators that characterize the effeotdgs of the existing in the region
of the diagnostic system for stroke are proposhke.structure, quality indicators of the organizatib diagnostic activities (application
of stroke scales, timeliness and the fact of newaging, dysphagia screening, consultation withesedp therapist, physiotherapist)
were studied and evaluated on a large statistiatdnal.

Key words: stroke, hospital register of stroke, indicatordiafnostic quality.

C.I1. MockoBko, /[.0. ®@ike, A.B. lllawk, I'B. /launenxo, JI.B. baouy
POJIb 'OCHITAJIBHOI'O PEI'ICTPY JIJIs1 OHIHKUA AKOCTI JIATHOCTHUKHA IHCVYIIBTY

TpoBeneHo aHaIi3 JaHUX TOCHITAIBHOTO PETICTPY 1HCYIBTY, SIKMil OyB BUKOHAaHMH y M. Binnuiyt npotsirom 2017-201%p. B
JIBOX JIKApHSX 3a YHI(IKOBAHO MPOrpamMor0. 3amporiOHOBAHO OCHOBHI MOKA3HUKH, IO XapaKTepU3yroTh ¢()eKTHBHICTh iICHYFOUOI B
perioHi CHCTeMM [JIarHOCTUKU HpH iHCY/bTi. Ha BenMKoMy CTaTMCTHYHOMY Marepiajii BUBYCHO il OLIHEHO CTPYKTYpy, IHAMKATOpH
SIKOCTI  Opraizaifii [[arHOCTHYHHX MIpPONPUEMCTB (3aCTOCYBaHHS IHCYJIBTHHX ILKAJ, CBOEYACHICTH Ta (DaKT MNPOBEACHHS
HelpoBi3yai3allil, CKpHHIHT Aucharii, KOHCYIBTaLis Jioromneaa, (isioreparesra).

Ko11040Bi cJ10Ba: 1HCYIIBT, TOCIIITATBHIH PETiCTp IHCYIBTY, IHANKATOPH SIKOCTI Aiar HOCTHKHL

The work is a fragment of the research project riclal and epidemiological characteristics of neogital diseases in the
Podillia region of Ukraine”, state registration N6119U004916.

Until now, most countries lacked verified and aeteirinformation about the organization of stroke
care, the implementation of plans and control efdlganization of care for this pathology [4].

Key indicators of the quality of care for strokeigats aim to assess the quality of patient catieca®
an important part of any organized care systems&yiently, these data can be used to develop global
benchmarks for the provision of services to strplients to the extended, basic and minimum levkls
services, which will contribute to measures to iowerthe quality of care, namely: informed decigioaking
and system planning [3].

Standards of assistance are the basis for a cotimpaaasessment of the quality, capabilities, atnte
degree of a particular activity. A quality indicate an objective measure of the quality of heeadtle that is
designed to assess and improve quality at the kEvekrvice providers, hospitals or organizatiofise
benchmark is the level of effectiveness that igazed as the standard of progressive methods for
particular level of care, the outcome of treatmantl is used for comparison between groups. Control
indicators are standard values that can be udddntfy, compare and evaluate a particular agtiai.

This information is needed to ensure that evenmiaitin controlled and changed its activities for
hospital and outpatient care services to instiigtithat provide financial health, guaranteed tovideo
adequate services, as well as for planners hegdtlocainternational and national levels. In additit is
important that patients and the public have actespiality control results. This inspires confidertbat
assistance is provided at a high level [7].

Established in 2007, the Executive Committee of&hmpean Stroke Organization aims to improve
the quality and eliminate significant differencesiroke management within and between Europearircesi
in the process of certification of stroke centard departments (certification and audit criterig)e main
requirements for stroke centers and departmentsagmed staff, diagnostic equipment, specialized tamely
treatment and cooperation with other doctors whattstroke. The additional value of combining tighh
quality stroke units of the European Stroke Orgatitm and stroke centers is the encouragementtafefu
collaboration and research, which allows the folwnednd maintenance of an appropriate stroke aveonk
in Europe [14].

The Stroke Action Plan for 2018-2030 in Europeamtides aims to improve common standards of
care according to international evidence-based cimediThe practical implementation of stroke cieiion
and control audit programs contributes to the gioni of high-quality coordinated care. Thus, it i@sd
that the high quality of care, which meets all pla@ameters of the process, which were assessed)dbe
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audit, reduces mortality by 25 % [2, 13]. In soroerdries, national or regional quality registersehbeen
introduced to assess key indicators of care qualityle in other countries, programs have beenrizgd to
certify stroke centers and units [3].

Global registers for the quality of stroke carel(iding all hospitals where stroke patients aratée)
are available in Sweden, the United Kingdom, CataloGermany, Ireland, the Netherlands, Finland and
Norway. In Eastern Europe, there is a RES4Q registeéhe quality of care, which quickly attractsical
centers to participate. Only the United Kingdom &mekden try to represent data for patients aftethdirge,
and only in some countries are data provided omjtiadity of care. Spain and Italy have regionateathan
national quality improvement initiatives, which dilely to lead to significant differences in thaatljty of
assistance within the country. In France and Tuyrképke quality indicators and a balanced consensu
document on basic quality standards have beenspebli[12].

For an adequate assessment of these indicat@s)datessary to consider the nuances of care at all
stages of the plan of care, including care in theeaperiod, rehabilitation, post-hospital care secondary
prevention. It is necessary to record both the pmowided and the experience reported by patients i
obtaining it and the results of treatment. Registgta are an extremely powerful research tool for
argumentation, then data obtained in a randomirettalled experiment can be extrapolated to dayaty-
care [1, 8, 11].

That is, summarizing the above, we can see thatetlfister adheres to the basic principle: if you
cannot evaluate, you cannot manage.

The purpose of the study is to study and evaluate the stractundicators of the quality of the
organization of diagnostic activities for strokenispitals in Vinnytsia.

Material and methods. Medical institutions that are quite typical foistiiegion of Ukraine were
selected for the register. The work is based omrdhelts of a retrospective analysis of medicabhiss of
patients who were hospitalized for emergency iridina to the stroke unit of the Municipal Non-Profi
Enterprise «Vinnytsia Regional Clinical Psychonéagital Hospital named after Academician
O. I. Yushchenko of Vinnytsia Regional Council» @RNH) or Vinnytsia City Clinical Hospital of
Emergency Medical Services (VCCHEMS) for the perigd17-2019 with a diagnosis of acute
cerebrovascular accident. At the end of the treatnaeRES-Q report form was completed on a caseabg-
basis — a special report forms in an internatigmagram developed by the European Stroke Orgaoizati
(ESO) ESO-EAST initiative, which is used by thetwasjority of stroke clinics in Europe. Since 201t
hospitals of Vinnytsia surveyed by us have beetigjzating in this program. From the data of RES-Q
(version 1.0) you can get information not only abite clinical parameters of a stroke, but alsotime
indicators of individual procedures, which charazés the work of the institution and serves agcatdrs of
quality of work.

Statistical processing of the results was performasittg the statistical package “Statistica 5.5"
(licensedNe AXXR910A374605FA) using parametric evaluation noelh

Results of the study and their discussiorin the stroke unit VRCPNH in 2017-2019, patienithw
stroke in general and, in particular, represerdgatiwith ischemic and hemorrhagic stroke, in whom th
NIHSS scale was used were found most often (rdgplyctin 2017 — 99.7 %, 100 % and 97.3 % for med a
98.6 %, 100 % and 88.0 % for women; in 2018 — 98.49.6 % and 97.8 % for men and 100 %, 100 % and
100 % for women; in 2019 — 99.3 %, 99.6 % and 97 f#r men and 98.9 %, 98.7 % and 100 % for women).
In 2017-2018, patients with stroke in general amgarticular, representatives with ischemic antidrehagic
stroke, who used the NIHSS scale were also maat &und in VCCHEMS (respectively: in 2017 — 89.2 %
88.6 % and 92.9 % in men and 85.7 %, 87.2 % arti%4or women; in 2018 — 91.9 %, 92.0 % and 91.2 %
for men and 88.6 %, 89.4 % and 79.2 % for women20[L9, women with stroke in general and, in paldic
representatives with ischemic and hemorrhagic sfreko did not use the NIHSS scale (58.9%, 58.8 &6 a
60.0 %, respectively) were most often found in VE&BES; in men of similar groups, the percentage of
persons who were and were not assessed for strekgtg on the NIHSS scale was almost the same.

In the stroke unit VRCPNH in 2017-2019, patientgshwétroke in general and, in particular,
representatives with ischemic and hemorrhagic strako underwent neuroimaging upon admission were
found most often (respectively: in 2017 — 97.7 B9%6 and 91.9 % for men and 97.6 %, 98.4 % artl%9?2.
for women,; in 2018 — 98.7 %, 98.9 % and 97.8 %rien and 99.5 %, 99.4 % and 100 % for women; in 2019
—99.3 %, 99.6 % and 97.4 % for men and 99.4 98, @Band 100 % for women). In 2017-2019, patients wi
stroke in general and, in particular, represeratiwith ischemic and hemorrhagic stroke, who uneerw
neuroimaging at admission were found most oftelGCHEMS too (respectively: in 2017 — 85.8 %, 95.5 %
and 85.7 % in men and 84.8 %, 94.9 % and 92.3 %danen; in 2018 — 96.8 %, 97.5 % and 91.2 % for men
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and 98.0 %, 99.6 % and 79.2 % for women; in 2099.2 %, 95.7 % and 90.0 % in men and 99.4 %, 100 %
and 90.0 % in women).

In the stroke unit VRCPNH in 2017-2019, patientgshwétroke in general and, in particular,
representatives with ischemic and hemorrhagic sfriokwhom neuroimaging was performed within tinst fi
hour after admission were found most often (regpgt in 2017 — 97.1 %, 96.7 % and 83.8 % for raed
98.9 %, 98.4 % and 76.0 % for women; in 2018 — 96.96.3 % and 95.6 % for men and 94.1 %, 93.486 an
100 % for women; in 2019 — 97.9 %, 98.0 % and 97 f#6r men and 94.9 %, 94.1 % and 100 % for women).
A completely different picture is observed in VCOHSE in 2017-2019. Thus, in 2017-2018, patients with
stroke in general and, in particular, represergatiwith ischemic and hemorrhagic stroke, who did no
undergo neuroimaging within the first hour aftemégbsion were found most often (respectively: in 261
80.3 %, 81.2 % and 73.8 % in men and 83.0 %, 84ah&674.4 % in women; in 2018 — 66.8 %, 68.5 % and
52.9 % in men and 64.1 % and 66.0 % in women, amwdoimen with hemorrhagic stroke the percentage of
persons which was performed and not performed meaging during the first hour after admission whaes t
same). In 2019, patients with stroke in general, andparticular, representatives with ischemic and
hemorrhagic stroke, who underwent neuroimagingimvithe first hour after admission (56.3 %, 56.88d a
55.0 % in men and 55.2 %, 53.6 % and 80.0 % in vmoregpectively) were most often found in VCCHEMS.

In the stroke unit VRCPNH in 2017-2019, patientgshwétroke in general and, in particular,
representatives with ischemic and hemorrhagic stiwko were screened for dysphagia were found most
often (respectively: in 2017 — 83.1 %, 82.2 % a®@ 86 in men and 84.2%, 85.6 % and 76.0 % in woinen;
2018 — 98.4 %, 98.5 % and 97.8 % in men and 1000%% and 100 % in women; in 2019 — 99.7 %, 100 %
and 97.4 % for men and 98.9 %, 98.7 % and 100 %vdonen). In 2017-2019, patients with stroke in gehe
and, in particular, representatives with ischenmd hemorrhagic stroke who were screened for dysphag
were most often found in VCCHEMS too (76.1 %, ®.8nd 71.4 % of men and 76.7 %, 77.0 % and 77.4 %
for women; in 2018 — 90.6 %, 91.3 % and 85.3 %nfien and 89.2 %, 89.7 % and 83.3 % for women; in
2019 —90.7 %, 91.4 % and 85.0 % for men and 928298 % and 90.0 % in women).

In the stroke unit VRCPNH in 2017-2019, patientshwstroke in general and, in particular,
representatives with ischemic stroke who undervegrigl fibrillation screening (respectively: in 20+
62.4 % and 57.5 % in men and 57.9 % and 52.4 %wéonen; in 2018 — 68.3 % and 79.8 % for men and
60.4 % and 67.5 % for women; in 2019 — 67.6 % &8 % for men and 61.1 % and 70.4 % for women). A
completely different picture is observed in VCCHEMS2017-2019. Patients with stroke in general &md,
particular, representatives with ischemic stroke did not undergo atrial fibrillation screening wdound in
VCCHEMS more often (respectively: in 2017 — 49.2860 56.1 % in men and 44.5 % and 50.5 % in women;
in 2018 — 54.2 % and 60.9 % for men and 41.8 %4& % for women; in 2019 — 52.2 % and 58.0 % for
men and 48.5 % and 51.6 % for women).

In the stroke unit VRCPNH in 2017-2019, patientgshwétroke in general and, in particular,
representatives with ischemic stroke who underwéirdsound of the vessels of the neck (respectively
2017 — 66.1 % and 75.5 % in men and 60.3 % and%8d women; in 2018 — 77.6 % and 90.6 % for men
and 70.6 % and 78.9 % for women; in 2019 — 76.1&388.7 % for men and 71.4 % and 82.2 % for women).
A completely different picture is observed in VCOHE in 2017-2019. Patients wisftroke in generadnd, in
particular, representatives widthemic strokevho did not undergo ultrasound of the vesselk@heck were
found in VCCHEMS more often (respectively: in 26174.4 % and 84.1 % in men and 82.4 % and 93.2 % in
women; in 2018 — 67.4 % and 75.7 % for men and 9#&nhd 75.5 % for women; in 2019 — 67.0 % and
75.3 % for men and 69.9 % and 74.5 % for women).

In the stroke unit VRCPNH in 2017-2019, patientshwstroke in general and, in particular,
representatives with ischemic and hemorrhagic efrakio were examined by a physical therapist aadcsp
therapist (respectively: in 2017 — 87.9 %, 87.48d 81.9 % for men and 86.1 %, 85.9 % and 88.0 % for
women; in 2018 — 99.7 %, 96.6 % and 100 % for mmeh 100 %, 100 % and 100 % for women; in 2019 —
97.2 %, 96.8 % and 100 % in men and 96.6 %, 98aM&687.0 % in women). In 2017-2019, patients with
stroke in general and, in particular, represergativith ischemic and hemorrhagic stroke, who weagnined
by a physical therapist and speech therapist wspenzost often found in VCCHEMS (respectively: 012 —
80.1 %, 80.2 % and 78.6 % for men and 80.0 %, ®0ahd 79.5 % for women; in 2018 — 90.3 %, 91.3 & an
82.4 % for men and 94.4 %, 94.7 % and 91.7 % fan&rg in 2019 — 94.5 %, 94.4 % and 100 % in men and
95.1 %, 95.4 % and 90.0 % in women).

In contrast to clinical work, epidemiological steslioperate with data on a significant number of
patients who are actively identified by neurolagjissing registers and can be observed from thedags of
stroke to the residual period of the disease. Thie ©f such a database of stroke patients, oedlemier 2-3
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years of laborious work, makes it obvious irratlipaf its fragmentary use to obtain several epidgogical
indicators, while the possibility of studying aethopulation level a range of clinical problemsagged with
stroke is open [5, 6].

Until now, the use of registry materials as a b#wsiglinical trials of stroke has been constraibgd
the low level of hospitalization of stroke patiendés well as insufficient equipment of hospital$ick
received patients with acute cerebrovascular diserdrhis affected, first of all, the quality ofnital and
instrumental examination of patients and, in paldiG did not allow for a thorough diagnosis of ifaure of
stroke, qualitative assessment of pathogenetic anéins of its development, which is now mandatory f
full clinical development [9, 10].

In recent years, the situation has significantlpnoved due to significant changes in the orgarumati
and maintenance of registers. Thus, the posssilitf using neuroimaging (CT/MRI) methods in thestno
acute stage of stroke have significantly expanttesl protocol of epidemiological studies include#iea
scales and tests that allow for both qualitativeé quantitative assessment of patients in the dyegritiwas
mandatory to include an examination by relatediafists from the multidisciplinary team (speechrépést,
physical therapist, neurorehabilitation speciaditt,).

The obtained results showed that the range of gmubbktudied using the epidemiological method of
the register is quite wide. The data of strokestegs make it possible to identify the main factbat allow to
objectively assess the state of diagnosis in fatigith stroke and its effectiveness, which radlicahanges
the importance of data for practical health caignificantly, most of the indicators described aba@an only
be obtained by implementing a stroke registry @ogr Despite the widespread use of neuroimaging
techniqgues by data registries, the criteria forgulising stroke in population-based studies remain
predominantly clinical.
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