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Aim. To study particularities of course and outcomes of acute cerebrovascular accident (ACVA), quality of examination and medical treatment within
a framework of an outpatient register.

Material and methods. Two outpatient registries were organized on the base of one of Ryazan outpatient clinics within a framework of the pilot phase
of the REGION study: the register of patients who had experienced ACVA of any remoteness (ACVA-AR register, n=200) and the register of patients
who had visited the outpatient clinic for the first time after cerebral stroke (ACVA-FV register, n=115). Particularities of ACVA development, concomitant
cardiovascular diseases (CVD) and noncardiac diseases were analyzed. We estimated accordance of methods of examination and prescribed medical
treatment with clinical guidelines. Long-term outcomes were also evaluated in the course of prospective follow-up.

Results. Patients of both registers had concomitant CVD (on an average 3 diagnosis) and noncardiac comorbidity (on an average 1 diagnosis).
Majority of patients at the outpatient phase received inadequate treatment for cardiovascular risk decrease, especially before reference ACVA. The
ACVA-FV register patients as compared to the ACVA-AR ones (who had experienced ACVA on an average 4.8 years earlier) were more often (p<0.05)
examined by instrumental and laboratory methods of diagnostics during the post-stroke follow-up in outpatient settings. ACVA-FV register patients
as compared to the ACVA-AR ones were also more often (p<0.05) prescribed prognosis-modifying therapy (statins — 46.9% vs 11%, acetylsalicylic
acid = 54.8% vs 28%, ACE inhibitors — 46.1% vs 29%, and anticoagulants in atrial fibrillation — 17.6% vs 2.3%, respectively). Mortality rates in the
ACVA-AR and ACVA-FV registers for 2 years were 15.5% and 32.2%, respectively (p=0.005), incidence rates of myocardial infarction — 2.5% and
0%, respectively (p=0.09), recurrent ACVA — 14.5% and 11.3%, respectively, (p=0.42).

Conclusion. Examination and medical treatment of the patients in the outpatient clinic were suboptimal especially before ACVA development. How-
ever examination and treatment quality had improved significantly (although insufficiently) during 5-year time span between ACVA development in
the ACVA-AR and ACVA-FV registers. High mortality rate (22.7%) in the first 3 months of outpatient follow-up after ACVA is an unsolved challenge.

Keywords: acute cerebrovascular accident; cerebral stroke; transient ischemic attack; outpatient register; estimation of accordance of therapy with clin-
ical guidelines; prospective follow-up; long-term outcomes.
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UccnepoBaHne «PEMNCcTp GonbHbIX, NepeHeclumnx Octpoe HapyLueHne Mmo3roBoro KpoBoobpatueHus (PEFTMIOH)». YacTb 2. AMGYnaTopHbIi
NPOCNEKTUBHbIN perncTp 6onbHbIX, MepeHeclInX ocTpoe HapyLLeHe MO3roBoro KpoBooGpalueHus (Mo pesynsratamM NUAOTHOrO 3Tana
nccneaoBaHus)

Cepren AHaTtonbeBuy bonuos!, Muxamnn Muxannosumd JlykesHos*, Cepren CrenanoBuy Sikywwinn2, Cepren lOpbeBny Mapuesuy?,
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Hatanba MNMetposHa KytuweHko!, Anekcanap Hukonaesuny Ko3munHckmi2, KceHna AHatonbeBHa Mocenyyk?,

KpunctnHa leHHagbeBHa lMNepeBep3eBa?, EkateprHa AnekceeBHa MpaBknHaZ, ExkateprHa HukonaesHa benosa',

Erop Buktoposuy Kyapswos?, AnekcaHop Omutpresny [ees!

focynapCTBEHHbIV Hay4HO-MCCe[0BaTeNbCKMM LIEHTP NpodunakTnyieckon MeamumHbl. Poccns 101990, Mockaa, MNeTposepurckumi nep., 10
2PA3aHCKMNI roCyAapCTBEHHbIN MEAVNLMHCKNN YHUBEPCUTET MeHW akageMuika W.I1. Maenosa. Poccna 390026, PasaHb, yn. BeicokoBonsTHas, 9
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Lenb. /13y4nTb 0COOEHHOCTI TeYEHMS OCTPOTO HapyLUEHNs MO3roBoro KpoBoobpatleHus (OHMK) 1 ero ncxofbl, Ka4ecTBo 0b6cfiefoBaHNs U Meau-
KaMeHTO3HOW Tepanun B pamMkax aMmbynaTopHOro perncrpa.

Martepwuan u meToapl. B pamMmkax NuioTHoro stana nccnepoBaHus PEMOH co3paHbl: amOynatopHbI pernctp 6onbHbix, nepeHectumx OHMK noboin
nasHocTu (pernctp OHMK-J1; n=200), a Tak>ke amOynaTopHbI perncTp Nepsoro obpallieHs B MOAVKIMHKKY Nocsie nepeHeceHHOro Mo3roBoro nH-
cynsta (OHMK-MO; n=115) Ha 6a3e ofHON 13 NOAVKINHUK T. Pa3aHn. MpoaHanMsnpoBaHbl 0cobeHHOCTU pa3suTis OHMK, Hanvymne conyTcTByio-
LMX cepaedHo-cocyamnctbix (CC3) v HekapAManbHbIx 3aboneBaHnin. OLeHeHO COOTBETCTBME METOLOB 00CIeA0BaHSA U Ha3HAYeHHOW MeLlMKaMeH-
TO3HOW TEPanum KIMHUYECKM PEKOMEHLALMAM. B xofe NpocnekTMBHOIO HabnioAeHNs OLeHEHbI OTAANEHHbIE NCXOAbI.
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Pesynbratbl. MaLmeHTbl B 000MX perncrpax nmenu codetaHHble CC3 (B cpefiHeM 3 AMarHo3a), a Takxke HekapamanbHble 3abonesaHvs (B cpeqHem
1 AmarHo3). bonblWwMHCTBO BoMbHbBIX Ha aMbynaTopHOM 3Tane, ocobeHHo Ao pecdepeHcHoro OHMK, He nMenv agekBaTHO Tepanum AN CHUXEHNS
cepheyHO-CoCyamcToro pucka. B pervctpe OHMK-MO no cpasHeHuio ¢ pernctpom OHMK-J1 (OHMK 6bino, B cpeaHem, Ha 4,8 roaa paHblue) B MocT-
MHCYNETHOM Nepuofie Ha ambynaTopHoM 3Tane Yate (p<0,05) NpUMeHANNCL MHCTPYMEHTabHbIE 1 amMOynaTopHble MeToAbl UCCNefioBaHMs. YacTo-
Ta Ha3Ha4eHwWs NPOrHO3-MoaMbULMpYIOLLE MeanKaMeHTo3HoM Tepanm npy OHMK 6bina vale (p<0,05) B pervctpe OHMK-MO (ctatuHbl — 46,9%
npotv 11%; aueTmncanmumnosas knucnota — 54,8% npotus 28%, nHrnbutopbl AND 46,1% npoTtrs 29%, aHTUKOArynsHTbI NPy Grodpunasumm
npencepanii — 17,6 % npotue 2,3%). 3a 2 rofa HabmogeHws B pervctpax OHMK-J1 n OHMK-TO gons ymepLunx 6bina 15,5% v 32,2% (p=0,005),
YacToTa pa3BMTMA MHdapkTa Mrokapaa — 2,5% 1 0% (p=0,09), nosTopHbix OHMK 14,5% 1 11,3% (p=0,42).

3aknouyeHue. Kayectso 0b6cnefoBaHns 1 MeaMKaMeHTO3HOM Tepanim NaLmeHToB B NONMKIIVHKKE, 0CODEHHO B nepuop, Ao pa3sutus OHMK, sens-
N10Cb HEAOCTaTOYHbIM. OfHAKO 3a 5-NeTHUI Nepuog, pasaensiowmii AaBHOCTb pa3BuTns OHMK B pernctpax OHMK-1 n OHMK-T0, kayecTBo 06-
CNepoBaHMs U ieYeHst NalMeHTOB 3HAYUTENBHO YIyYLLIMIOCh, XOTA U HEeLOCTaToqHO. HepelleHHoM NpobnieMon sBASETCH BbiCOKasi CMePTHOCTb (22,7 %)
GonbHbIX B MepBble 3 Mec aMbynaTtopHoro HabnoaeHus nocne OHMK.

KntoueBble clioBa: 0CTpoe HapyLUeHe MO3roBOro KpoBOOOpaLLEHNS, MO3TOBOW MHCYILT, TPAH3UTOPHas MLLieMUYeckast aTaka, aMbynaTtopHbI perncrp,
OLieHKa COOTBETCTBUS Tepanum KIMHUHECKUM PEKOMEHIALIMSM, MPOCMNEKTUBHOE HaboAeHe, OTAANEHHbIE UCXOAbI.

Ana uutuposaHusa: bonuos CA., JlykesHos M.M., Akywnn C.C., Mapuesuy C.1O., Craxosckas J1.B., Bopobbes A.H., 3arpebenbHbin A.B.,
Kytnwenko H.M., KoamuHcknn A.H., Mocenyyk K.A., MNMepesep3esa K.I., MpaBkuHa E.A., benosa E.H., Kygpawos E.B., [lees A.L.
WccnepoBaHue «PETVcTp GonbHbiX, nepeHeclinx OcTpoe HapylueHne Mo3roBoro kpoBoobpalleHus (PETMOH)». Yacte 2. AMOynaTopHbIi
NPOCMEKTUBHbIV PETUCTP OOMBHBIX, MEPEHECLLMX OCTPOE HapyLLEHME MO3rOBOrO KpoBOOOpaLLieHMs (Mo pe3ynsTaTaM NUIOTHONO 3Tana UCCIefoBaHN ).
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Cerebral stroke is a second cause of cardiovascu-
lar mortality after myocardial infarction (MI) and the
main cause of disability worldwide. As an immediate
cause of death stroke is the third (after ischemic heart
disease (IHD) and oncologic diseases) in majority of
developed countries of the world [1]. Stroke morbidity
and mortality rates in Russia continue to be ones of the
highest in the world and by several times exceed the
similar indices in the most developed countries of the
world [2].

Evidence-based medicine data clearly testify that
stroke and transient ischemic attack (TIA) could be pre-
vented (stroke primary prevention) [3,4]. Besides, ear-
ly start of measures aimed at stroke secondary pre-
vention is able to significantly decrease not only re-
current stroke incidence rate, but also related cardio-
vascular mortality [4,5]. Contemporary clinical guide-
lines present basic principles of stroke primary and se-
condary prevention [3-7].

Efficacy of acute cerebrovascular accidents
(stroke/TIA) secondary prevention in patients with car-
diovascular diseases (CVD) is to a great extent de-
termined by effectiveness of measures aimed at
blood pressure and serum lipid profile target levels
achievement, proper treatment of such prevalent
and prognostically important cardiovascular patho-
logy as arterial hypertension, IHD, chronic heart fail-
ure (CHF) and atrial fibrillation (AF) [4,5,7-12].

However real clinical practice only to a small degree
corresponds to clinical guidelines [8-14]. Improvement

Mo3sroson MHcynsT (MW) saBnseTcs BTOpoOM Mo 4actoTe
NPUYNHOWN CEPAEYHO-COCYACTON CMEPTHOCTU NOCSe NH(paPK-
Ta Muokapaa (MM) 1 0CHOBHOW NPUYNMHON MHBANWAM3ALMM Ha-
ceneHus B Mype. Kak HenocpeacTBeHHas npuymnHa cmept MIA
B DOJLLUVHCTBE Pa3BUThIX CTPAH MUPa 3aHNUMAET TPETbE MeCTO
(nocne nwemnyeckon 6onesHn cepaua (MBC) 1 oHkonoruye-
ckux 3abonesaHnin) [1]. B Poccum 3aboneBaeMocTb U cMepT-
HOCTb OT MW OCTatoTCa OAHUMM 13 CaMblIX BbICOKUX B MUpPe, Npe-
BbIlLAs B HECKOMbKO pa3 [aHHble Mnokasatenu B Hambonee
Pa3BUTbIX CTPaHax Mupa [2].

[laHHble foKa3aTenbHOM MeAMLMHbI OAHO3HAYHO CBMae-
TENbCTBYIOT O TOM, 4TO MW 1 TPaH3TOPHYIO ULLEMUYECKYIO aTa-
Ky (TWA) moxHo npepynpeauTs (NepBrYHas NpopunakTika
MW) [3,4]. Kpome Toro, paHHee Ha4ano komMmnekca Mep no BTo-
PUYHOM NPOMUNIaKTUKE OCTPOrO HapyLLeHMS MO3roBOro KPo-
BooOpateHns (OHMK) cnocobHo 3Ha4YUTENbHO CHU3UTL He
TOJIbKO HacCTOTy MOBTOPHOIO MW, HO 1 CBA3@HHYIO C HUM Cep-
JIe4HO-COCYANCTYIO CMEPTHOCTL (BTOPUYHAsA Npodunaktka M)
[4,5]. OcHOBHble NOAXOAbI K MEPBUYHOW 11 BTOPUYHOW NPO-
purnakTnke MW oTpaxeHbl B COBPEMEHHbIX KINMHUYECKNX pe-
KoMeHpaumsx [3-7].

SPheKTMBHOCTL BTOPUYHOW Npodunaktukm OHMK
(MW /TNA) y 6OnbHbIX CEPAEHHO-COCYAVCTLIMU 3ab0NeBaHaMU
(CC3), BbIpaXkeHHOCTb MO3UTUMBHOIO BANAHWS NMPOBOANMOIO
NeYeHNs Ha MPOrHO3 B 3HAYUTENIbHOM CTENEHM ONpeaensoTcs
3(PPEKTUBHOCTBLIO Mep MO JOCTUXXEHWIO LieNIeBbIX 3Ha4YeHN ap-
TepmanbHOro AaBneHns 1 nokasarenen nMnNMaHoOro Npoguna
KPOBU, Ka4eCTBOM fledeHus Takon Harbonee pacnpocTpaHeH-
HOW U MPOrHOCTUYECKM 3HAYMMOW CEPAEHYHO-COCYANCTOM Na-
TONOrnm Kak aptepmansHas runeptonms (Ar), BC, xpoHude-
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in outpatient follow-up care of CVD patients, in par-
ticular those with history of acute cerebrovascular ac-
cident (ACVA), is focused on increase in quality of
healthcare in the Russian Federation [15].

Although a number of stroke devoted studies
were organized in our country [13,16,17], there are
still exist necessity and actuality of investigation of this
group of patients with evaluation of cardiovascular co-
morbidity, concomitant diseases, long-term out-
comes, quality of medical treatment and ACVA se-
condary prevention during outpatient follow-up.

Medical registers, which become ever-growing ac-
tual in different areas of medicine, allow to obtain real
view of existing medical practice, its particularities in
different regions or medical centers [18]. However data
of discrete registers of patients survived ACVA[13,17-
20] are insufficient for estimation of results of such pa-
tients long-term follow-up in outpatient practice in the
Russian Federation.

Due to high medical and social role of the problem
it is important to study main factors influencing long-
term prognosis in such category of patients, evaluate
efficacy and quality of their treatment, recurrent
ACVA prevention in real medical practice by organi-
zation of registers of patients with history of ACVA.

The REGION study (register of patients survived
ACVA) is aimed at evaluation of ACVA course parti-
cularities, short-term and long-term outcomes, qua-
lity of examination and medical treatment within a
framework of outpatient and inpatient registers [21].
This article presents the first results of outpatient re-
gisters in Ryazan city, which are the component parts
of the study.

Material and methods

Two outpatient registers of patients with history of
ACVA (stroke/TIA) have been organized on the base
of 3 outpatient clinics of Ryazan. These registers are
the components of the REGION study, which is con-
ducted in Moscow and Ryazan. In accordance with the
study protocol a total of about 1000 (but no less than
900) participants with history of ACVA (stroke/TIA)
would be enrolled into the outpatient registers:

1. Register of patients who had experienced
ACVA of any remoteness (ACVA-AR register).
About 500 (but no less than 450) patients survived
ACVA at any time before visit to a doctor of any pro-
file of one of 3 Ryazan outpatient clinics in March-May
of 2012, September-October of 2012, and January-
February of 2013 would be enrolled.

2. Register of patients who visited an outpatient
clinic for the first time after previous ACVA (ACVA-
FV register). About 500 (but no less than 450) pa-
tients who visited three Ryazan outpatient clinics for

cKas cepaedHast HeaocTatodHOCTh (XCH), hmbpunnaums npes-
cepavn (®N) [4,5,7-12].

OnHako peanbHas KIMHU4eckas NpakTyika fnLLb B Masiou cre-
MeHY COOTBETCTBYET TOMY, YTO CPOPMYIMPOBAHO B KIMMHUHECKMX
pekoMeHzaumsax [8-14]. Ha noBbllleHWe kavecTBa nevebHo-
npodunakTnieckon NoMoLLM HaceneHuio Poccninckom @epe-
paLMy B ambBynaTopHO-NMONUKIMHUYECKNX YCIIOBUSIX Hanpas-
NeHO COBEpLLEHCTBOBAHME CUCTEMbI AVNCMAaHCEPHOTO HabMo-
neHusa bonbHbix CC3, B YacTHOCTW, NepeHectunx OHMK [15].

HecmoTps Ha To, YTO B Hallien CTpaHe Obln OpraHV30BaH psaf,
NCCNenoBaHum No u3yveHuto TedeHns M [13,16,17], cyule-
CTBYET HEOOXOAMMOCTb M3yHeHUs Npobnem, CBA3aHHbIX C Xa-
PAKTEPUCTUKOM 3TOM rpy bl OOMbHbIX, OLIEHKOV HaNMYMs Y HAX
COYeTaHHbIX CEPAEYHO-COCYANCTbIX 3aboneBaHnn, conyT-
CTBYIOLLMX 3a00NeBaHNM, a TakKe OTAANEHHbIX MCXOLO0B, Ka-
4yeCTBa MeMKaMEHTO3HOW Tepanunu 1 BTOPUYHOW Npodunak-
Tk OHMK Ha ambynaTopHoM 3Tare.

PeanbHoe mpefcraBneHve O CyLeCTBYIOLLEN MeaNLMH-
CKOW NpaKTu1Ke, ee 0COOEHHOCTAX B pa3fIV4HbIX PErVIOHAX U
MeOMUMNHCKNX YHpeXXAeHUAX NO3BONAIOT NONY4YNTb MegULIH-
CKMe Perucrpbl, KoTopble CTaHOBATCS BCe Oonee BOCTpebO-
BaHHbIMM B CAMbIX Pa3nnYHbIX 0bnactax MeamumHbl [18]. Ho
NMEIOLLIMXCS AaHHbIX OTAENbHbIX PErUCTPOB DOJbHbLIX, Nepe-
Hecwmx OHMK [13,17-20], HeOoCTaTo4HO, 0COOEHHO B KOH-
TeKCTe OLEHKM Pe3ynsTaToB OTAaNeHHOro HaboAeHUs AaHHOM
KaTeropum OoMbHbIX B aMOYyNaTopHO-MONMKITMHUYECKON NpakK-
Tnke B Poccnmckon Oenepaumu.

Y4UTbIBaA BbICOKYIO MEOULIMHCKYIO U COLMANbHYIO 3Ha4N-
MOCTb NpoONeMbl, NPELCTAaBNAETCH BECbMA BaXKHbIM MyTEM CO3-
JaHusa permnctpa bonbHbix, nepeHectunx OHMK, n3y4mnTb oc-
HOBHble (PaKTOPbI, BAVAIOLLME Ha OTAANIEHHbIV MPOrHO3 Y AaH-
HOW KaTeropuu NaureHToB, OLLEeHUTb 3PdPeKTUBHOCTb 1 Kaye-
CTBO WX NnedeHus, npodunakTikm nostopHoro OHMK B peanbHom
MeAVLIMHCKOW NpakTyKe.

NccnenosaHue PETVMIOH (PETACTp BonbHbIX, NepeHecLlmx
Octpoe HapylieHe Mo3roBoro KpoBoobpatieHns — OHMK)
MNMeeT Lefblo M3y4nTb ocobeHHocTn TedeHns OHMK, 6num-
KalnLwvie 1 oTAaneHHble NCXObI, Ka4ecTBO 00Cef0BaHNS 1 Me-
[AVKaMEHTO3HOW Tepanuu B pamkax ambynaTopHbIX 1 rocnu-
TanbHOro perncrpoB [21]. B daHHOW nyonmkaLmm npeacrasneHsb
nepBble pe3ynsraTbl aMOyNaToOPHbIX PErMCTPOB B T. PA3aHu, fB-
NSIOLLMXCH COCTABHOW YaCTbiO 3TOMO MCCIeA0BaHMS.

MaTepuan n metoabl

[1Ba aMOynaTopHbIX pernctpa bonbHbIX, nepeHecumx OHMK
(MW /TINA), cozpatotcs Ha 6aze 3-X MONNKIVHKIK T. Pa3aHu. ITu
perucTpbl ABAAIOTCH COCTaBHOM YacTblo UCCNefOBaHMUS
PETMIOH, npoBoggLLerocd B . Mockse 1 B I. PazaHn. B cooT-
BETCTBMM C MPOTOKOSTIOM NUCCIIeA0BaHUs OyayT BKIIOYEHbI OKO-
no 1000 (Ho He mMeHee 900) BosbHbIX, NepeHecLx OHMK
(MW /TWA), B amBynaTopHO-NONNKINHUYECKME PErUCTPbI:

1. Peructp 6onbHbIX, nepeHecwnx OHMK ntoboro cpo-
ka paBHoctu (pernctp OHMK-J1M). 3annaHupoBaHo BKoYe-
Hue okomno 500 (Ho He MeHee 450) NauMeHTOB, NepeHecLnX
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the first time after previous ACVAin 2013-2015 would
be enrolled.

Besides the fact of previous ACVA and visit to a doc-
tor of the outpatient clinics we used such inclusion cri-
teria as age 18 years and older and permanent resi-
dence in Ryazan or Ryazan Region. In accordance with
the methodology of registers organization all the pa-
tients matching the inclusion criteria were enrolled into
the study. For the patients of the ACVA-AR register
ACVA of any remoteness was considered the reference
(in case of two and more previous ACVA the last one
was regarded as the reference). The first visit to any
doctor of outpatient clinic during the inclusion peri-
od (regardless of a number visits to outpatient clinic
before the inclusion period) was considered the re-
ference visit (the visit of inclusion).

The information sources for this retro-prospective
observational trial were outpatient charts and data from
a contact of an outpatient clinic doctor with a patient
(or with his/her relatives in case of a patient’s death
or impossibility of data reporting by a patient himself)
atterms from 12 months after the Register inclusion.
During such contact the following items were ascer-
tained: the vital status of a patient, the fact of the re-
current ACVA or myocardial infarction development,
hospitalizations due to CVD, heart and vessels surgi-
cal intervention. The protocol of the observational tri-
al and the form of the patients’ interview were approved
on a session of the Independent Ethical Committee of
the State Research Centre for Preventive Medicine on
15.12.2015. The detailed description of the study de-
sign, the REGION study protocol, and the electronic
database creation were published earlier [21].

The data statistical treatment was conducted by the
SPSS Statistics 20.0 (IBM®) software package. To
analyze results of the pilot phase of the study standard
methods of descriptive statistics were used (calcula-
tion of the mean and standard deviations for normally
distributed quantitative variables, median and 25%
and 75% quartiles for quantitative variables with non-
normal distribution; calculation of shares for nominal
rates). Significance of distinctions in index presence
incidences between the groups of comparison was de-
tected by nonparametric method using chi-square test.

This article presents results of the pilot phase of the
study with analysis of data of all patients visited one
of Ryazan outpatient clinics from January of 2013 to
June of 2015 and enrolled into the ACVA-AR and
ACVA-FV registers.

Results

Atotal of 200 patients with history of ACVA of any
remoteness (men 41%; n=82) visited an outpatient
clinic doctor of any profile and 115 patients (men

OHMK ntobown gaBHOCTY [0 AaThl 0OpalleHs K Bpady nobo-
ro NPouna 3-X NOAVKIUHUK I. Pa3aHn B MapTe-mae 2012,
ceHTabpe-okTabpe 2012 1. 1 sHBape-deBpane 2013 1.

2. Peructp 60nbHbIX, BriepBble 0OpaTMBLUMXCS B MNONU-
KIMHUKY nocne nepeHeceHHoro OHMK (pervcrp OHMK-MO).
ByneT BkiodeHo okono 500 (Ho He MeHee 450) NauUMEeHTOB,
BMepBble 00PaTMBLLMXCS B 3 MONUKIMHUKMT. PazaHn B 2013-
2015 rr. nocne nepeHeceHHoro OHMK.

Kpowme chakTta nepeHeceHHoro OHMK, obpalleHus K Bpa-
4y JaHHbIX NOMMUKIIMHUK B TEYEHME BbILLEYKa3aHHOro neproaa
KpUTEPUAMI BKITIOHEHMA TAKXKE ABANNCG: BO3pacT 18 neT 1 crap-
e, NOCTOSIHHOe MPOoXMBaHMe B I Pa3aHn mnun PssaHckom
0bnacTu. B cooTBETCTBMM C METOLIONOMMEN CO30aHUs PerncT-
POB B MCCNIedOBaHWe BK/OYANNCL BCe MauUMeHTbl, COOTBET-
CTBOBaBLUME KPUTEPUAM BKITIOHeHMS. [Ins O0nbHbIX perncrpa
OHMK-[, pethepeHcHbIM camTan OHMK nobon gaBHOCTM
(npu Hannumm OByx 1 6onee OHMK B aHamMHe3e pedepeHCHbIM
CYUTanM NOCNeaHUI N3 HMX). PedbepeHCHbIM BU3MTOM (BU3N-
TOM BKJTIOHEHWS) CHUTANM NEPBbIN BU3WT 3a Nepuom, BKIloYe-
HWA K NI0OOMY 13 Bpaye NoNNKIMHKKN (BHe 3aBUCUMOCTU OT
41Ca BM3UTOB B MOMWKIMHKIKY [0 Neprona BKIOYEHUS ).

NcToYyHmkamMn MHdopMaumu 4ng AaHHOro PeTpo-npo-
CNEKTUBHOIO HabMOAATENBHOMO NCCNEA0BaHMSA ABASANNCH aM-
OynatopHas kapTa NnaumeHTa, a Takxke KOHTaKT COTpyAHMKa No-
JTKITUHUKM C MaLMEHTOM B CPOK OT 12 Mec nocsie BKIOHYeH S
B Pernctp (M KOHTaKT C ero poACTBEHHWKOM B Cly4ae cMep-
TV NaLMEHTa U HEBO3MOXHOCTN CAMOCTOATENIbHOTO NPeo-
CTaBneHus nHhopMaumm). MNpr JaHHOM KOHTAKTE BbISCHAMUCh
>KM3HEHHbIN CTaTyC NaLyeHTa, hakTbl mepeHeceHHOro NoBToOp-
Horo OHMK, a Takxe nHdapKTa M1mokapaa, rocnmTanmsaumm
no nosofy CC3, XMpypruyeckmnx BMeLLaTenbCTB Ha CepALie 1 Co-
cynax. [poTtokon npoBefieHns HabnoaaTenbHOro UCCefoBa-
HWS 1 @aHKeTbl ONpoca NaumeHToB Obln ofobpeHbl Ha 3acesa-
HUN He3aBucrmoro 3tndeckoro komuteta POIbY THULIMTM
M3 Poccmn ot 15.12.2015 . bonee noapobHoe onmcaHue am-
3aMHa, nNpoTokona nccnefoBaHusa PETMOH, dopmupoBaHns
3N1EeKTPOHHOW Da3bl AaHHbIX ObII0 OMYyONMKOBAHO HaMK paHee
[21].

[lna ctatmctndeckomn o0paboTky AaHHBIX MPUMEHSANCA CTa-
TUCTYeCKMIA nakeT SPSS Statistics 20.0 (IBM®). Mpwu aHanmse
pe3ysbTaToB MUIOTHOTO 3Tana NCrnob30BaNMCh CTaHAAPTHbIE
MeTO/Ibl OMMCaTENIbHOM CTaTUCTUKK (BbIMUCIEHNE CPEIHNX U
CTaHOAPTHbIX OTKIIOHEHMI AN151 KONNYECTBEHHBIX MepeMEHHbIX
C HOpMarnbHbIM pacnpefeneHviemM, MeguaHsl 1 25% n 75%
KBapTUnen Ans KoNMYecTBeHHbIX AaHHbIX C pacrnpefeneHmem,
OTNIN4YHBIM OT HOPMAbHOIO; BblYMCIEHWe fonen AN HOMU-
HasbHbIX MOKa3aTenei). 3Ha4MMOCTb Pa3NHMIN HaCTOTbl HAMNYLAS
npu3Haka Mexay rpynnamMu CpaBHeHus onpeaenanach Hena-
paMeTpnyeckuM MeTOAOM C MUCMOMb30BaHMEM KPUTEPUS XU-
KBaLpar.

B AaHHOM NybnmnkaLmm pesynsraToB NMAOTHOTO 3Tana npes-
CTaBneH aHan13 AaHHbIX BCEX MaLMEHTOB, 0OPaTUBLLMXCS B OOHY
M3 NONMKNVHKK T. PazaHn 3a nepuopf aHBapb 2013 - MioHb
2015 r. v Bkmo4eHHbIX B pernctpbl OHMK-J1, n OHMK-T1O.
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43.5%; n=50) visited a doctor of any profile for the
first time after the previous ACVA were enrolled in the
ACVA-AR and ACVA-FV registers, respectively, at
the pilot phase of the study.

Mean age of the enrolled patients in the ACVA-AR
and ACVA-FV registers was 71.2+10.7 and
71.4%=11.1 years, respectively. So, there were no sig-
nificant distinctions in age and gender characteristics
between the registers. Table 1 demonstrates the ab-
sence of significant distinctions in mean age between
patients with different types of stroke and TIA both at
comparison between the registers and within named
groups of patients (p>0.05). The ACVA-AR register
revealed more amount of patients with TIA (n=21;
10.5%), than the ACVA-FV register (n=4; 3.5%,;
p=0.03). At that shares of patients with hemorrhagic
and ischemic cerebral strokes did not distinct signi-
ficantly.

Patients of the ACVA-FV register had the follow-
ing causes of ischemic stroke:

« atherothrombotic = 7.8% (n=6);

« cardioembolic = 10.4% (n=38);

e lacunar = 13% (n=10);

+ unspecified cause — 68.8% (n=53).

Hemorrhagic stroke had the following causes:

« intracerebral hematoma — 85.7% (n=6);

* subarachnoid hemorrhage — 14.3% (n=1).

Similar data for the ACVA-AR register patients were
not obtained as they were absent in out-patient
charts.

Table 2 presents cardiovascular diseases incidence
rates in the ACVA-AR and ACVA-FV registers patients.
Majority of patients suffered from hypertension, IHD
and CHF, this was an additional confirmation of very
high cardiovascular risk in these patients. It is impor-
tant to note rather high prevalence of AF and previ-
ous ACVA as factors significantly increasing risk for re-
current ACVA. The patients of the compared groups
on the average had more than 3 diagnoses. The pa-
tients included in the registers were comparable by all
indices specified in the table.

Data on concomitant diseases in the ACVA-AR and
ACVA-FV registers patients are listed in Table 3. The
most frequent comorbidities were diseases of the di-
gestive system, chronic kidneys diseases, diabetes mel-
litus and diseases of the respiratory system. Only chro-
nic kidney disease incidence rate differed significant-
ly between the registers (p=0.03). On an average each
patient had 4.29 and 4.15 diagnoses in summation
with CVD in the ACVA-AR and ACVA-FV registers, re-
spectively.

General practitioners (GPs) were the most frequent
consulting doctors for the patients in the outpatient
clinic both before ACVA development and in the first

Pe3ynbTaThl

Ha nunotHoMm 3Tane ncanefioBaHvis B aMOynaTtopHble Pervcrpbl
Obinu BKtodeHbl 200 naumeHToB (MyxdrH 41%; n=82), 06-
PaTVBLLMXCS B MOAVKIVMHKKY K Bpadam noboro npocuns v ne-
peHecLnx paHee OHMK noboit gasHoctu (perncrp OHMK-T1),
a Takxe 115 venoek (Myx4iH 43,5%; n=50), Bnepsble 06-
PATUBLLMXCA B MOMKINHKKY K BpadaM Jiloboro npoduns nocne
nepexeceHHoro OHMK (peructp OHMK-MO).

CpefHnM BO3pacT MaLMEHTOB, BKIIOYEHHbIX B PErucTpbl
OHMK-J10 n OHMK-TMO, coctaBun 71,2£10,7n71,4%£11,1
NeT, COOTBETCTBEHHO. TakmM 06pa3oM, MO BO3PACTHbIM U FeH-
JEePHbIM XapaKTepUCTMKaM He ObI10 3HAYMMbIX Pa3fvdumii
MeX Ay perncrpamu. B 1abn. 1 nokasaHo OTCyTCTBME 3HAYNUMBbIX
Pa3NnYMIA Mo cpefiHeMy BO3pacTy Yy BOMbHbIX C pas3NUHHBIMU TU-
namu MW, a Takxe ¢ TUA npm cpaBHeHUN KaK Mexay peru-
CTpaMK, TaK M MexAy yKasaHHbIMW rpynnamMy naumeHToB
(p>0,05). B perncrpe OHMK-J1[1 4ncno 6osbHbIx ¢ TUA 6bIno
fonblie (n=21; 10,5%), 4em B pernctpe OHMK-MO (n=4;
3,5%; p=0,03). Mpu 3TOM A0AU UL, C FeMOpPPaArNHecKM 1
nwemmyecknm MW 3Ha4MMO He OTANHanmchb.

Y 6onbHbix pernctpa OHMK-MO 6bin oTMeYeHb! Che-
Jylouime NpuymHbl niwemmyeckoro M:

* aTepoTpoMboTndeckuii — 7,8% (n=6);

* Kapanoambonuyecknin — 10,4% (n=8);

* nakyHapHbIi — 13% (n=10);

* NPUYMHA He yTouHeHa — 68,8% (n=53).

MpuynHamm remopparudeckoro MU 6binu:

* BHyTpUMO3roBas rematoMa — 85,7% (n=6);

* cybapaxHonganbHoe KposoumsnuaHme — 14,3% (n=1).

AHaNOrMYHBIX OAHHbBIX A5 NALMEHTOB, BKITIOYEHHbIX B pe-
rmcrp OHMK-J1[, nofy4eHo He ObIno No NPUHKNHE UX OTCYTCTBIAS
B aMOynaTopHOW KapTe.

B 1abn. 2 npeacTaBneHa 4actota HanW4Ms AMarHo3oB cep-
[e4HO-COCYANCTbIX 3ab0neBaHU y OONbHBIX, BKIIOYEHHbIX B
pernctpbl OHMK-J10 1 OHMK-MO. Y 60onbLNHCTBa NaLMeH-
ToB anarHoctmpoBanmce Al, UBC n XCH, 4to cnyxxuT gonon-
HUTENbHBIM MOATBEPXKAEHNEM HANIMYMNA Y HUX OYEHb BbICOKO-
rO PUCKa Pa3BUTLS CepaeYHO-COCYAMUCTbIX OCNOXHEHM. Bax-
HO OTMETUTb JOCTAaTO4HO BbICOKYIO HacToty DI OHMK B aHam-
Hese KakK (hakTOpoB, CyLLEeCTBEHHO MOBbILLAIOWMX PUCK MNO-
BTOpHOro OHMK. B cpefiHeM nauyeHTbl CpaBHMBAEMbIX FpyMmn
nMenn bonee 3-x AnarHo3o.. Mo BceM yka3aHHbIM B TabnuLe
noka3satensm OoJbHble, BKIIOYEHHbIE B PErUCTpbl, Obinn Co-
NOCTaBUMBI.

B 1abn. 3 oTpaxkeHbl aHaMHEeCTUYeCK e AaHHble O HaNMyYmm
COMyTCTBYIOWMX 3a00neBaHN y OONbHbLIX B perncrpax
OHMK-14 1 OHMK-MO. N3 Tabnuupl cneayert, 4To Hanbonee
4aCTbIMW COMYTCTBYIOLLMMY 3ab0neBaHUSIMU SBASANNCL 0O-
Ne3HN CUCTeMbl OPraHoOB MULLIEBAPEHNS, XPoHMYeckne 6o-
Ne3HM NMoYeK, CaxapHblin AnabeT 1 Gone3HM opraHoB LbIXaHWs.
3Ha4YMMble Pasnm4YMs MeXay PerncTpamMu BbisiBeHb! TONbKO A5
4aCTOTbI HANMYKS XPOHUYecknx GonesHew nodek (p=0,03). B
CpefHeM y Kaxaoro naupeHTa B cymme ¢ CC3 cpefHee 4nco
OMarHo30B coctasuio 4,29 n 4,15.
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Table 1. Mean age (years) of the patients after ACVA visited the Ryazan out-patient clinic

Tabn. 1. CpegHur Bo3pacT (NeT) nauneHToB, nepeHeclumx paHee OHMK 1 06paTMBLUMXCS B MOAUKANHUKY T. PA3aHn

ACVA-AR register
Peructp OHMK-111,

Stroke characteristics / XapakTepuctiika OHMK

ACVA-FV register
Pernctp OHMK-MNO

(n=200) (n=115) p

Ischemic stroke / VLwemuyeckiin MO3roBo MHCYMbT 68.7 £ 10.1 70.2£10.1

(n=111;55.5%) (n=77,67.0%) >0.05
Hemorrhagic stroke / Temoppary4eckuit MO3roBoi MHCYLT 64.7+9.5 66.7+9.6

(n=12;6%) (n=7;6.1%) >0.05

Transient ischemic attack / TpaH3UTopHas MLLEMUYECKas aTaka 70.0£13.9 55.3£18.1

(n=21;10.5%) (n=4;3.5%) >0.05
No data of stroke type / Her gatHbix o Tvne MU 76.0£8.6 763103

(n=56; 28%) (n=111;55.5%) >0.05

All patients / Bce naLiveHTl 71.2+10.7 714111

(n=111,55.5%) (n=27;23.5%) >0.05
ACVA - acute cerebrovascular accident
OHMK - ocTpoe HapyLLeHve M03roBoro kpoBoobpaLieHus, MV - Mo3roBoii nHcysr

Table 2. Incidence rates of cardiovascular diseases in patients survived ACVA, n (%)
Tabn. 2. YacToTa Hanuuusi cepaevYHo-CoCyanCTbIX 3aboneBaHui y 6onbHbIX, NepeHecwnx OHMK, n (%)
Diagnosis / inarHo3 ACVA-AR register ACVA-FV register
Pernctp OHMK-11 Pernctp OHMK - N0
(n=200) (n=115) p

Hypertension / ApTepuanbHas rneproHus 194.(97) 108(93.5) 0.18
Ischemic heart disease / Vwemndeckas bonesHb cepaua 154(77) 80(69.6) 0.15
Chronic heart failure / XpoHwyeckas cepaeyHas HeLOCTaTo4HOCTb 152 (76) 78(67.8) 0.12
Atrial fibrillation / Oubpunnauns npeacepaui 44(22) 34(29.6) 0.13
History of cerebral stroke / M1 8 aHamHe3e 28(14) 22(19.1) 0.23
History of TIA / THA B aHamHe3e 8(4) 2(1.7) 0.27
History of myocardial infarction / M B aHamHese 35(17.5) 23(20) 0.58
Valvular heart disease / Mopok cepaua 4(2) 4(3.5) 0.42
Average number of diagnoses / CpefiHee Y1CN0 AnarHo3o8, n 3.09 3.05

ACVA - acute cerebrovascular accident, TIA - transient ischemic attack
OHMK - ocTpoe HapyLLeHe Mo3roBoro KpoBoobpatLieHns, MU — Mo3roBoit uHcysbT, TVIA — TpaH3uTopHast MieMinieckas ataka, /M — uHbapkT Myokapaa

Table 3. Incidence rates of concomitant diseases in patients survived ACVA, n (%)
Tabn. 3. YacToTa Hannuusi CONyTCTBYIOLLMX 3aboneBaHUM y 6onbHbIX, NepeHeciwnx OHMK, n (%)

Diagnosis / inarHo3 ACVA-AR register ACVA-FV register
Perucrp OHMK-J14 Perucrp OHMK-TO
(n=200) (n=115)
Diabetes mellitus / CaxapHblit avaber 42(21) 22(19.1)
Diseases of the respiratory system / bonesHy opraHoB fbixaHus 36(18) 24(20.9)
Chronic kidney disease / XpoHu4eckast GonesHb nodex 58(29) 21(18.3)*
Anemia / AHemus 11(5.5) 6(5.2)
Diseases of the digestive system / bone3Hi cucTembl OpraHoB NLLIEBAPEHNS 74 (37) 37(32.2)
Obesity / Oxvpetve 11(5.5) 9(7.8)
Oncologic diseases / OHko3abonesaHMs 16 (8) 5(43)
Total number of diagnosis / Bcero AvarH0308, n 1.24 1.08

*p<0.05 as compared to the ACVA-AR register
*p<0,05 no cpasHeHmio ¢ pernctpom OHMK-/111
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Table 4. Shares of the patients consulted by general practitioner, cardiologist and neurologist of the Ryazan outpatient clinic
before the reference ACVA development and during 6 months of the further outpatient follow-up (%)

Tabn. 4. ons 1L, KOHCYNBTUPOBaHHbIX TEPaneBTOM, KapANOJIOrOM, HEBPOJIOFOM MONNKIWUHUKW T. PA3aHu 1O pa3BuUTUs pe-
dhepeHcHoro OHMK 1 B TeyeHMe 6 Mec nocnegytolLero amdynatopHoro HabntoaeHus (%)

Doctor's specialty Before ACVA 6-month follow-up after ACVA
CneuuanbHOCTb Bpaya Lo OHMK Mepuop 6 mec nocne OHMK
ACVA-ARregister ~ ACVA-FV register ACVA-AR register ACVA-FV register
Pernctp OHMK-JII  Peructp OHM-IO Pernctp OHMK-J1 Pernctp OHMK-MO
(n=200) (n=115) (n=200) (n=115)
General practitioner / Tepanest 48 57.4 61 86.1*
Cardiologist / Kapavonor 45 11.3* 45 21.7*
Neurologist / Hespornor 10 16.5 36 60.9*

*p<0.05 as compared to the ACVA-AR register. ACVA - acute cerebrovascular accident

*p<0,05 no cpasHenmio ¢ pernctpom OHMK-J11. OHMK - ocTpoe HapyLueHIie MO3roBOTO KPOBOODPALLIEHNS

6 months of the further follow-up (Table 4). After the
reference ACVA development incidence of GP’s con-
sultations increased by 1.3 and 1.4 times and neu-
rologist’s ones — by 3.6 and 3.7 times in the
ACVA-AR and ACVA-FV registers, respectively. It
should be noted that incidence of consultations by car-
diologist in the ACVA-AR register remained un-
changed while in the ACVA-FV register (i.e. at stroke
development in more modern period) it was 1.9-fold
higher. This distinction is in line with the fact that dur-
ing post-stroke period the patients of the ACVA-FV reg-
ister were consulted by all outpatient specialists sig-
nificantly more often than the patients of the
ACVA-AR register (p<0.05).

At the reference visit state of the ACVA-FV regis-
ter patients was regarded as moderate severity /severe
more often than that of the ACVA-AR register patients:
in 27 (23.5%) and 9 (4.5%) cases, respectively
(p=0.0001). Satisfactory condition was reported in
62 (53.4%) and 110 (55.0%) cases, respectively
(p=0.85). At that state of patient’s severity at the re-
ference visit was not indicated in 40.5% of the
ACVA-AR register cases as compared to 22.6% of the
ACVA-FV register ones (p=0.0001).

Mean duration of the follow-up (from the visit of
inclusion to the contact or death) was 42.2+15.8 and
24.5+10.1 months (that corresponds to the duration
of 3.5 and 2.0 years) in the ACVA-AR and ACVA-FV
registers, respectively. It should be noted, that medi-
an of time period from ACVA development to the re-
ference visit was 41 (16;83) months and 19 (134;30)
days, i.e. 3.4 and 0.05 years. Taking into account mean
age of the patients at the visit of inclusion we had cal-
culated mean age of the patients on the date of the
reference ACVA development, which made 67.8 and
71.4 years for the ACVA-AR and ACVA-FV registers,
respectively. So, the reference ACVA had occurred in
the ACVA-AR register patients in younger age than in

B nonuknmHmke Hanbonee 4acto OoNbHbIX KOHCYETUPOBANM
TepanesTbl (Tabn. 4), npuyeM Kak Ao passutua OHMK, Tak u
B nepBble 6 MecC nocneayoLLero HabnoaeHus. Nocne passu-
s pecepeHcHoro OHMK 4acToTa KOHCyNbTaLii TepaneBTa BO3-
pocna B 1,3 n 1,4 pasa, HeBpornora — B 3,6 1 3,7 pa3a B
OHMK-114 n OHMK-TMO perncrpax, cootBeTctBeHHO. OOpa-
LaeT BHMMaHWe, 41o B perncrpe OHMK-JI[ 4actota KOH-
CynbTaLMI Kapamornora octanach HeN3MEHHOM, B TO BpeMst Kak
B pernctpe OHMK-MO, T.e. c pa3BuUTMEM MHCYNETa B Oonee co-
BPEMEHHbIN NepuoL, OHa Bo3pocsia B 1,9 pasa. D10 pasnunyne
COrNacyeTcst C TeM, YTO B MOCTUHCYNLTHOM Nepuofe 6onbHble
perucrtpa OHMK-TO KOHCYyNETMPOBANMCL BCEMM CrielmancraMmu
NOMIMKITUHUKI 3HaYMMO 4alle, 4eM B peructpe OHMK-J11
(p<0,05).

Mpn pedepeHCHOM BI3KTE BOMbHbIX, BKIIOHEHHbIX B PErCTP
OHMK-TO, yalie, 4em B pernctpe OHMK-JI coctosHuve
PaCLEHMBANIOCh Kak CpefiHel TaxkecTn /Taxenoe B 27 (23,5%)
1n 9 (4,5%) cnyyasx (p=0,0001), yooBneTBOpUTENIbHOE CO-
cTosiHMe yKasaHo B 62 (53,4%) 1 110 (55,0%) cnyvasx
(p=0,85). B perncrpe OHMK-J1]] YaLiie He yKa3blBanach TAXeCTb
COCTOAHWA NaLeHTa Ha B13KnTe — 40,5 % no cpaBHeHMIO C pe-
rmcrpom OHMK-MO - 22,6% (p=0,0001).

CpepnHaa ANUTENbHOCTL Nepuopa HabniogeHns B peru-
crpax OHMK-J111 1 OHMK-TO (0T BM3WTa BKITIOHEHWS 1,0 KOH-
TakTa UK CMepTn) cocTaBmna 42,2+15,8 mec 1 24,5+10,1
MecC, 4YTO COOTBETCTBYET anntenibHoctn 3,5 1 2,0 roga. BaxHo
Tak>XXe OTMETUTb, YTO MeAMaHa NPOLACIIKUTENIbHOCT Nepuona
oT pa3sutng OHMK fo pedepeHcHoro B13mMTa Obina 41 (16;
83) Mec1n 19(13;30) ¢yT, Te. 3,41 0,05 roga. C y4eTom cpef-
Hero Bo3pacTa NaLVEeHTOB BO BPeMS BU3MTa BKIIIOHEHNS Oblin
onpefieneH 1 cpefHNiA BO3PpacT DOMbHbIX Ha ATy Pa3BUTUS pe-
deperHcHoro OHMK, koTtopbin ana perncrpos OHMK-J1, w1
OHMK-MNO cocraBun 67,8 n 71,4 roga, COOTBETCTBEHHO. Ta-
KM obpasom, pedepeHcHoe OHMK y OombHbIX, BKITIOYEHHbIX
B pernctp OHMK-J1/1, pa3suBancsa B 6onee MONoaoM BO3pac-
Te, B CpefHeM Ha 4,6 rofia paHbLLe.

Ba>xHO Tak>ke nogyepkHyTb, 4T0 AaTta pedpepeHcHoro OHMK
B pernctpax OHMK-J11 n OHMK-TO pa3snn4anack B CpeHeM
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Table 5. Incidence rates of instrumental and laboratory methods of examination before and during 6 months after the refer-

ence ACVA in the Ryazan outpatient clinic (%)

Tabn. 5. YacTtoTa BbINOAHEHUS MHCTPYMEHTaNbHbIX N na6opaTopr|x MEeTO[0B nccefoBaHUsa B NONIMKNHUKE T. Pa3aHun

[0 pa3BuTus pedpepeHcHoro OHMK v B TeueHMe 6 Mec nocnepytoLlero ambynatopHoro HabnogeHus (%)

Methods of examination

Before the reference ACVA
Do pedepencHoro OHMK

After the reference ACVA
Mocne pedepencHoro OHMK

ACVA-AR register
Pernctp OHMK-JI4

ACVA-FV register
Pernctp OHM-NO

ACVA-AR register ACVA-FV register
Pernctp OHMK-/II  Perucrp OHMK-MO

(n=200) (n=115) (n=200) (n=115)

ECG recording / 3KT 39 76.5* 325 53.0*
BCA US / Y3BLIA 2 35 8 36.5*
Brain CT / KT rofioBHoro Mo3ra 1.5 3.5 10 43.5*
Brain MRI / MPT ronosHoro Mo3ra 1.5 7.8* 10 10.4
BP daily monitoring / Cyro4Hoe MoHUTOpMPOBaHHe AlL 0.5 0.9 0 0

ECG daily monitoring / Cyro4Hoe MoHTOpHpoBaHMe SKI 15 2.6 0.5 3.5

ECHO-cg / IXOKT 9 20.9* 3 7.8

Blood count / OBLwi1 aHanw3 kposi 36 50.4* 40.5 61.7*
Serum glucose level / mioko3a kposw 29 43.5* 335 59.1*
Serum creatinin level / KpeatuuH kposut 18.5 243 235 55.7*
Total cholesterol level / OB xonecrepu 26.5 48.7* 26.5 55.7%
LDLClevel / XCTIMHN 1.5 1224 8 46.1*
HDLC level / XCNMBI 2 11.3* 7 40.9*
Triglycerides level / Tournuuepuap! 45 17.4% 9 44.3*

*p<0.05 as compared to the ACVA-AR register

The table lists incidence rates of the examination methods for the last 12 montths before the reference ACVA and for the first 6 months after the reference visit to the outpatient linic
ECG - electrocardiogram, BCA US - brachiocephalic arteries ultrasound scanning, CT ~ computer tomography, MRI - magnetic-resonance imaging, ECHO-cg - echocardiography,

LDLC - low-density lipoprotein cholesterol, HDLC - high-density lipoprotein cholesterol

*p<0,05 no cpasHerwmio ¢ percrpom OHMK-T

MpVBE IEHa YacToTa BbINONHEHMA METOZI0B CCNEN0BaHi 3a nocnenHie 12 mec o pedepercHoro OHMK 11 3a nepBbie 6 Mec Habnioferns mocne pecepeHcHoro

NONUKNUHXYECKOro BI3NTa

3K - 3nextpokapayorpadis, Y3 BLIA - ynbTpa3sykoBoe ckaHupoBaHUe OpaxvoledanbHsix aprepuid, KT — KombioTepHas Tomorpacdiig, MPT — MarHiTHasi pe3oHaHcHast
Tomorpadus, IXOKT - sxokapavorpacus, XC NMHM - xonectepuH annonpotengos Hukon nnotHocty, XC MBI - xonectepuH AMnonpoTe0B BbICOKOV NOTHOCTU

those of the ACVA-FV register: on an average by 4.6
years earlier.

It should also be noted that the date of the refe-
rence ACVA was on an average differed by 4.8 years
in the ACVA-AR and ACVA-FV registers. Respective-
ly, remoteness of the period before the reference ACVA
and the first 6 months of the follow-up was on an ave-
rage by 4.8 years less in the ACVA-FV as compared to
the ACVA-AR register. This allowed to estimate dy-
namics of ACVA patients medical aid quality in out-
patient settings for the 4.8-year time span.

Implementation of instrumental and laboratory
methods of examination had significantly increased
during the post-stroke outpatient follow-up in the
ACVA-AR and ACVA-FV registers (Table 5). Inci-
dence of brachiocephalic arteries ultrasound scanning
(BCA US) use had been increased the most — by 4.0
and 10.4 times, respectively. Assessment of low

Ha 4,8 roga. CooterctBeHHO, B peructpe OHMK-IO no
cpaBHeHuio ¢ perncrpom OHMK-J11 faBHOCTb Neproaa 4o pe-
depeHcHoro OHMK 1 neprona nepsbix 6 Mec HaboAeHs B
NoNUKNMHKMKe nocne pecdepeHcHoro OHMK 6bina B cpegHem
MeHbLLe Ha 4,8 rofa. 3To Aano BO3MOXHOCTb OLLEHK AMHAMMKM
KayecTBa amOynaToOpHO-MONUKIMHUYECKOW noMoL 6osb-
HbiM ¢ OHMK 3a nepviof 4,8 roga.

YacToTa BbINONHEHWS MHCTPYMEHTabHBIX 1 MabopaToOpHbIX
MeTO[0B MCCNefoBaHNS Y OOMbHbIX, BKIIOYEHHbIX B PErCTPbI
OHMK-J14 n OHMK-TO, cyLlectBeHHO BO3pOC/a B NepUo, aM-
OynatopHoro HabnwogeHua nocne pedepeHcHoro OHMK
(Tabn. 5). B HanbonbLlen cTeneHy yBenuymnach 4acrora npu-
MeHEHWS YIBTPa3ByKOBOIO CKaHNPOBaHMs DpaxmoLledarnbHbIX
apTepuin (Y3 BLA) — B 4,0 1 10,4 pasa, COOTBETCTBEHHO, a TaK-
e onpefeneHns ypoBHS B KPOBW XONeCcTepyHa NMMnonpoTenaos
HM3KoM nnotHocTK (XC JIMHIM) — B 5,3 1 3,8 pasa, xonecre-
pVHa NMNONPOTEMAOB BbiCOKOM nnoTHocTK (XC JIMBIM) — B8 3,5
1 3,6 pasa.
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Table 6. Incidence rates of the main drug groups’ prescription during the first 6 months of outpatient follow-up after the

reference ACVA, n (%)

Tabn. 6. YacToTa Ha3Ha4veHUs (pekomMeHZaunm) OCHOBHbIX FPYMM NeKapCTBEHHbIX NpenapaToB B nepBblie 6 Mec ambynaTop-
Horo HabntogeHusa nocne pegpepeHcHoro OHMK, n (%)

Drug group ACVA-AR register ACVA-FV register
lpynna nekapcTBeHHbIX Npenaparos Peruncrp OHMK-J11 Perucrp OHMK-NO
(n=200) (n=115)
ACE inhibitors/ARB / MATI®/BPA 64 (32) 67 (58.3)*
Beta-blockers / beta-anpeHobnokatops! 37(185) 40 (34.8)*
Calcium antagonists / AHTArOHICTbI KanbLivst 27(13.5) 6 (5.2)*
Diuretics / Inypetiku 44 (22) 30(26.1)
Statins / Cratubl 22(11) 54 (47)*
Oral anticoagulants / OpafbHble aHTVKOArynsHTbI 1(0.5) 6(5.2)*
Antiplatelet agents / AHTiarperaHTb 57(285) 68 (59.1)*
Cardiac glycosides / CepreqHble mnko3npl 5(2.5) 12(10.4)%
Nootropics / HootponHble npenapats! 80 (40) 61(53)
Antioxidants / AHTVOKCHZaHTBI 14(7) 15(13)
Polypeptides / MonmnenTuapl 27(135) 31(27)

*p<0.05 as compared to the ACVA-AR register

Incidence rates of the drugs prescription on the grounds of general practitioner's, cardiologist's and neurologist's first recommendations during the first & months of follow-up after the

reference visit have been reported
ACE - angiotensin-converting enzyme, ARB - angiotensin receptor blockers

*p<0,05 no cpasHermio ¢ percpom OHMK-J11

Yka3aHa 4acToTa HasHa4eHA JIeKapCTBEHHbIX MPErapaToB Ha OCHOBAHWM COBOKYMHOCTW NEPBbIX Ha3HaueHun TepanesTa, KapL1onora, HEBPO/Ora 3a Nepuos 6 Mec nocne pGQJGPE‘HC-

HOro NOMKNMHNYECKOro B13nTa

WNAT® - HroMTOpbI aHT1OTEH3VHMPeBpaLLaioLLIero hepmeHTa, BPA — GrIoKaTopb! PeLienTopoB aHr1OTeH3Ha

density lipoprotein cholesterol (LDLC) and high den-
sity lipoprotein cholesterol (HDLC) levels had also been
increased: LDLC = by 5.3 and 3.8 times and HDLC -
by 3.5 and 3.6 times, respectively.

The patients of the ACVA-FV register had signifi-
cantly (p<0.05) more often undergone such exa-
minations as: ECG recording, BCA US, computer to-
mography and magnetic-resonance imaging (MRI)
of the brain, blood count, glucose and creatinin
serum levels evaluation, serum lipid spectrum as-
sessment. This allows to regard the five-year dynamics
of stroke survivors examination quality as positive in
Ryazan outpatient care.

It should be noted that reach of follow-up care in
the outpatient clinic was only 33.5% and 30.4% in
the ACVA-AR and ACVA-FV registers, respectively. This
is absolutely insufficient in such category of patients
at high and very high cardiovascular risk.

Table 6 presents incidence rates of the main drug
groups’ prescription during the first 6 months of the
post-stroke follow-up. The patients of the ACVA-AR
register were more often prescribed nootropics, an-
giotensin-converting enzyme (ACE) inhibitors or an-
giotensin receptor blockers (ARB) and antiplatelet

Y naupmeHToB pervctpa OHMK-TO B neprion amOynatopHoro
HabntogeHns nocne pedepeHcHoro OHMK Obina 3Ha4Mmo
Bbile (p<0,05) yacTtota BbinonHeHns K, Y3 BUA, KoMnbio-
TepHon ToMmorpacdum (KT) 1m MarHMTHO-pPe30HaHCHOM TOMO-
rpachumn (MPT) ronoeHOro Mosra, 0bLLIEro aHasn3a KPoBW, a Tak-
Ke onpefeneHns ypoBHS MIOKO3bl M KpeaTHVHA B KPOBW, UC-
CNefoBaHUA MUNMAHOIO NPoduAa KPOBU. DTO AAaET OCHOBAHME
FOBOPUTH O MONOXUTENBHOW ANHAMMKe 0ObeMa JOMKHOro 0b-
cnenoBaHus naumeHToB nocne OHMK 3a nATUNETHUI Neprog,
COBEpLUEHCTBOBaHMSA aMOynaTopHO-NONVKIMHUYECKON MO-
MOLLM HaceneHuo B . Pa3aHu.

Ba>kHO OTMETUTb, 4YTO OXBAT AMCMAHCEPHbIM HabNoAeHEM
B MOMVKITMHKIKE COCTaBWI B perucrpax 6onbHbix OHMK-J11 n
OHMK-MNO Bcero 33,5% v 30,4%, COOTBETCTBEHHO. DTO CO-
BEpLUEHHO HEAOCTATOYHO Y AAaHHOW KaTeropmm OOMbHbIX Bbl-
COKOFO W1 O4€eHb BbICOKOrO CEPAEYHO-COCYANCTOrO PUCKa.

YHacToTa HazHaYeHMs OCHOBHbIX MPY MM NIeKapCTBEHHbIX Npe-
napaToB B NepBble 6 Mec aMOynaTopHOro HabnoaeHWs nocne
pedeperHcHoro OHMK npencraBneHa B 1abn. 6. B perucrpe
OHMK-J1[1 Hanbonee 4acTo HONbHLIM Ha3Ha4YaNMCb HOOTPOM-
Hble Npenaparbl, UHIMOUTOPbI aHTMOTEH3MH - NMPeBPAaLLAOLLENO
epmeHTa, NMMBO BGNOKaTOpPbl PELLENTOPOB K aHMMOTEH3UHY
(MAN® /BPA) n aHTnarperaHTbl. Havbonee peako Obinuv pexko-
MEHL0BaHbl OPaibHble aHTVKOATYAHTbI, CEPAEYHbBIE MMKO3M-
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agents. The least frequent used drugs were as follows:
oral anticoagulants (OAC), cardiac glycosides, an-
tioxidants and statins. The patients of the ACVA-FV re-
gister were more often prescribed antiplatelet agents,
ACE-inhibitors /ARB, nootropics and statins, while the
least often — anticoagulants, calcium antagonists
and cardiac glycosides.

Itis important to note that in the later time of the
outpatient clinic work (the ACVA-FV register) medi-
cations of all 11 groups mentioned in the Table 6 were
prescribed significantly more often during the first
months after ACVA except diuretics and calcium an-
tagonists. This resulted in the fact that the ACVA-AR
register patients during the first 6 months after ACVA
received on an average 1.9 drugs for CVD and ACVA
medical treatment, while in the ACVA-FV register — 3.4
drugs (i.e. 1.8 times more). However not the amount
of prescribed drugs but accordance of prescribed
treatment with clinical guidelines is of importance.
The ACVA-FV register patients as compared to the
ACVA-AR register ones were prescribed statins 4.3 times
more often, preparations of acetylsalicylic acid (ASA)
— 2 times, ACE inhibitors — 6 times and anticoagulants
- 10.4 times more often. The question of prognosis-
modifying therapy prescription in patients survived ACVA
(including concomitant AF, CHF and previous MI) would
be analyzed in our further publication.

In accordance with the data of the prospective part
of the study, which is conducted in cooperation with out-
patient clinic doctors, vital status has been detected in
193 (96.5%) of the ACVA-AR register participants and
in 112 (97.4%) of the ACVA-FV register ones. We have
not obtained information of 7 (3.5%) and 3 (2.6%)
patients, respectively. At comparison of outcomes in the
patients of the ACVA-AR and ACVA-FV registers data
for similar time span of follow-up equal to 2 years af-
ter the reference visit were compared. This article does
not analyze outcomes in the ACVA-AR register patients
for the follow-up above 2 years. Comparison of outcomes
within a framework of the pilot phase of the study is pre-
liminary; more detailed comparison would be conducted
at the finish of the basic phase of the study.

Atotal of 31 (15.5%) and 37 (32.2%) patients
of the ACVA-AR and ACVA-FV registers, respective-
ly, died during 2 years of the follow-up, i.e., the
ACVA-FV register patients’ mortality rate was 2.1-fold
higher, p=0.005 (Table 7). Itis crucially important that
mortality rate during the first 3 months after the re-
ference visit was 22.7% in the ACVA-FV register as com-
pared to 4.5% in the ACVA-AR one, i.e. by 5 times high-
er (p=0.0001). The median of mortality was 37
days in the ACVA-FV register, i.e. 50% of all deaths for
2 years were registered in this short time span. Incidence
rates of Ml development during this time of follow-up

b, aHTUOKCUAAHTbI U CTaTWHbI. B pervictpe OHMIK-T10 Hamnbonee
4acTo OoMbHBIM Ha3Ha4anucb aHTvarperantsl, NAM® /BPA,
HOOTPOMHbIE NpenapaTbl 1 CTaTWHBbI, @ HaMbonee pPeaKo — aH-
TUKOAryNsHTbI, aHTArOHNCTbI KanbLL/S 1 cepaeyHble rMNKo3Mab.

Ba>kHO OTMETUTb, 4TO B Doree coBpeMeHHbIn neprof, paboTb!
nonKNHNKK (perncrp OHMK-MO) nekapcreeHHble Npenapatbl
Bcex 11 rpynn, ykasaHHbIX B Tabn. 6, CTanu Ha3HavaTb B nep-
Bble Mec HabntogeHns no nosody OHMK 3Ha4MMo Yallle, 3a Uc-
KIlo4eHeM ONYPETUKOB M aHTaroHUCTOB KanblUna. OoHMM M3
CNefcTBUM 3TOrO ABASAETCA TOT (DakT, YTO B NepBble 6 Mec am-
OynatopHoro HabnogeHns nocne OHMK cxema MeaKamMeH-
TO3HOTO fledeHursa no nosofy CC3, nepeHeceHHoro OHMK, y
OonbHbIX B pernctpe OHMK-J1[ Bkntovana B cebsi B cpegHem
1,9 nekapcrBeHHbIX Npenaparta, a B perncrpe OHMK-MO - 3,4
(t.e. B 1,8 paza bonblue). OnHaAKO BaXKHO He CTONbKO YMUCIIO Ha-
3HaYeHHbIX MPEenapaToB, CKOIbKO COOTBETCTBME HAa3HAYeHHOM
MeAVKAMEHTO3HOW Tepanum KIMHUYECKMM pekoMeHOaLUMNaM.
YacroTa Ha3Ha4YeHus ctaTmHoB B pernctpe OHMK-MO Obina
Oonbue, 4eMm B peructpe OHMK-J1[ B 4,3 pa3a, npenapaTos
auetuncanuumnoson kucnotbl (ACK) — B 2 pasa, MAMND -8 6
pa3, aHT1koarynsaHToB — B 10,4 pa3a. bonee noapobHo Bonpoc
0 4aCToTe Ha3Ha4YeHVA MPOrHo3-MoandULMpYIoLLEN Tepanum
y 6onbHbIX, NepeHectunx OHMK (B T.4. C y4eTOM CoYeTaHNs C
@I, XCH, nepeHeceHHbIM paHee VIM), BygeT npoaHanm3npo-
BaH B Haller nocneayoLer nyonmkaumm.

Mo AaHHBIM NPOCNEKTUBHOW YacTu UCCNefOoBaHUA, Bbl-
NOMHAEMOM COBMECTHO C COTPYAHMKAMM NOAMKIIVIHUKM, XKI3-
HEHHbIN CTaTyC yaanocb ycraHoBuTb y 193 (96,5%) n 112
(97,4%) venosek B peructpax OHMK-J10 n OHMK-T0O, co-
otBeTcTBeHHO. [lanHblie 0 7 (3,5%) 1 3 (2,6 %) nauumeHTax rno-
Ny4nTb He yaanock. Mpu CpaBHEHUM NCXOA0B Y OOMbHbIX, BKITO-
YyeHHbIX B pervctpbl OHMK-J1 1 OHMK-T10, conocraBnsanmnce
[laHHble 33 OfMHaKOBbIV Nepunog HabnogeHWs nocne pede-
PEHCHOTO BMU3KTa, PaBHbIM BYM rofam. MIHpopmMaums ob mc-
xofax y 6onbHbIx perictpa OHMK-J1[ Ha cpokm HabmoaeHus
Oonee 2-x neT B 3TOW CTaTbe He aHanu3upytoTcs. Conoctase-
HMe UCXOOO0B B paMKax MWUIOTHOMO 3Tana HOCUT mpedBapu-
TeNbHbIN XapakTep; Donee AeTanbHoe CpaBHeHWe OyaeT npo-
BELEHO NPW OKOHYaHMM OCHOBHOIO 3Tana UccefoBaHus.

3 naumeHToB, BKOYeHHbIX B pernctpbl OHMK-JIO v
OHMK-TMO, 3a 2 roga HabnogeHns ymepnn 31 (15,5%) n 37
(32,2%) 4yenosex, T.e. B perncrpe OHMK-TO gons ymepLumx
Obina B 2,1 pasa 6onblue, p=0,005 (1abn. 7). MpuHUMNNansHO
Ba>kHO NoA4epKHYTb, 4TO B perncrpe OHMK-1O no cpaBHeHMIO
¢ pernctpoMm OHMK-J1J fons ymepLumx 3a nepsble 3 Mec nodie
pedepeHcHoro Bu3nTa bbina 22,7% 1 4,5%, 1.e. B 5 pa3 bonb-
we (p=0,0001). MeanaHa neTanbHOCTN B peructpe
OHMK-TO cocraBuna 37 cyT, T.e. 3a 3TOT KOPOTKMI Neprop, 3a-
peructprpoBaHo 50% obLLEero YMcia cMepTen 3a 2 rofda. 3a AaH-
HbIV Neprof HabnoaeHWs YacToTa pa3sutus VIM B permcrpax
OHMK-1 1 OHMK-TO cocraBuna 2,5% n 0% (p=0,09), a
noBTOpHbIX OHMK = 14,5% 1 11,3% (p=0,42). Yncno roc-
NUTann3npoBaHHbIX no nosoay CC3 naumeHToB Obino 37
(16,5%) 1 22 (19,1%), COOTBETCTBEHHO.
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Table 7. Shares of the deceived patients in different terms of the follow-up after the reference visit (%)
Tabn. 7. Qons ymepLlmnx nauneHToB, nepeHecwx OHMK, B pasnnyHble cpokn ambynaTopHoro HabntogeHus nocne
pedepeHCHOro BU3nTa B NOANKANHUKY (%)

Duration of the follow-up ACVA-AR register ACVA-FV register
JnutenbHocTb HabNoAeHMSs Perncrp OHMK-NA Perucrp OHMK-IO,

(n=200) (n=115) p
Less than 1 month / [lo 1 mec 35 15.7 0.0001
1-3months / Ot 1 8o 3 Mec 1 7.0 0.0004
3-12 months / Ot 3 fo 12 mec 55 6.1 0.83
12-24 months / OT 12 10 24 mec 5.5 35 0.42
All 24 months / Bce 24 mec 15.5 322 0.005

was 2.5% and 0% in the ACVA-AR and ACVA-FV re- OGcyxaeHune

gisters, respectively (p=0.09), and recurrent ACVA — B HacTosLLen nybnukaumm npefcTaBneHbl pesynsraTbl nu-
14.5% and 11.3%, respectively (p=0.42). A number NOTHOrO 3Tana ambynaTopHow YacTu nccnegoBanms PETMOH —
of patients hospitalized due to CVD was 37 (16.5%) ambynaTopHbix perncrpos OHMK 060 gaHHOCTU 1 NepBo-
and 22 (19.1%), respectively. ro obpalleHns B nonnknuHuky (permctpos OHMK-N[ n
OHMK-T0). ConocTaBfieHne AaHHbIX ABYX aMOynaTopHbIX
Discussion pPerncrpos, B KOTOpbIX AaBHOCTb pa3uTng OHMK y naumeH-
This article presents results of the pilot phase of the TOB pa3fnu4yanack B cpegHemM Ha 4,8 rofa, a pedepeHcHbIX BU-
outpatient part of the REGION study — outpatient re- 31TOB B MOMNKIMHWKY — Ha 1,4 rofa, NO3BONUIO BbIIBUTb U
gisters of ACVA of any remoteness (the ACVA-AR re- npenBapuTeNIbHO OLIEHUTb Kak yrydlleHue kadyecTBa obcre-
gister) and of patients for the first time visited outpatient [OBaHWS U NIeYeHNs B MOMMKIIMHMKAX 3@ STOT NEPUOL, TaK U BANS-
clinic after a previous ACVA (the ACVA-FV) register. Hue cpoka oT pa3suTua OHMK Ha cMepTHOCTb MauyeHToB. He-
Comparison of these two outpatient registers data (with 00X0MMO OTMETUTb, YTO MO BO3PACTY, NOSY, HacToTe Hann4us
difference in remoteness of ACVA and reference vis- Cepae4HO-CoCyaMCTbIX M CONYTCTBYIOLLMX 3aD0neBaHu 3Ha4u-
it to the outpatient clinic on an average 4.8 and 1.4 MbIX Pa3nnymM Mexxay naLyeHTamm B 060mx perucrpax He Obirno.
years, respectively) allowed to preevaluate improve- MckniodeHve coctaBmnm boree BbICOKast HaCToTa XPOHUYECKNX
ment in examination and treatment quality in outpa- OonesHen noyek 1 TVA B aHaMHe3e y NaLMeHTOB perncrpa
tient clinics during this time span and also to estimate OHMK-NA,.
influence of stroke remoteness on mortality rates. It BaxHO MoAYepkHYTb, YTO THXKECTb COCTOSHUA OONbHbIX
should be noted that there was no significant differ- OHMK Ha gaTy pectepeHCHOro Bu3mTa (maumeHTa B Nonn-
ence in age, sex, prevalence of CVD and comorbidi- KIMHWKY MW Bpada NOMNKMHNKM Ha [oM) Oblna Gonblue B pe-
ties in patients of the both registers except for a high- rmctpe OHMK-TO, 4TO Hawno AONONHUTENbHOE MOATBEP-
er incidence rates of kidney chronic disease and pre- XIeHve B Oonee BbICOKOM CMEPTHOCTU MaLMEeHTOB IaHHOTO pe-
vious TIA in the ACVA-AR register. MCTPa B TeHeHe NepBbIx 3 MeC HabntogeHus. Yny4dlleHne Ka-
It is important to note that patients’ state severi- 4yecTBa nevebHO-ANArHOCTNYECKOM MOMOLLM B aMOYNaTOPHbIX
ty on the date of the reference visit (of a patient to the yCNoBMAX MaumeHTam, neperHeclwmnm OHMK, 3a nepuog B
outpatient clinic or a doctor home visit) was higher in cpenHem 4,8 rofa, pa3gensaslivin Mexay cobom aBa aHanu-
the ACVA-FV register; this was further confirmed by 31pyeMbIx perncrpa no gate pa3sutns pedepeHcHoro OHMK,
the higher mortality rates in this register in the first 3 3aKkJ1l04anoch B cleyloLieM: BO3pocCa H4acToTa UCMob30Ba-
months of the follow-up. Improvement of quality of HUS HEODOXOAMMbIX MHCTPYMEHTamNbHbIX 1 TAa00OPaTOPHbIX Me-
diagnostic and medical aid to patients after ACVA dur- Ton0B (B T.4. Y3 BLLA 1 axokapanorpadus, KT ronoBHoro Mo3-
ing 4,8-year period (the time span, dividing two ana- ra, onpegeneHye nokasartenen NMNUAHOro Npouns Kposu),
lyzed registers by the date of the reference ACVA de- yBeNIMYMNach HYacToTa COOTBETCTBUS KIMMHNYECKMM PEKOMEH -
velopment) in particular consisted in the follows: in- JaunsaM Ha3zHa4YeHMs NPOrHO3-MoanbULMpYLoLLEN MeauMKa-
crease in frequency of necessary instrumental and labo- MeHTO3HOW Tepanuu (B T.4. cTaTMHOB, npenapatoB ACK,
ratory methods of examination (that included BCA US, WNAT® v aHTMKOarynsHToB). OfHaKo KayecTBo 0b6c/ieoBaHMs
echocardiography, brain computer tomography, serum N MeAMKaMEHTO3HOrO fleveHnst B aMbBynaTopHbIX YCIIOBUSAX
lipid spectrum assessment), rise of correspondence of DonbHbIX, NepeHectlnx OHMK, octaeTcs ellle coBepLUEeHHO He-
prescribed treatment to clinical guidelines (in parti- J0CTaTOYHbIM (0COOEHHO 3TO KAacaeTcs HM3KOWM 4acToTbl Bbl-
cular prescription of such prognosis-modifying drugs nonHeHna Y3 BUA (8% 1 36,5%), nccnenoBaHus MUNUAHO-
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as statins, ASA preparations, ACE inhibitors and an-
ticoagulants). However, quality of examination and
treatment of patients after ACVA is still inadequate,
this is especially so with low incidence of BCA US per-
forming (8% and 36.5%, respectively), serum lipid
spectrum assessment (7% and 40.9%, respectively),
oral anticoagulants prescription in AF patients (13.6%
and 17.6%, respectively) and statins prescription in
ACVA (25.5% and 46.9%, respectively).

Outpatient follow-up of patients after ACVA is of
great importance [15]. However, coverage of outpa-
tient care in the ACVA-AR and ACVA-FV registers was
only 33.5% and 30.4%, respectively. So, increase in
coverage of outpatient follow-up is an actual way to
improve their treatment efficacy and prevent recurrent
ACVA and other cardiovascular events in such category
of patients.

Age and gender characteristics of the patients en-
rolled into the REGION register in Ryazan city were simi-
lar to those of patients included into the pilot phase
of the REGION study in Moscow (in-hospital prospec-
tive register of patients survived ACVA) and the recently
conducted LIS-2 register [17,21]. Incidence rates of
recurrent ACVA were rather high in the ACVA-AR and
ACVA-FV registers (14% and 19.1%), however,
somewhat less than in the in-hospital register of the
REGION study (26.7%) and in the LIS-2 register
(22.3%). These data in whole reflect insufficient ef-
ficacy of secondary stroke prevention in different re-
gions of Russian Federation.

Prevalence of such risk factor for ACVA development
as atrial fibrillation in the ACVA-AR and ACVA-FV re-
gisters (22.5% and 29.6%, respectively) was similar
to the LIS-2 register and in-hospital register of the RE-
GION study data (26.8% and 30.5%, respectively). This
fact reflects both actuality of AF problem in stroke pa-
tients and importance of anticoagulation in such patients.
However, incidence rates of anticoagulants prescription
in AF patients were absolutely insufficient in our study
(from 2.3% before ACVA development to 17.6%
during further outpatient follow-up) as well as in the
LIS-2 register (2.3% and 6%, respectively) and in the
in-hospital register of the REGION study (30% in
hospital and 12.5% in outpatient clinic).

Quality of cardiovascular events treatment and pre-
vention in patients survived ACVA must be improved
by means of increase in correspondence of prescrip-
tion of prognosis-modifying medical treatment to
clinical guidelines.

The received results are preliminary as they reflect
data only of a part of patients who had to be enrolled
in registers. However they, from our point of view, give
very important statistically significant information
that would be further complemented and analyzed in

ro npoduns kposn (7% 1 40,9% ), HazHa4YeHWS OpabHbIX aH-
Tnkoarynantos npm OM - 13,6% u 17,6%, CTaTMHOB Npw
OHMK (25,5% 1 46,9%).

MpUHUMNMaNEHO BaXXHbIM (PakTOPOM ABAAETCA AMUCNaH-
cepHoe HabnoAeHe B NOMMUKIIMHKKE NaLMEHTOB, NepeHecLlnX
OHMK [15]. OmHako B peructpax OHMK-J14 n OHMK-TTO oxsat
LVICNaHcepHbIM HabnoaeHnemM coctasun Bcero 33,5% u
30,4%, coOTBETCTBEHHO. TakM 00pa3oM, akTyarnbHbIM SBSETCS
NOBbILLEHME OXBaTa AMCMaHCePHbIM HabnoAeHeM AaHHOM Ka-
Teropu 6OMbHBIX C LENbIO NOBbILLEHNS SPPEKTUBHOCTU 1X NeYe-
HUA, NPpodUNakTKK NOBTOPHbLIX OHMK 1 apyrnx cepaeyHo-
COCYAUCTbIX OCIOXHEHUMN.

CrnepnyeT OTMETUTb, YTO BO3PACTHbIE 1 reHAEepPHbIe Xapak-
TePUCTUKM BOJbHbIX, BKIIOYEeHHbIX B peructp PETMIOH B T Pa-
3aHK, ObINK GNM3KK K TaKOBLIM B MUNOTHOM 3Tane nccnego-
BaHWs PETVIOH B 1. MockBe (rocnmTanbHbIi NPOCNeKTUBHbIN
pernctp 6onbHbIX, NepeHeciux OHMK) 1 B HegaBHO Npo-
BefleHHOM peructpe JINC-2 [17,21]. HacToTa NOBTOPHOrO
OHMK B perncrpax OHMK-11[ 1 OHMK-T10 6bina focTaTodHo
BblcokoM (14% 1 19,1%), XOTS U HECKONbKO MeHbLUe, YeM
B rocnumTanbHOM perncrpe nccnenosanus PETMOH (26,7 %)
n B pernctpe JINC-2 (22,3%). 2T faHHble B LLENOM oTpa-
KaoT HEAOCTAaTOYHYI0 3PPEKTUBHOCTb BTOPUYHOW Npodu-
naktmky OHMK B pa3nuyHbix permoHax Poccumnckom Oepe-
paLmu.

YacToTa HanuyKng Takoro akTopa prcka passutms OHMK,
Kak pnbpunnaums npeacepamnn, 3aperncTpyupoBaHHas B pe-
rmctpax OHMK-1 n OHMK-MO (22,5% 1 29,6%), okasa-
nacb BeCbMa bnm3Kkom K TakoBow B peructpax JINC-2 (26,8%)
B rocnunTanbHoOM perncrpe nccnegosarnma PETMOH (30,5%.)
70T (haKT OTPAXKAET KaK aKTyanbHOCTb Npobnembl Hanu4ms Il
y bonbHbIX, nepeHectux OHMK, Tak 1 oa4epKMBAET BaxKHOCTb
Ha3Ha4YeHMs aHTUKOAryISHTHOW Tepanum AaHHOM KaTeropmm na-
LMeHTOB. HO YacToTa Ha3Ha4YeHWA aHTUKOArynsaHTOB Y NaLMeHTOB
c @I 6biNa coBepLIeHHO HeOCTaTOYHOM U MO AaHHbIM Halle-
ro uccneposanuna (ot 2,3% nepen passutvem OHMK go
17,6% npu nocneaytolieM ambynatopHom HabnogeHun),
B peructpe JINC-2 (2,3% 1 6%), B rocnuTanbHOM perncrpe mc-
cnepoanus PETMIOH (30% B ctaumoHape 1 12,5% B nonn-
KINVHKIKE).

Pe3epB noBblLLIEHNS Ka4eCTBa fiedeHus 1 NPOUIakTUKm cep-
[e4HO-COCYANCTbIX OCMOXHEHWU Y OOMbHbIX, MepeHecLlmnx
OHMK, 3akso4aeTcsi B HeOOXOAMMOCTU BblpaXkeHHOro MoBbi-
LLEHWSA COOTBETCTBUNA KINMHNYECKMM PEKOMEHOAUMAM YacCToTbl
Ha3Ha4YeHWs NPOrHO3-MoANMULIMPYIOLLEN MeaMKaMEHTO3HON
Tepanuu y AaHHOW KaTeropuvi NaLmMeHTOoB.

onyyeHHble pe3ynbraTbl HOCAT NPeABapPUTENbHbIN Xapak-
Tep, T.K. OTPAXAOT AaHHbIE TONbKO 4aCTW BKIIOYEHHbIX B PErUCTP
©onbHbIX, MOANEXALLMX BKITIOHEHWIO B perncTpbl. OOHAKO 1 OHM,
C Halller TOYKM 3peHUns, Jal0T O4eHb BaXKHYIO CTaTUCTUYECKM
3Ha4YMMYyto MHOPMaLMIO, KOTopas DyaeT B AaNbHenweM 40-
nonHeHa 1 Hbonee feTanbHO NpoaHanM3MpoBaHa Npu 3aBep-
LUeHUM BKITIOYEHMS OOMbHbIX B PEMUCTPbI U OLEHKM OTAaNeH-
HbIX NCXO40B.
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detail after the completion of patients’ enrollment into
registers and estimation of long-term outcomes.

Conclusion

The pilot phase of the REGION study (the
ACVA-AR and ACVA-FV out-patient registers) has re-
vealed suboptimal quality of examination, medical treat-
ment, stroke primary and secondary prevention in out-
patient settings, especially before stroke development.
However comparison of the ACVA-AR and ACVA-FV
registers data allows to make a preliminary conclusion
that quality of patients’ examination and treatment had
significantly, although insufficiently, improved during
5-year period. In particular, we have registered increase
in frequency of use of such methods as serum lipid
spectrum assessment, BCA US and brain computer to-
mography; we have also identified more often ac-
cordance of prescribed treatment with clinical guide-
lines in terms of prescription such prognosis-modifying
drugs as statins, ASA preparations, anticoagulants,
ACE-inhibitors. Increase in outpatient follow-up reach
(that is now insufficient — 33.5% and 30.4%) is an
important reserve for improvement of ACVA patients
treatment quality. High mortality rate (22.7%) in the
first 3 months after stroke is an unsolved challenge.

Disclosures. Research grant for the study was pro-
vided by Pfizer company, which did not affect the re-
sults and own opinion of the authors.
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N

w

3aknoyeHue

Pe3ynbTaThl NWUOTHOrO 3Tana UccneaosaHns PETMOH (am-
oynatopHbie peructpbl OHMK-J11 n OHMK-T0) nokasanu, 4to
KayecTBO 0OCNeoBaHNA 1 MeMKaMEHTO3HOM Tepanum naum-
EHTOB, MEPBMYHOM 1 BTOpUYHOM NpodurnakTnkin OHMK B no-
NNKIIVHKKE, 0CODEHHO B NMeprop, [10 ero Pa3BuTus, SBMSETCS He-
pocratoqHbiM. OfHaKO CpaBHEHWE OaHHbIX, MOMyYeHHbIX B
perucrpax OHMK-J1 n OHMK-IO, no3sondet caenats Npea-
BapwTeNbHbIN BbIBOLA O TOM, YTO 3a 5-NeTHUM nepuog, pasae-
nsowmm Bpems pazsutia OHMK B 3TUx permcTpax, Ka4ectBo
00CnenoBaHNS U NeYEHMS NALMEHTOB 3HAYUTENBHO YIYHLLINMOCh,
XOTS U B HeJOCTaTOYHOM CTeneHn. B yacTHOCTM, BO3pOC/u Ya-
CToTa NcanefoBanHvsa IMMUAHOTO NPoduns, npuMeHeHns Y3 BLIA,
KT ronoBHOro Mo3ra, 4acrota COOTBETCTBMA Ha3Ha4YeHNs Npo-
FHO3-MOANMUUMPYIOLLEN MELUKAMEHTO3HOW Tepanum Knu-
HUYeCKMM pekoMeHAaumam (B T.4. CTaTMHOB, MpenapaToB
ACK, aHTuKOarynsHToB, AMD). BaxHbIM pe3epBOM NOBbILLEHNS
KayecTBa nedeHns 6onbHbix, nepeHectux OHMK, n npodn-
NAKTUKW Y HUX CEPAEYHO-COCYAMNCTbIX OCTOXKHEHWNI ABNSETCA
TakXke MOBbIlUEeHMEe OXBaTa AMCNAHCEPHbIM HabnoaeHvewm,
KOTOPbI B HACTOsILLIEE BPEMS IBMSETCS HeA0CTaTo4HbIM (33,5%
11 30,4%). HepelueHHOM NpobnemMo SBSETCA BbICOKast CMepT-
HOCTb (22,7 %) BonbHbIX B NepBble 3 MeC amOynaTopHOro Ha-
ononeHus nocne OHMK.

KoHhnukT nHTepecoB. Hay4HbIM rpaHT Ha BbIMOTHEHME UC-
CNefoBaHVs NpPeaocTaBneH Komnanven «ldalsepy, YTo He OT-
Pa3nnock Ha pesynbraTax U COOCTBEHHOM MHEHWI aBTOPOB.
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