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According to the definition of the World Health
Organization, stroke is a clinical syndrome of rapid de-
velopment of signs of focal or global loss of the brain
function that lasts for 24 hours and longer or leads to
death in the absence of other non-vascular causes. By
nature, there are two types of stroke — hemorrhagic and
ischemic, with the latter occurring by 3-5 times more
often [1]. Acute cerebral infarction, as well as its timely
management, is an extremely urgent problem, because
every minute after acute ischemia, the brain loses 1.9
million neurons and 14 billion synapses, which indicates
the presence of progressive brain dysfunction. More
than 16 million strokes and more than 5 million stroke-
related deaths are reported worldwide each year, and
experts expect about 23 million strokes and about 7.8
million stroke-related deaths by 2030 [2,3].

Cerebral stroke is a “global epidemic”, which occu-
pies the leading place among the causes of disability of
adults in most countries. Therefore, this problem is of
great medical, social and economic significance, it is ur-
gent worldwide and is a priority area of research, which
is being constantly studied [4,5].

The prevalence of strokes in Ukraine is one of the
highest in Europe: 282.3 cases per 100.000 population,
i.e., about 100,000 annually. Meanwhile, in most coun-
tries of the world, strokes rank third by frequency in the
structure of mortality [6].

High incidence of stroke in Ukraine is due to a num-
ber of reasons: demographic situation (“aging popula-
tion”), increased risk factors (hypertension, diabetes,
obesity, atherosclerosis, coronary heart disease, smok-
ing, alcohol abuse, inactivity, malnutrition, use hormo-
nal oral contraceptives, etc.) [2,7,8].

The pathomorphological substrate of ischemic
stroke is cerebral infarction, which is a zone of necro-
sis, forming as a result of gross disorders of brain tissue
metabolism caused by acute focal cerebral ischemia.
The central zone, or nucleus of the infarction, occurs
6-8 minutes after acute focal ischemia, and within a few
hours a zone of penumbra, or “ischemic penumbra”, is
formed around the nucleus of the infarction. The pe-
riod of penumbra has extremely short time limits and
is a “therapeutic window” (the first 4.5 hours after the
onset of cerebral infarction) [6,9].
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The severity of the lesion in the area of cerebral is-
chemia depends on a number of factors, including the
state of collateral, hemodynamic, perfusion and meta-
bolic reserves of the brain [8].

Today, the scientific literature distinguished several
periods in ischemic stroke, taking into account the mor-
phological or clinical classification. According to the find-
ings of magnetic resonance imaging (morphologically),
there are early most acute period (0-6 hours from the
onset of stroke), late most acute period (6-24 hours),
acute period (from 24 hours to 7 days), subacute period
(1-3 weeks), chronic period (more than 3 weeks) [10].
The clinical classification has a number of modifications
and variants in the periodization of ischemic stroke.
There are the most acute period (up to 24 hours), acute
period (from 24 hours to 7 days), early subacute period
(7 days — 3 months), late subacute (3-6 months), and
chronic period (more than 6 months). There is also a pe-
riodization, which distinguishes the most acute period
(up to 5 days), acute period (from 5 days to 28 days),
early recovery period (from 28 days to 6 months), late
recovery (from 6 months to 2 years), period of residual
effects or consequences of stroke (more than 2 years)
[11]. In clinical practice, clinicians often use the follow-
ing clinical classification: the most acute period (up to
24 hours), acute period (from 24 hours to 28 days), early
recovery period (from 28 days to 6 months), late recov-
ery (from 6 months to 1 year), the period of residual ef-
fects or consequences of stroke (more than 1 year) [12].

Clinical presentation of cerebral ischemic hemi-
sphere stroke is dominated by focal neurological de-
ficiency, the most common of which is the pyramidal
syndrome by hemitype of varying severity. Post-stroke
spasticity is an extremely common problem of both
acute and recovery periods, and its management and
the state costs to treat these disorders are of great pub-
lic concern due to the scale of pathology, testify to the
urgency of this issue and lead to ongoing research [13].

Studies indicate that the presence of spastic syn-
drome during the first year after stroke significantly im-
pairs the prognosis and sensorimotor functions of the
affected extremities. It is often accompanied by pain,
limited movement of joints and adversely affects the
long-term functionality of patients [14].

Hemispheric strokes are also characterized by lan-
guage and speech disorders, in particular, aphatic
disorders are characteristic in the lesion of the left
hemisphere, and dysarthria — in the lesion of the right
hemisphere, as well as sensitivity disorders, which are
also observed mainly in hemispheric processes [15,16].

In addition to focal neurological deficits in hemi-
spheric strokes, cognitive and anxiety-depressive dis-
orders of varying severity are also particularly relevant,
which have recently become quite common and occur
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in 40-70% of patients in the first month after cerebral is-
chemia [17,18,19]. A prominent place in the post-stroke
period is also occupied by the syndrome of post-stroke
fatigue, a significant increase in the intensity of which
occurs in the first three months after acute cerebral
event [20,21].

The localization of the ischemic center plays a sig-
nificant role in the development of cognitive disorders.
Thus, a greater risk of their development is observed in
the lesion of the left hemisphere, frontal lobes, optic
thalamus, genu of internal capsule [22,23]. According
to current data, patients after stroke have a worse dy-
namics of recovery of speech and cognitive functions in
the left hemisphere and more pronounced disorders of
social adaptation in patients with the right hemispher-
ic focus. Impaired hemispheric activation is also more
often associated with depression, which is accompanied
by a high level of anxiety, while a lower level of anxiety
and depression is more characteristic of the left hemi-
spheric lesions [24,25,26,27,28].

As a rule, post-stroke cognitive impairment is com-
bined with other psychoemotional disorders and neu-
rological symptoms, forming a post-stroke neurocog-
nitive deficit. Analysis of neurocognitive functions has
long been a relevant subject of study for scientists and
practitioners, because it is with the help of cognitive and
neuropsychic abilities that the process of rational cogni-
tion of the world is carried out and purposeful interac-
tion with it is provided [27,29,30,31,32].

Immediate screening for acute cerebrovascular ac-
cident is an important factor in choosing the patient’s
treatment tactics. Therefore, neuroimaging is per-
formed for diagnostic purposes, in particular computed
tomography or magnetic resonance imaging — methods
that allow early differential diagnosis and determination
of the type of stroke (ischemic or hemorrhagic). In pa-
tients with acute stroke who are within the “therapeu-
tic window”, and therefore are candidates for systemic
thrombolytic therapy, neuroimaging is performed ur-
gently and immediately, since they have a priority over
other patients in its implementation, because time is
crucial for effective treatment [33,34].

In most cases, the initial neuroimaging method is
contrast-free spiral computed tomography [35,36].

Computed tomography with intravenous contrast
enhancement allows us to visualize ischemic and hem-
orrhagic foci of small size, which are not detected in
conventional computed tomography. According to mod-
ern research, the optimal time for contrast-enhanced
computed tomography is 14-28 hours after the onset of
stroke symptoms [37,38].

Today, the study of the advantages and differences
in the use of different methods of neuroimaging in the
most acute and acute period of cerebral ischemic stroke
continues, as a number of strokes have an unknown
exact time of onset.

According to some authors, in this case, magnetic
resonance imaging usually does not have significant
advantages over computed tomography, but in general
provides better imaging of small cerebral infarctions in
the first hours of their development with better visual
characteristics of the studied tissues, and also contrib-
utes to detection of cerebral vascular arteriovenous
malformations, if any. The advantages of the magnetic
resonance method can also include the absence of ra-

diation exposure to the patient, bone artifacts, which
can complicate the diagnosis of small infarctions in the
vertebro-basilar basin [35,38,39,40]. Furthermore, ac-
cording to the study by the American Heart Association
(AHA), thrombolysis in ischemic stroke based on mag-
netic resonance imaging data is safer and potentially
more effective than the standard one, based on com-
puted tomography data [41].

It is known from modern sources that magnetic res-
onance imaging in diffusion-weighted imaging (DWI) in
patients with stroke, eligible for the window of thera-
peutic possibilities (4.5 hours from the onset) reveals
the presence of ischemic lesions in the absence of
clearly visible hyperintense signal in the same area in
the mode of inversion-recovery with suppression of the
signal from the fluid (Fluid Attenuated Inversion Recov-
ery — FLAIR), which allows us to visualize cerebral infarc-
tion in the most acute period [42]. Studies also indicate
that the area of penumbra and infarction with signifi-
cant prognostic value can be differentiated by perfusion
emission tomography [43].

Patients with stroke require dynamic monitoring of
blood pressure, as well as a number of laboratory and
instrumental examinations, including electrocardiogra-
phy, pulse oximetry, measuring blood glucose, electro-
lyte composition of serum, coagulogram to determine
the international normalized ratio, detailed lipid profile,
Doppler ultrasound, echocardiography, clinical manifes-
tations and examination results [9,33].

For primary assessment and dynamic diagnosis, the
use of the National Institutes of Health Stroke Scale
(NIHSS) is recommended. There are a number of stand-
ardized valid scales for screening and monitoring of
functional status and post-stroke disorders, assessment
of cognitive functions, anxiety-depressive disorders,
and ability to move, in particular, the Montreal Scale of
Mental Status Examination (MMSE), Montreal Cognitive
Assessment Scale Cognitive Assessment (MoCa), Beck
Depression Inventory (BDI), Spielberger-Khanin reac-
tive and personal anxiety questionnaire, Barthel Scale
/ Index (Barthel ADL Index), Berg’s balance scale Berg
Balance Scale (BBS), Modified Ashworth scale (mAS),
Motricity Index (MI), Modified Rankin Scale (mRS) and
others, as well as their modified versions, which should
be used by clinicians in their practice [44,45,46,47,48].

Stroke is an urgent, life-threatening condition that
requires emergency medical care and urgent hospi-
talization. The effectiveness of medical care in acute
ischemic stroke at the hospital stage should be en-
sured by specialists of the multidisciplinary team in ac-
cordance with the defined clinical route of the patient,
the scope of diagnostic, treatment and rehabilitation
measures. Treatment of patients with ischemic stroke
includes: basic therapy, including intensive care, which
embraces support of cardiovascular function, respirato-
ry function with airway protection, correction of blood
pressure, infusion therapy, correction of blood glucose
and body temperature; specific drug therapy: throm-
bolytic therapy using recombinant tissue plasminogen
activator (Alteplase), antiplatelet therapy, treatment
for cerebral edema and correction of intracranial pres-
sure (conservative or neurosurgical); surgical treatment
of patients with ischemic stroke; treatment for compli-
cations (somatic, neurological). Treatment should be
timely and based on evidence-based medicine, which
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will help reduce mortality and subsequent disability of
patients, and early activation and rehabilitation of peo-
ple with stroke should begin as early as possible, from
the first days of the patient in the stroke department,
immediately after stabilization of basic vital functions
(respiration and hemodynamics) [9,33,49].

The earliest possible start of rehabilitation measures
reduces the risk of recurrent stroke. All patients with
stroke need rehabilitation. Contraindications for reha-
bilitation can be the presence of severe decompensated
somatic pathology and mental disorders [50].

According to current data, before each mobilization
of the patient, in the first 72 hours after the develop-
ment of acute ischemic stroke, pulse, blood pressure
and oxygen saturation should be monitored, and indi-
vidual rehabilitation program should include repetition
and intensive use of tasks as often as possible, taking
into account individual needs. and patient tolerance to
loads. The duration of physical rehabilitation depends
on the clinical course of the disease and the degree of
functional disorders and is not limited to one approach.

regularity, stages and complexity, active participation in
rehabilitation of the patient and his/her family. Differ-
entiated approach and adherence to the principles of
rehabilitation of patients with cerebral infarction is an
effective model that will fulfill the tasks and achieve the
goal [9,51,52,53,54].

Despite the rapid development of modern technolo-
gies with the expansion of diagnostic, therapeutic and
recreational opportunities, to date there is insufficient
data on the features and consideration of lateralization
of the infarct focus in the hemispheres of the brain, the
formation of neurorehabilitation approaches with opti-
mal individual programs and differentiation of therapeu-
tic and neurorehabilitation measures depending on the
hemispherical localization of acute cerebral ischemia.

Conclusion. Analysis of the literature indicates a
lack of information or its superficial and fragmentary
nature as to the features of clinical and neurological
course, motor-cognitive recovery and neurorehabilita-
tion potential of patients in acute and recovery periods

Physical rehabilitation involves interaction between
specialists of the multidisciplinary team and relatives
of the patient in the process of assessing the motor-
neurocognitive potential and coordination of the goals
of neurorehabilitation of the patient. The main tasks
of rehabilitation are recreation of impaired functions,
prevention of post-stroke complications, psychosocial
recovery of the patient, and the key principles of reha-
bilitation are the earliest possible start, consistency and
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CYYACHI ACMEKTHU B NAPAAUTMI TOCTPOTIO NIBKY/IbOBOTO ILLEMIYHOTO IHCY/1IbTY: OCOB/IUBOCTI
KNIHIKU, CKPUHIHTY, TEPANEBTUYHUX TA HEMPOPEABINITALIAHUX NEPCNEKTUB

Mywko O. 0., JlutenHeHkKo H. B.

Pe3stome. B poboTi npeactaBaeHnin ornag, AitepaTypu 3 METOH BUABNEHHA Cy4acHOT iHpopmau,ii Ta nornmbneHHs
PO3yMiHHA NMPO6AEMM iLLEMIYHOTO IHCYNbTY, MOro NiBKY/IbOBUX OCOBMBOCTEN, CYy4aCHUX MOMK/IUBOCTEMN CKPUHIHTY,
TepaneBTUYHMX Ta peabiniTaLiHMX NepcnexkTms.

LepebpanbHuiti iHcynbT — «rnobanbHa enigemia», sAKa 3aliMae MpoBigHe Micue B CTPYKTYpi NpUYMH
iHBaNigM3auii 4opocaoro HaceneHHA BinbLWOCTI KpaiH CBITY, MaE BE/IMKE MeAMKO-COoLia/ilbHe 1 EKOHOMIYHE 3HaYeH-
HA. MNMowmnpeHicTb iHCynbTiB B YKpaiHi — ogHa 3 HaMBULLMX Y EBpONI. Y KAIHIYHIA KapTMHI MO3KOBOrO ilLemi4yHoro
NiBKY/IbOBOrO iHCY/IbTY NepeBaka€ BOTHULLEBUA HEBPOOTiYHUI AedilnUT, HANNOWMPEHIWMM i3 AKOTO € Pi3HOTO
CTyNeHA BMpPaXKeHOCTi nipamigHuii cMHapom 3a remitunom. TakoX NiBKY/AbOBI iHCYNbTU XapaKTepU3yOTbCA Nopy-
LEHHAMM MOBM Ta MOBJ/IEHHSA, 30KPEMa, MPU YParKeHHi NiBoT remichepu xapakTepHMMM € adaTUYHI po3naamn, a npu
YParKeHHi npasoi remichepn — An3apTpis, AK i po3faam YyTIMBOCTI, AKI TEXK CNOCTEpiratoTbCA, FOIOBHUM YMHOM,
npu NpaBoniBKy/IbOBUX Npouecax. Kpim BOrHULLEBOrO HEBPOJIOTiYHOTO AediunTy Npu remichepHUX iHCYbTax TaKOXK
0C06/1MBO aKTya/lbHUMM € Pi3HOTO CTYNEHA BUPAKEHOCTI KOTHITUBHI 1 TPUBOXKHO-AENPECUBHI NopyLUeHHA. YinbHe
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Micue B nepebirosi NOCTIHCYNbTHOrO Nepioay TaKOXK NOCIAAE CUHAPOM MOCTIHCYNbTHOT BTOMW. 3HaYHY PO/b Yy PO3-
BUTKY KOTHITMBHUX NOPYLUEHb Bifirpa€ NI0Kani3aLia iluemiyHoro BOrHuWa. AK NpaBuao, NOCTIHCYbTHI KOTHITUBHI
NMOPYLUEHHA MOEAHYIOTHCA 3 IHWMMW NCUXOEMOLIMHUMWN PO31agaMn i HEBPOIOFIYHUMKW CUMNTOMaMM, YTBOPHOHO-
YW MOCTIHCY/IBTHUA HENPOKOTrHITUBHUIA AediunT. AHaNi3 HEMPOKOTHITUBHUX PYHKLIiA TPMBANO 3aNULLAETHCA aKTY-
aNbHUM NPeaMEeTOM BUBYEHHA HAYKOBLLIB Ta MPAKTUKYOUMX Nikapis. HeBIAKNAAAHWIN CKPUHIHT FOCTPOro MOpPYLUEH-
HA MO3KOBOTr0O KpoBOObiry — Bax/MBUIA dakTop 1A BUOOPY TaKTUKM NiKyBaHHA NauieHTa. TOMy 3 AiarHOCTUYHO
MEeTOl0 NPOBOAATL HEMPOBI3yanisaL,ito, 30Kpema Komn’toTepHy Tomorpadito abo marHiTHo-pe3oHaHCHY Tomorpadito
— MeTOoAM, K L03BONAIOTb MPOBECTU PaHHIO ANdEepPeHLiHY AiarHOCTUKY Ta BU3HAYEHHS TUMY iHCYAbTY (iLuemiyHuii
4n remopariyHunit). Ha cboroaHi NPoAOBXKYETbCA BUBUYEHHA MepeBar i BigMiHHOCTE 3aCTOCYBaHHA PiSHUX METoAiB
HenpoBi3yanisau,ii B HAUroCTPILLMIA Ta FOCTPUI Nepios MO3KOBOTO iLLIEMIYHOTO iHCYNbTY.

IHCYNbT — CTaH, WO NoTpebye HagaHHA eKCTPEeHOoT MeANYHOI AONOMOrKM Ta TePMiHOBOI rocniTanisauii. EGeKkTMBHicTb
HaAaHHA MeAUYHOI 4ONOMOTM MPY rOCTPOMY MO3KOBOMY iLLEMIYHOMY iHCY/IbTI Ha rocniTasibHOMY eTani Mae 3abes-
neyvysaTuca GaxiBLUAMU MyABTUANCLMNNAIHAPHOT KOMAaHAM 3riAHO 3 BU3HAYEHWUM KNiHIYHMM MapLUpyTOM MaLlieHTa,
0bcArom AiarHOCTUYHMX i NikyBasibHO-peabiniTauiiHnx 3axoAis. MauieHTU 3 iHCYybTOM NOTPebyOTh AMHAMIYHOTO
KOHTPOIO BiTaNIbHUX PYHKLN, @ TAKOXK pALy 1abopaTOPHO-iIHCTPYMEHTAIbHOTO OBCTEXKEHHA.

[aHi 4oCNiAXKeHHS € aKTyaIbHUMM, @ OTPUMaHIi pe3ynbTaTh MOXKHa byae BUKOPMUCTATU B NPaKTUYHIN AiaNbHOCTI
KNiHILMCTa 3 MeTor NOrMbAeHHA Po3yMiHHA nNpobaemu, onTUMIsauii cBoevyacHoi Bepudikauii AaHoi naTtonorii Ta
3acTocyBaHHA ONTUMabHOI JliKyBa/bHO-peabiNiTalinHOT TaKTUKMN.

KntouoBi cnoBa: ilemiyHnin iHcynbT, iHPapKT MO3KyY, rOCTpUiA Nepios, BiAHOBHUIA Nepios, CKPUHIHT, NiBKY/1bOBI
ocobamnBoCTi, Helipopeabinitauis.

COBPEMEHHbIE ACNEKTbl B MAPAAUITME OCTPOIo NONYLWAPHOIO UWLEMUYECKOTO UHCY/bTA:
OCOBEHHOCTU K/IMHUKU, CKPUHWUHTA, TEPANEBTUYECKUX U HENPOPEABUIUTALLMOHHbBIX MNEPCNEK-
TUB

Mywko A. A., JiutsuHeHko H. B.

Pestome. B paboTe npeactasieH 0630p AnTepaTypbl C LEbio BbIABAEHUA COBPEMEHHOM MHGOpMaLMKN 1 yray-
61eHe NOHUMAHUA NPO6AEMbI ULLEMUYECKOTO MHCY/IbTA, Er0 NONYLIAPHbIX 0COBEHHOCTEN, COBPEMEHHbIX BO3SMOMK-
HOCTeW CKPUHWUHIA, TepaneBTUYECKUX U PeabuUaNTaLMOHHbIX NePCNeKTUB.

LlepebpanbHblit MHCYALT — «I106aNbHAA ANULEMMA», KOTOPAs 3aHMMAET BeAyLlee MecTo B CTPYKType MpuymH
WHBaNMAM3aLMKN B3POCAOrO HaceneHua HBOoNbLIMHCTBA CTPaH MUpa, MMeeT 6onblloe MeUKO-COLMaNbHOe U KO-
HOMMYecKoe 3HayeHue. B KNMHMYeCcKoM KapTUHEe MO3roBOrO MLLEMMUYECKOrO NOAYLIAPHOTO MHCYbTa NpeobnasaeT
04aroBblil HEBPONOTMYECKU AedULMUT, @ TaKKe PasHON CTeneHWN BbIPAXKEHHOCTU KOTHUTUBHbIE U TPEBOXKHO-Ae-
NpPeccyBHble HAPYLUEHWUA, CUHAPOM NMOCTUHCY/ILTHOM YCTAaNOCTU, AP. 3HAUYUTENbHYIO POJb B PAa3BUTUM KOTHUTUBHbBIX
HapyLUeHWI UrpaeT IoKann3aLma UILEMNYECKOro odara. AHaNU3 HEMPOKOTHUTUBHBIX PYHKLMI A IUTENbHO OCTaeTcA
aKTyaNbHbIM NPEAMETOM U3YYEeHUA YYEHbIX U NPAKTUKYOLWMX Bpayeh. HeOTN0XHbI CKPUHUHT OCTPOrO HapyLleHuA
MO3roBOro KpoBOObpaLLEHUA — BaXKHbI GpaKTOp A4 BbIOOpa TaKTUKM NeveHnsa NaumeHTa.

MHcynbT — cocToAHMe, TpebytoLiee OKa3aHWA SKCTPEHHOW MeAMLMHCKON NMOMOLLM U CPOYHOM roCiUTann3aLmm.
3¢bdeKTMBHOCTb OKa3aHNA MeAULMHCKOM NOMOLLM MPU OCTPOM MO3rOBOM MLLEMUYECKOM MHCY/IbTE Ha roCnuTab-
HOM 3Tane Jo/MKHO obecneynBaTbeca cneumManmcTaMm MyasTUANCUUNIMHAPHON KOMaHAbI COMAacHO onpeaeneHHbIM
KAMHUYECKUM MApPLLPYTOM NaLueHTa, 06bEMOM AMArHOCTUYECKUX U 1IeHeBHO-PeabUanTaLMOHHbIX MEPONPUATUIA.

[laHHble nccnefoBaHMA aKTyasbHbl, @ NONYYeHHble Pe3ybTaTbl MOXKHO ByAeT MCnoab3oBaTb B NPaKTUYECKON
[EATENbHOCTU KAMHULMCTA C Le/blo YIybaeHna NoHUMaHMA npobaembl, onTMMU3aLLMM CBOEBPEMEHHOM Bepudu-
KaLyu JaHHOW NaToNOrMM U NPUMEHEHUA ONTUMANbHON NevyebHO-peabuanTauMoHHON TaKTUKM.

KnioueBble cnoBa: MWEMUYECKUA UHCYNbT, MHPAPKT MO3ra, OCTPbIA Nepuos, BOCCTAaHOBUTE/NbHbIM Nepuos,
CKPVHUHT, nonyLlapHble 0cobeHHOCTH, Helipopeabunmtaums.

MODERN ASPECTS IN THE PARADIGM OF ACUTE HEMISPHERIC ISCHEMIC STROKE: FEATURES OF CLINICAL
PRESENTATION, SCREENING, THERAPEUTIC AND NEURO-REHABILITATION PROSPECTS

Pushko O. O., Lytvynenko N. V.

Abstract. The paper presents a literature review in order to identify modern information and deepen
understanding of the problem of ischemic stroke, its hemispheric features, modern screening capabilities,
therapeutic and rehabilitation prospects.

Cerebral stroke is a «global epidemic» that occupies a leading place in the structure of the causes of disability
in the adult population in most countries of the world, and has great medical, social and economic importance.
In the clinical presentation of cerebral ischemic hemispheric stroke, focal neurological deficit prevails, as well as
cognitive and anxiety-depressive disorders of varying severity, post-stroke fatigue syndrome, etc. Localization of the
ischemic focus plays a significant role in the development of cognitive impairment. The analysis of neurocognitive
functions has long been a topical subject of study by scientists and practicing physicians. Emergency screening
of acute cerebrovascular accident is an important factor in choosing the patient’s treatment strategy. Stroke is a
condition requiring emergency medical care and urgent hospitalization. The effectiveness of medical care provision
for acute cerebral ischemic stroke at the hospital stage should be ensured by specialists of the multidisciplinary
team according to the patient’s specific clinical route, the volume of diagnostic and treatment and rehabilitation
measures.
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These studies are relevant, and the obtained results can be used in the practical activities of the clinician in order
to deepen the understanding of the problem, optimize the timely verification of this pathology and use the optimal

treatment and rehabilitation tactics.

Key words: ischemic stroke, cerebral infarction, acute period, recovery period, screening, hemispheric features,

neurorehabilitation.
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OCHOBHI ACNEKTM 3ANEXXHOCTI METABO/IIYHOTO CUHAPOMY TA YO/I0BIYOIO
BE3NNIAAA (OMNAA NITEPATYPU)

YKpaiHCcbKa MeguuHa cTomartosioriyuHa akagemisa (m. MonTtaea)

38’A30K ny6niKauii 3 n1aHOBMMWU HAayKOBO-A40CAIA-
HUMKU poboTtamu. [laHa poboTa € dpparmeHTom HAP
Kadenpu yponorii 3 cyL0BO MeaULMHO YKPAiHCbKOI
MeAMYHOI CTOMATONOrIYHOI aKagemii: «Ponb eHpgoTteni-
aNbHOT AMCOYHKLT Yy PO3BUTKY CUMMITOMIB HUXKHIX cevo-
BUX LUNAXIB Y YONOBIKIB i3 3araibHOKNiIHIYHMMM NpoABa-
MW BiKOBOro aHgporeHHoro aediumty», No nepaBHOI
peecTpauii: 0114U005500.

Bcryn. B AaHWiM Yac cepes, akTUBHO 06roBOPOBAHMX
NpUYMH Yonosivyoro 6e3nnifnA PO3rNAAAETbCA OKCU-
OaTUBHUI cTpec cnepmato3oigis (OCC), obymosneHuit
rinepnpoAykKuieto B ciM’AHIN nnasmi akTMBHUX dopm
KuCHIo (ADK) (030H, BiNbHI paguKanu, Nepeknc BOAHHO)
[1-3]. Y Hopmi ADK npucyTHI B cim’aHIl nnasmi i BUCTY-
natoTb AK ¢isionorivHi perynatopu GyHKUiA cnepmato-
30i4iB (aKTMBALiA aKpOCOMasbHOI peakKuii, perynsuis
BiOXiMIYHNX OKMCNHOBANIbHO-BIAHOBHUX pPEaKLi CUH-
Te3y eHeprii, enimiHauia 6ionoriyHO YyKopigHUxX 6inkis
(ek30- i eHAOTOKCHHIB MikpobiB, Bipycis)) [4-6].

B AkocTi iHaykTopiea OCC yacto po3rnagatoTb fen-
KOLMTW | He3pifi KNiTMHU cnepmaToreHesy, npuyomy
OCTaHHi pobnATb Binblu BUPaXKEHY HEraTMBHY Ait0 Ha
3pini cnepmaTo30iau, HiX BiNbHI paguKanu nekoumTis
[7-12]. Tinepnpoaykuia ADK TakoxK BUABNAETLCA NpwU
6araTbox NaTONOMYHUX CTaHaXx, WO HaZatoTb AK 6e3no-
cepeaHiii BNAMB Ha PenpoAyKTUBHY cuctemy (micuesi
YMHHWKM: 3aMasieHHA CTaTeBUX NPUOATKOBMX 33103, Ba-
puKouene, yporeHitanbHi iHpeKLii, /MNOMaToO3 MOLLIOH-
K1), TaK i Henpsamuii (cuctemHi, abo 3aranbHi, pakTopu:
NcMXoemoLiiHi cTpecu, genpecii, uykposuit aiabet 2-ro
Tmny (UA-2), 0XKMpPiHHSA, CUCTEMHE XPOHIYHE 3ananeHHs,
rOPMOHANbHI NOPYLEHHA, KYPiHHA, NOraHa eKosoris,
3aCTOCYBaHHA MeAMKamMeHTiB, ocobamBocTi cnocoby
XUTTA | XapuyBaHHA i T. A4.) [13-15]. OgHak B pPYTUHHIN
YPOANOrivHin npaktuui giarHoctmui OCC Ta BUABNEHHA
BCiX MOr0 MOX/MBUX NPUYMH HE NPULINAETLCA HaNeX-
HOI yBaru B cuny aekinbkox paktopis. MMo-neplie, peko-
mMeHao0BaHu BOO3 meToz 1abopaTopHOi AiarHOCTUKM
cnepmanbHoi ADK — xemintomiHecLeHLia 3 BUKOpUC-
TAHHAM NIlOUUTEHMHA, abo NIOMUHOMA — NPAKTUYHO He
OOCTYNHUI BinblOCTi KNiHiKam penpoaykuii i KabiHeTis
penpoayKTMBHOIO 340P0B’A B MPOBiHLi, Nepw 3a Bce
yepes HedoCTaTHE ¢iHaHcyBaHHA [16]. Mo-gpyre, y Bi-
TYM3HAHIN AHAPONOrIYHIA NiTepaTypi OCHOBHA yBara
NPUAINAETLCA MEepPeBarKHO MicueBMM YMHHUKam OCC
[17-19]. OpgHaK cyyacHi enigemionoriyHi AaHi Hao4YHO

urologl01@ukr.net

cBigYaTh Npo Te, WO 36iNbWEHHA YAaCTOTM YONOBIYOTO
6e3nnigas cborogHi BiabyBaeTbcA Ha GOHI «HeiHdek-
LinHWX enigemii» XXI cTonitta: metaboniyHOro cuH-
apomy (MC), oxkupiHHA | UA-2, wo pobnsaTtb HEraTUBHUMN
BM/IMB HA CMHTE3 i epeKTU TeCcToCTePOHY — OCHOBHOIO
rOPMOHY, Lo 3abe3neyye cTaTeBY KOHCTUTYLLIO YONOBI-
KiB Ta iX penpoayKTMBHUI noTeHuian [20-24]. 3riaHo 3
pocnipkeHHAM MMAS, npotarom ocTaHHix 20 pokis y
CBIiTOBIV NonNynALil Y0NOBIKiB pPiBEHb TECTOCTEPOHY NPO-
rPECUBHO 3HWMMKYETLCA, | OAHIEID 3 MPOBIAHUX MPUYUH
LbOro MoKe byTn OXKUpiHHSA [25].

MeTaboniuyHui cMHApPOM: eniaemionoria i OCHOBHi
KomnoHeHTU. MC B AaHuUIi Yac NpubAN3HO OAHAKOBO
4acTo 3YyCTPIiYa€ETbCA Yy YO/OBIKIB i XKIHOK, a MoOro yac-
TOTa, Hanpuknag, 8 CLUA pocarae 39% [26]. B uinomy
npobnema MC npuabana cborogHi 3aranbHocCBiTOBE
3HAYEHHA, TAaK AK 3POCTAaHHA MOro 4acToTW cnocrepira-
€TbCA NMPAKTUYHO Y BCIX PO3BUMHEHMX KpaiHax cBiTy [27].
MC — ue noegHaHHA abgOMiHANIbHOTO OXMUPIHHSA, iHCY-
NiHopeswncTeHTHOCTI (IP) abo L/-2, aTeporeHHoi auc-
ninigemii, apTepianbHOI rinepToHii, NopyweHb cUcTeEMMU
remocTasy, eHgoTesnianbHOl AMCOYHKLIT Ta XPOHIYHOro
cybKniHiYHOro 3ananeHHs [28]. BianosigHo go 6inb-
LOCTi BU3HAYeHb, OXKUPiHHA i IP / UO-2 € KAo4oBUMUK
KomnoHeHTamu MC [29]. 3HUKEHHSA piBHA TecTocTepo-
Hy (aHAporeHHui aediyMT) — HOBMI MATOrEHETUYHO
BaXNMBUIM KomnoHeHT MC y 4on0BiKiB, TaK AK YacToTa
i BUpaXKeHiCTb aHAporeHHoro aediunTy 3Haxo4ATbCA B
NPSMONPONOPLiNHIM 3a1eKHOCTI 3 OXKMUPIHHAM Ta Nopy-
LWEeHHAM ByrneBoaHoro o6miHy [30].

OXXUpiHHA i YonoBiye 6e3nnipgaa. OXKNPiHHA — KAto-
4YoBUM KOMMNOHEHT MC, AKWIM Ma€E YiTKi AiarHOCTUYHI
KpUTepii: Mpu OKPYXKHOCTI Tanii y €BPOMNENCbKOro Yo-
NoBika = 94 cm byab-AKkMM ¢daxiBUEM MOBUHEH BYyTH
NOCTaB/IEHUN AiarHO3 KOXKMUPIHHAY, AKMI MAE CBill Kop,
B MKX-10 (E.66) [31]. OgHaK HEraTMBHWUI BHECOK OXW-
piHHA B NaToreHes Yyososiyoro 6e3nniaaa Aoci ABHO He
[OOOLHIOETbCA B MOBCAKAEHHIN KAiHIYHIM npakTuuyi [32].

CborogHi nobpe BiAOMO, WO KMPOBA TKAHMHA € aK-
TUBHMM, CaMOCTIMHUM | HaNbiINbWMM EeHOOKPUHHUM
OpraHoMm, KM CEKPETYE Uinui pag, aaAnnokiHie — bio-
NOTIYHO aKTUBHUX NENTUAIB, LLO AitOTb AK NOKANbHO, TaK
i cMCTeMHO (eHAOKPUHHO) [33-36]. Y UPOBI TKAHUHI
BUpobnsaeTbea binblie 100 ropmoHiB, pepmeHTiB, nNpo-
3anasibHMUX LUWUTOKIHIB Ta iHWWX 6IONOrYHO aKTUBHUX
PEYOBUH, LLLO rPatoTb Pi3HOBIYHY posb B perynsauii meta-
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