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Patients with the lacunar subtype, a single small or medium focus
in the cerebellar hemispheres and midbrain recover most fully
after complex rehabilitation.
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OcoO6eHHOCTH peabuWTAlMU MaLMEHTOB C HWHCYJbTOM B
BepTeOpOo-0a3UJIJISPHOM CUCTEME B 3aBUCUMOCTH  OT
NaTOreHEeTUYeCKOro NOATHIA UHCYIbTa

AHHOTAIIUSA
KrmoveBele croBa: UiieMU4ecKUd MHCYJIbT - Cepbe3Hasi MeAMIMHCKast M|
Hucyaer collMajibHasi mpobJsieMa M3-3a IJIYGOKOW U MPOJO/DKUTENbHOM
Pea6bunuranus

KinvHunveckue nposBieHus
MPT
XOBJI;

MHBAJIMJHOCTH, a TaKXe COLMAaJbHOM  Jle3ajjanTaluu
NaluMeHToB. B CBA3M C 3TUM ILeJibl0 UCCAeJLOBaHUA ObLIO
V3y4yeHune BJIMSIHUA NaTOreHeTUYEeCKUX O THUIIOB
MIIEeMHUYeCKOT0 UHCYJIbTA Ha BO3MOXXHOCTH peabUJINTALUH.

Ha OCHOBaHUHU HaJIN4u4 XOBJI (xpoHuveckoun
OOCTPYKTHUBHOM 00JIE3HU JIETKUX) Mbl pasjejuad BceX
NaLMEeHTOB Ha 2 rPyIIIIbI.

[laumentet ¢ HUU B VI  (BepTebpobasuispHas
HegocTaTouHOCTb) U XOBJI - 62 yenoBeka (I rpynma) - 29
MY>KYMH ¥ 33 )KeHUIUHbI B Bo3pacTe ot 50 g0 74 sieT (59,8 + 5,8).
[lanyentsl ¢ UU B VI - 64 4yenoBeka (Il rpynna). U3 Hux 31
My:K4MHa U 33 KeHUIMHBI B Bo3pacTe oT 51 go 80 siet (62,4 +
5,4). Bce mauveHTbl NOJy4YasuM TpPaJULUOHHOE JieueHUe B
HauboJiee OCTPBIX U TsKeJbIX epuoax MU, nanpenTsl ¢ XOBJI
nosydyaau JjedeHue XOBJI ogHOBpeMeHHO € TpafULMOHHOMN
Tepanued UU. UHpekc Baprens ucnosib3oBajics AJis OLeHKU
CIIOCOGHOCTM TNalMeHTa K caMoobcayxrBaHuw. CTeneHb
vHBanuaHocTu nocae UM umsydanace mo mkane PankuHa. Y
nanveHToB noarpynnbel Il 6 k koHny 3/ (pacctpoiicTBa
NHUILEeBOro MOBeJleHrs) oKa3aTeJu 1KaJabl JInHagMapka B ana
001ell MOJBMXKHOCTH MalMEHTA JOCTOBEPHO OTJHUYAJIUCh OT
rcxoaHoro ypoBHd B Hadasie /] (p = 0,44). Ha ToT MomeHT Bo 11
NO/rpyIIe JOCTOBEPHBIMH ObIJIM TOJbKO MOKa3aTeJ U Kasbl b.
JIunmapka.

Y naunuenToB noAarpynmnel Il 6 pasHuua mokasaTesied B
HauaJsie ¥ B KOoHIle 3/ 6bl1a J0OCTOBEPHOU N0 UHJeKcy bapTens.
Bei3gopoBiienue npu 3/] 3aBUCUT OT MHOTUX (paKTOPOB, B TOM
yucsae ot noaTuna UC, moatomy UC CE sBiseTcs HaubGoJiee
TSKEJIBIM, UTO OTpakaeTcs B LIKasie PaHkMHA. CDOKM U CTeleHb
BBI3/IOPOBJIEHMA MALMeHTa 3aBUCAT OT JIOKaJIU3aluKM polecca,
noaruna WU, nHanmuua XOBJI u MeToza peabUIMTALMM.
HaunbGosiee mosiHO Toc/e KOMIJIEKCHOM — peabUJMTaIUHU
BbI3/ZIOPABJMBAIOT MalMeHTbl C JIAKyHApHbIM MOATHUIIOM,
eJMHUYHBIM MaJIbIM HWJHA CPeJHUM 04YaroM B IOJIyIIapUAX
MO3Ke4Ka U CpeIHeM MO3re.

348



9
msc ience YKamusaTt Ba uHHOBauusiiap — O61iecTBO U UHHOBALUU — Society and innovations
s Special Issue -2, Ne01 (2020) / ISSN 2181-1415

Ischemic stroke is a serious medical and social issue in connection with profound
and prolonged disability, as well as with social maladjustment of patients, which are
caused in most cases by movement disorders, and residual effects of the transferred
cerebrovascular accident of varying severity are detected in about 75% of patients.

The severity of the condition in the acute period and the volume of rehabilitation in
the recovery period are often determined by the subtype of stroke. In this regard, the aim
of the research was to study the influence of pathogenetic subtypes of ischemic stroke on
the possibilities of rehabilitation.

Since in our study, among the studied patients, 62 patients had COPD in a co morbid
background, we divided all patients into 2 groups according to the presence of COPD.
Patients with IS in VI (Vertebrobasilar Insufficiency) and COPD - 62 people (group I) - 29
men and 33 women aged 50 to 74 (59.8 + 5.8). Patients with IS in VI - 64 people (group
I1). Of these, 31 are men and 33 are women aged 51 to 80 (62.4 + 5.4).

All patients received traditional treatment in the most acute and severe periods of
IS, patients with COPD received COPD treatment simultaneously with traditional IS
therapy. The pathogenetic subtypes of ischemic strokes were determined according to the
Trial of Org 10172 in Acute Stroke Treatment (TOAST) classification, which is currently
the most widespread. We excluded IS with unspecified etiology from the study. To assess
the patient's self-care capabilities, the Barthel's index (score for daily activities and the
ability to care for oneself) was used (MH (Medical History)).

In the Barthel scale, the scores from 0 to 45 correspond to severe disability
(significant or complete impairment of neurological functions), 50 to 70 points - moderate
disability (limitation of neurological functions), 75 - 100 points - minimal limitation or
preservation of neurological functions [5; 7]. The degree of disability after IS was studied
using the Rankin scale [1].

To assess the neurological status in the early and late rehabilitation periods, we used
the B. Lindmark scale, (score assessment of movement disorders (active and passive) [6],
muscle tone, sensitivity, walking, balance, social skills). To assess the neuropsychological
status of patients, we used in the early and late rehabilitation periods, the following scales:

The Montreal Cognitive Assessment Scale (MoCA) and the Hospital Anxiety and
Depression Scale (HADS). In patients with different pathogenetic subtypes of IS in VI, the
following significant differences in age were revealed.

Patients with EC subtype of IS were significantly older (average age 69.7 + 9.2
years), patients with PA subtype (average age 58.8 + 8.7 years) (p = 0.016) and patients
with HD subtype (average age 60, 3 + 9.4 years) (p = 0.026). Patients with RA subtype
(average age 66.7 + 10.6 years) did not have significant differences with any of the groups
(p> 0.05).

In patients with different pathogenetic subtypes of IS in VI, the following significant
differences were found in the assessment on the Rankin scale at discharge.

Patients with CE subtype of IS had higher scores on the Rankin scale at the end of
treatment (average score 3.62 + 1.16 points) compared to patients with AT subtype
(average score 2.76 + 1.1 points) (p = 0.011) and LA subtype (average score 2.79 + 0.76
points) (p = 0.041). Patients with HD subtype (average score 2.89 + 0.78) did not differ
significantly from any of the groups (p> 0.05).
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Patients of group [ with CE subtype scored significantly higher scores on the Rankin
scale during the entire ED compared with patients with AT subtype (p = 0.011), LA
subtype (p = 0.041) and HD subtype (p = 0.028), which is consistent with the data
literature [3]. There was no significant relationship between different subtypes of IS with
any other indicators, except for the Rankin scale (-0.14 <r <0.14).

In patients of group I, we found a moderately strong direct significant (p <0.05)
relationship between the number of points on the Rankin scale and the number of points
on the HADS Anxiety scale (r = 0.46), HADS Depression (r = 0.50) and the on scale B.
Lindmark (r = 0.48) for CE subtype of IS; average strength, a direct significant (p <0.05)
relationship between the number of points on the Rankin scale and the number of points
on the HADS Anxiety scale (r = 0.47), HADS Depression (r = 0.51) with AT subtype of IS.
With LA and HD subtypes of IS in patients of group I, it was not possible to determine the
relationship among indicators of various scales due to the small number of patients)

The sum of points on the B. Lindmark scale for the study within 3 months from the
onset of ED and at the end of ED had a significant difference (p = 0.43) in subgroup Il b
and was not significant (p = 0.55) in subgroup II a (table 4.6).

In patients of subgroup II b, by the end of ED, the indicators of the scale Lindmark B.
in terms of the patient's general mobility differed from the baseline at the beginning of ED
significantly (p = 0.44), with a significant difference in all other indicators, including the
total score (p <0.05) . At that time, in subgroup II a, only the indicators of the B. Lindmark
scale are reliable, such parameters as the doing active hand movements (p = 0.48), joints’
mobility (p = 0.47) and the strength of pain in them (p = 0.48)

All other indicators of the B. Lindmark scale did not have significant differences at
the beginning and end of ED (p> 0.05). In patients of subgroup II b, the difference in
indicators at the beginning and end of ED was significant according to Barthel's index (p =
0.44), HADS Anxiety scale (p = 0.43) and HADS Depression (p = 0.45). In II a subgroup,
the difference in indicators at the beginning and at the end of ED was significant only
according to the Barthel index (p = 0.46) (Table 4.6).

The difference in indicators at the beginning and at the end of ED were not
significant according to the MoCA scale and in both subgroups of group II (p> 0.05), which
coincides with the results of group I, which is associated with less impairment of cognitive
functions in IS in VL.

Patients of group II with CE subtype, as well as patients of group I with CE of IS,
gained significantly higher scores on the Rankin scale during the entire ED compared with
the patients of AT subtype (p = 0.037), LA subtype (p = 0.042) and HD. subtype (p =
0.039)

In patients of group II, we found a moderately strong direct reliable (p <0.05)
relationship between the number of points on the Rankin scale and the number of points
on the HADS Anxiety (r = 0.44), HADS Depression (r = 0.46) and B. Lindmark (r = 0.47)
with CE subtype of IS;

the average strength, a direct reliable (p <0.05) relationship between the number
of points on the Rankin scale and the number of points on the scale HADS Anxiety (r =
0.44), HADS Depression (r = 0.48) with AT subtype of IS. With LA and HD subtypes of IS
in patients of group II, it was not possible to determine the relationship between the
indicators of various scales due to the small number of patients.
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Conclusions: 1. Recovery in ED depends on many factors, including the subtype of
IS, so the most severe is the CE of IS, which is reflected in the Rankin scale, the AT subtype
is also quite difficult, LA and HD subtypes are reliably easier.

2. Each localization of IS in VI is characterized by its own changes in the patient's
neurological status, Doppler indices and MRI picture.

3. The timing and the volume of recovery depends on the localization of the process,
the subtype of IS, the presence of COPD and the method of rehabilitation.

4. Patients with a lacunar subtype, a single small or medium focus in the cerebellar
hemispheres and the midbrain are qualitatively fully restored after complex rehabilitation.

Ischemic stroke is a serious medical and social issue in connection with profound
and long-term disability, as well as with social maladjustment of patients, which are caused
in most of cases by movement disorders, and residual effects of the cerebrovascular
accident of varying severity is detected in about 75% of patients. And even after intensive
rehabilitation measures, moderate or severe disability remains in 25-50% of patients. The
severity of the condition in the acute period and the volume of rehabilitation in the
recovery period are often determined by the subtype of stroke. In this regard, the aim of
the research was to study the influence of pathogenetic subtypes of ischemic stroke on the
possibilities of rehabilitation.

Since in our study, among the studied patients, 62 patients had COPD in a co morbid
background, we divided all patients into 2 groups according to the presence of COPD.
Patients with IS in VI and COPD - 62 people (group I) - 29 men and 33 women aged 50 to
74 (59.8 £+ 5.8). Patients with IS in VI - 64 people (group II). Of these, 31 are men and 33
are women aged 51 to 80 (62.4 + 5.4). All patients received traditional treatment in the
most acute and severe periods of IS, patients with COPD received COPD treatment
simultaneously with traditional IS therapy. The pathogenetic subtypes of ischemic strokes
were determined according to the Trial of Org 10172 in Acute Stroke Treatment (TOAST)
classification, which is currently the most widespread. We excluded IS with unknown
etiology from the study [2; 4; 8].

To assess the patient's self-care capabilities, the Barthel index (score for daily
activities and the ability to care for oneself) (MH) was used. On the Barthel scale, the scores
from 0 to 45 correspond to severe disability (significant or complete impairment of
neurological functions), 50 to 70 points - moderate disability (limitation of neurological
functions), 75 to 100 points - minimal limitation or preservation of neurological functions
[5; 7].

The degree of disability after IS was studied using the Rankin scale [1].

To assess the neurological status in the early and late rehabilitation periods, the B.
Lindmark scale was used, (a point assessment of movement disorders (active and passive)
[6], muscle tone, sensitivity, walking, balance, social skills). The Lindmark scale includes 7
subscales that characterize various parameters of the motor system, sensitivity and
coordination: subscale A - performing active movements in the arm and leg, B - performing
rapid variable movements, C - general mobility of the patient, D - balance parameters, E -
state superficial and deep sensitivity, F - the strength of pain in the joints and G - mobility
in them.

Each parameter is evaluated in points and has a different maximum for each
parameter. The point estimate is maximum in case of normal function (a healthy one can
score a maximum of 446 points) and is equal to zero in the case of the greatest severity of
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disorders. The degree of decrease in the integral indicator correlates with the severity of
the functional consequences of AISA (Acute Ischemic Cerebrovascular Accident) [6].

To assess the neuropsychological status of patients, we used the following scales in
the early and late rehabilitation periods: the Montreal Cognitive Assessment Scale (MoCA)
and the Hospital Anxiety and Depression Scale (HADS).

Research results:

Clinical and epidemiological characteristics of patients with different pathogenetic
subtypes of IS in VI (Vertebrobasilar Insufficiency) (M+0c)

AT (n=55) | CE (n=39) | LA (n=14)| HD (n=18)
Average age, years 66,7+10,6 69,71+9,2* 58,8+8,7 60,3+9,4
Average BMI (Body Mass | 28,09+4,28 | 26,31+6,4 29,4457 31,2+4,4
Index, , kg / m?
Rankin On admission | 3,75+0,91 | 4,05+0,86 | 3,77+0,53 3,86+1,1
scale score,
points On discharge 2,76+1,1 |3,62 +1,16** 2,79+0,76 | 2,89+0,78
NIHSS scale| On admission | 5,93+3,35 | 8,24+4,97 | 5,43+1,40| 4,33+1,66
score,
points On discharge | 2,52+2,15 | 2,53+2,89 | 2,31+1,11| 2,1941,45

Note: * patients with CE subtype are significantly older than patients with LA
subtype (p = 0.016) and patients with HD subtype (p = 0.026); ** Patients with CE subtype
at the end of treatment had significantly higher scores on the Rankin scale compared to
patients with AT subtype (p = 0.011) and LA subtype (p = 0.041).

In patients with different pathogenetic subtypes of IS in VI, the following significant
differences in age were revealed. Patients with CE subtype IS were significantly older
(average age 69.7 £+ 9.2 years), patients with LA subtype (average age 58.8 £ 8.7 years) (p
= 0.016) and patients with HD subtype (average age 60, 3 + 9.4 years) (p = 0.026).
Patients with AT subtype (average age 66.7 + 10.6 years) did not have significant
differences with any of the groups (p> 0.05).

In patients with different pathogenetic subtypes of IS in VI, the following significant
differences were found in the assessment according to the Rankin scale at discharge.
Patients with CE subtype IS had higher scores on the Rankin scale at the end of treatment
(average score 3.62 + 1.16 points) compared to patients with AT subtype (average score
2.76 + 1.1 points) (p = 0.011) and LA subtype (average score 2.79 + 0.76 points) (p =
0.041). Patients with HD subtype (average score 2.89 + 0.78) did not differ significantly
from any of the groups (p> 0.05).
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The distribution of patients in group I on the pathogenetic subtype of IS is shown in
Figure 1.
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Figure 1 Distribution of patients in group I (n = 62) by pathogenetic subtypes by sex and
subgroups

Figure 1 shows that the distribution of patients into subgroups according to the
pathogenetic subtype of IS was steady, and by gender it was less steady in HD of IS.

The dynamics of indicators of clinical, neurological and neuropsychological scales
for pathogenetic subtypes of IS in VI are presented in Table 1.

Patients of group I with CE subtype scored significantly higher scores on the Rankin
scale during the entire ED compared with patients with AT subtype (p = 0.011), Lacunar
subtype (p = 0.041) and HD subtype (p = 0.028), which is consistent with the data
literature [3]. There was no significant relationship between different subtypes of IS with
any other indicators, except for the Rankin scale (-0.14 <r <0.14).

In patients of group I, we found a moderately strong direct significant (p <0.05)
relationship between the number of points on the Rankin scale and the number of points
on the HADS Anxiety (r = 0.46), HADS Depression (r = 0.50) and B. Lindmark (r = 0.48)
with CE subtype IS; average strength, a direct reliable (p <0.05) relationship between the
number of points on the Rankin scale and the number of points on the HADS Anxiety scale
(r=0.47), HADS Depression (r = 0.51) with AT subtype IS. With LA and HD subtypes of IS
in patients of group I, it was not possible to determine the relationship of indicators of
various scales among themselves due to the small number of patients.
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Table 1

Dynamics of indicators of clinical, neurological and neuropsychological scales of
patients of group I (n = 62) with different pathogenetic subtypes of IS in VI (M+0)

The studied indicators AT (n=26) CE (n=20) LA (n=9) HD (n=7)
B. ED onset 324,9+13,4 | 307,7+15,7 | 326,3+22,4 | 327,9+22,7
Lindmark -
Scale in 3months | 331,74+12,7 | 315,6+14,2 | 341,4+19,1 | 333,1+18,2
in 6 months | 343,3+12,1* | 327,34+15,4 | 349,2+15,3* | 344,3+17,8
Index ED onset 39,143,4 31,3+4,3 43,145,2 43,5+6,4
Barthel in3months | 43,243,7 | 363+48 | 47,1478 | 483481
in 6 months | 50,5+4,6* 42,3+4,4* | 53,6+6,2* | 54,2479
Rankin ED onset 3,79+1,31 | 4,15 3,58+1,26 | 3,69+1,28
Scale +1,12**
in 3 months | 3,42+1,84 | 3,774+1,19** | 3,34+1,42 | 3,36+1,46
in 6 months | 3,07+0,76 | 3,43+1,21* | 3,02+1,41 | 3,04+1,51
MoCA Scale | ED onset 21,4+2,1 20,4+2,3 22,7+2,8 22,4127
in 3 months | 23,6+2,4 22,3+2,7 24,743,3 24,443,6
in 6 months | 24,6+2,8 23,4+2,8 25,8434 26,343,7
HADS ED onset 11,96+1,73 | 12,52+1,93 | 11,07+2,71 | 11,16+2,43
Anxiety in 3 months | 10,87+1,54 | 11,4742,71 | 10,36+2,78 | 10,47+2,67
in 6 months | 9,78+1,26 | 10,32+2,45 | 9,17+2,68 | 9,18+2,86
HADS ED onset 11,34+1,68 | 12,02+1,81 | 10,74+2,36 | 11,08+2,43
Depression = 3 months | 10,13+1,74 | 10,21+1,87 | 10,08+2,17 | 10,12+2,34
in 6 months | 9,71+1,45 | 10,174+1,74 | 9,27+1,94 | 9,34+1,88
NIHSS ED onset 2,51+1,85 | 258+1,89 | 2,31+1,51 | 2,11+1,65

Note: * - P <0.05 is significant in relation to similar indicators of this group at the

beginning of ED; ** - P <0.05 significant in relation to other IS subtypes in the same period

The average increase in the scores of the B. Lindmark scale in both subgroups of
group II had a significant difference (p <0.05) at the end of ED compared to the study
within 3 months from the onset of ED, that is, the progress of recovery of the neurological
status was obvious, but the total number points and the increase in points was significantly
greater in subgroup II b (p <0.05). The sum of points on the B. Lindmark scale to the study
within 3 months from the onset of ED and at the end of ED had a significant difference (p
= 0.43) in subgroup II b and was not significant (p = 0.55) in subgroup II a (table 4.6).

In patients of subgroup II b, by the end of ED, the indicators of the B. Lindmark scale
in terms of the patient's general mobility differed significantly from the baseline at the
onset of ED (p = 0.44), with a significant difference in all other indicators, including the
total score (p <0.05). At that time, in subgroup II a, only the indicators of the B Lindmark
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scale are reliable, such parameters as the performance of active hand movements (p =
0.48), joint mobility (p = 0.47) and the strength of pain in them (p = 0.48) ... All other
indicators of the B. Lindmark scale did not have a significant difference at the onset and
end of ED (p> 0.05).

In patients of subgroup II b, the difference in indicators at the onset and end of the
ED were significant according to the Barthel index (p = 0.44), the HADS Anxiety scale (p
= 0.43) and HADS Depression (p = 0.45). In subgroup II a, the difference in indicators at
the onset and end of ED was significant only according to the Barthel index (p = 0.46)
(Table 4.6).

The difference in indicators at the onset and end of ED were not significant
according to the MoCA scale and in both subgroups of group II (p> 0.05), which coincides
with the results of group I, which is associated with less impairment of cognitive functions
in IS in VI (Table 4.6). Distribution of patients in group II by pathogenetic subtype of IS is
shown in Figure 2
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Figure 2 Distribution of patients in group II (n = 64) by pathogenetic subtypes by sex
and subgroups

Figure 2 shows that the distribution of patients into subgroups according to the
pathogenetic subtype of IS was steady, and by gender it was less steady in HD of IS.

The dynamics of indicators of clinical, neurological and neuropsychological scales
for pathogenetic subtypes of IS in VI are presented in Table 2.

Patients of group II with CE subtype, as well as patients of group I with CE of IS,
gained significantly higher scores on the Rankin scale during the entire ED compared to
patients with AT subtype (p = 0.037), LA subtype (p = 0.042) and HD subtype (p = 0.039),
which is consistent with literature data [3]. There was no significant relationship between
different subtypes of IS with any other indicators, except for the Rankin scale (-0.14 <r
<0.14).

In patients of group II, we stated an average direct significant (p <0.05) relationship
between the number of points on the Rankin scale and the number of points on the HADS
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Anxiety scale (r = 0.44), HADS Depression (r = 0.46) and the scale B. Lindmark (r = 0.47)

with CE subtype of IS ; average strength, a direct reliable (p <0.05) relationship between

the number of points on the Rankin scale and the number of points on the HADS Anxiety

scale (r = 0.44), HADS Depression (r = 0.48) with AT subtype of IS. With LA and HD

subtypes of IS in patients of group II, it was not possible to determine the relationship
between the indicators of various scales due to the small number of patients.

Table 2

Dynamics of indicators of clinical-neurological and neuropsychological scales of

patients of group II (n = 64) with different pathogenetic subtypes of IS in VI (M+0)

The studied indicators AT (n=29) CE (n=19) LA (n=5) HD (n=11)
B. ED onset 324,2+11,8 | 310,2+14,4 | 327,5+28,9 | 326,8+18,9
Lindmark
Scale in 3 333,4+11,7 | 314,3+13,6 | 338,4+29,1 | 337,3+19,1
months
in 6 351,2+10,4* | 329,6+14,8 | 362,3+19,2* | 356,8+18,9
months
Index ED onset 44,343,5 38,3+4,6 46,715,7 45,745,3
Barthel in 3 475434 | 424149 | 546469 | 53,8163
months
in6 56,6+3,8* 48,4+5,1* 61,4+7,1* 60,7+7,4
months
Rankin ED onset 3,82+1,29 4,11 3,45+1,42 3,56+1,48
Scale +1,23**
in3 3,40+1,56 3,76+1,14** 3,31+1,13 3,45+1,23
months
in 6 3,04+0,87 | 3,51+1,03** | 2,98+1,07 3,11+1,37
months
MoCA scale | ED onset 21,7+2,3 20,2+2,5 23,213,4 22,9432
in 3 23,7+2,8 21,9+2,6 24,843,8 24,5+3,5
months
in 6 24,8+2,3 22,5+2,5 26,4+3,9 26,213,6
months
HADS ED onset 10,17+1,82 | 10,84+2,23 8,89+2,85 9,05+2,37
Anxiety in 3 9,84+1,67 | 10,18+2,42 | 8324282 | 848+244
months
in 6 8,45+1,42 9,27+2,14 8,161+2,76 8,21+2,65
months
HADS ED onset 11,23+1,84 | 11,96+1,91 | 10,48+2,12 | 10,27+2,18
Depression in 3 10,08+1,68 | 11,14+1,67 | 10,12+2,34 | 10,05+2,56
months
in 6 9,34+1,56 10,34+1,56 9,08+2,26 9,18+2,19
months
NIHSS ED onset 2,49+1,72 2,61+1,58 2,33+1,97 2,24+1,87
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Note: * - P <0.05 is significant in relation to the analogous indicators of this group
at the onset of the ED; ** - P <0.05 significant in relation to other subtypes of IS in the same
period.

Conclusions: 1. Recovery in ED depends on many factors, including the subtype of
IS, so the most severe course of CE of IS is reflected in the Rankin scale, the AT subtype also
proceeds quite severe, LA and HD subtypes are reliably easier.

2. Each localization of IS in VI is characterized by its own changes in the patient's
neurological status, Doppler indices and MRI picture.

3. The timing of the patient's recovery volume depends on the localization of the
process, the subtype of IS, the presence of COPD and the rehabilitation technique.

4. Patients with a lacunar subtype, a single small or medium focus in the cerebellar
hemispheres and the midbrain, recover most completely after complex rehabilitation.
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