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K CBEAEHHUIO ABTOPOB!
[Ipu HampaBIEeHUY CTAaTbH B PEAAKITUIO HEOOXOIUMO COOIONATh CISAYIONINE TIPABHIIIA;

1. CraTps nomkHa OBITH IPEJCTaBICHA B IBYX SK3EMIUIIPAX, HA PYCCKOM HMJIM aHTITUHACKOM SI3bI-
Kax, HaTrleyaTaHHas yepe3 MoJITopa HHTepBaJjia Ha OIHOI CTOPOHE CTAHIAPTHOIO JIUCTA € INMPHHOI
JIEBOTO NOJIsI B TPHM caHTHMeTpa. Mcnonb3yemblil KOMIIBIOTEPHBII WPUQT U1 TEKCTa Ha PYCCKOM U
aHnuickoM s3bikax - Times New Roman (Kupuiuna), 115 TeKcTa Ha TPy3UHCKOM S3BIKE CIIEAYeT
ucnoip3oBath AcadNusx. Pasmep mpudra - 12. K pykonrcu, HaneyaTaHHOW Ha KOMITBIOTEPE, JTODKEH
o5ITh IprtoskeH CD co crarbeit.

2. Pa3Mep craTbu TOTKEH OBITH HE MEHEe NeCsTH 1 He OoJiee 1BaALATH CTPAHUI] MAITHOIINCH,
BKJIIOYAsl yKa3areJlb JINTepaTypsl U Pe3loMe Ha aHIJIMIICKOM, PYCCKOM U IPYy3HHCKOM SI3bIKaX.

3. B crarbe 10KHBI OBITH OCBEIICHBI AKTyaIbHOCTh JAHHOTO MaTepHalla, METOIBI U PE3YIIbTaThI
UCCIIeIOBaHUs U X 00CYyKACHHE.

[Ipu npencTaBiIeHNHN B IIeYaTh HAYYHBIX SKCIIEPUMEHTAIBHBIX PA0OT aBTOPHI JOJIKHBI YKa3bIBATH
BHUJl U KOJMYECTBO SKCIIEPUMEHTANBHBIX KUBOTHBIX, IPUMEHSBIINECS METOABl 00e300MMBaHUS U
YCBHIJICHHUS (B XOJI€ OCTPBIX OIIBITOB).

4. K crarbe JOIKHBI OBITH MIPUIIOMKEHBI KpaTKoe (Ha MOJICTPAaHUIIBI) Pe3OMe Ha aHIIIUICKOM,
PYCCKOM M IT'PY3HHCKOM $I3bIKax (BK/IIOYAIOLIEE CIELYOLINE pa3aesbl: Liedb UCCIeI0BaHNs, MaTepHual U
METOJIBI, PE3YJILTATHI M 3aKIIFOUSHHE) U CIIUCOK KITtoueBBIX cioB (key words).

5. Tabnunp! HEOOXOIUMO NPENCTABIATE B Ie4aTHOH hopme. DoTokonuu He npuHUMaroTcs. Bee
nu¢poBbie, HTOTOBbIE H NPOLIEHTHbIE JaHHbIE B Ta0JIMIaX J0JIKHbI COOTBETCTBOBATH TAKOBBIM B
TeKcTe cTaThbU. Tabiuibl U rpaduKu TOJKHBI OBITH 03aryIaBIICHBI.

6. dotorpadun AOIKHBI OBITH KOHTPACTHBIMHU, (POTOKOIHHU C PEHTTEHOTPAMM - B IO3UTUBHOM
n300paxeHuH. PUCYyHKH, yepTeXu U IuarpaMmbl clIeoyeT 03ariaBUTh, IPOHYMEPOBATh U BCTABUTH B
COOTBeTCTBYIOIIEe MecTo TekcTa B tiff opmare.

B noanucsix k MukpogotorpadgusaM cieayeT yKa3plBaTh CTEICHb yBEIMUCHUS Yepe3 OKYISP HITH
00BEKTUB U METOJ] OKPACKU WJIM UMIIPETHALIMH CPE30B.

7. ®aMUIUU OTEYECTBEHHBIX aBTOPOB MIPUBOJAATCS B OPUTHHAIBHON TPAHCKPUIILIUH.

8. I[Ipu opopmnennu u HampaBneHun crared B xypHanm MHI mpocum aBTOpOB cobmronars
NpaBUIIa, U3JI0KEHHBIE B « EMUHBIX TpeOOBaHUSIX K PYKOMHUCSM, IPEACTABISIEMBIM B OMOMEIUIIMHCKHUE
JKypHAJIbD», TPUHATHIX MeXIyHapOAHBIM KOMHUTETOM PEIAaKTOPOB MEAMLMHCKUX KYpHAJIOB -
http://www.spinesurgery.ru/files/publish.pdf u http://www.nlm.nih.gov/bsd/uniform_requirements.html
B koHIIe Kax 101 OPUTHHATIBHOM CTaThU MPUBOAUTCA OnOIHOrpadguyeckuii cnucok. B cnmncok nurepa-
TYPBI BKJIFOYAIOTCSl BCE MaTepHalibl, HA KOTOPBbIE UMEIOTCS CCBUIKU B TeKcTe. CIHUCOK COCTaBIAETCs B
andaBUTHOM MOpsAKe U HymMepyeTcs. JIutepaTypHblii HCTOYHMK NPUBOAUTCS Ha sI3bIKE OpUrMHaia. B
CIMCKE JINTEPATyPhl CHavYajia IPUBOIATCS PabOThI, HAMCAHHBIE 3HAKaMU TPY3MHCKOTO andaBuTa, 3aTeM
Kupwuien u naruHuneidl. CChUIKM Ha IUTHUPYEMble pabOThl B TEKCTE CTAaTbH JAIOTCS B KBaIpPaTHBIX
CKOOKax B BUJI€ HOMEPA, COOTBETCTBYIOLIETO HOMEPY JaHHOH pabOoThI B CIIMCKE TUTEPaTypbl. bonbmmH-
CTBO IIUTHPOBAHHBIX UCTOYHUKOB JOJKHBI OBITH 3a IMOCTIEAHNUE S5-7 JIET.

9. ns momydeHus MpaBa Ha MyONMKAIMIO CTaThs OJDKHA MMETh OT PYKOBOIUTENSI pabOTHI
WIN YUPEXKJCHUS BU3Y U CONPOBOIUTEIHHOE OTHOLLICHNUE, HAIMCAHHBIC WJIM HAlledaTaHHbIE Ha OJIaHKe
Y 3aBEPEHHBIE MOJIHCHIO U NIEYATHIO.

10. B koHIe cTaThU NOJKHBI OBITH MOAMHCH BCEX aBTOPOB, MOJHOCTBHIO MPUBEAEHBI UX
(amMuInM, UIMEHa U OTYECTBA, YKa3aHbl CIIy>KeOHBIN M AOMAIIHUI HOMEpa TeJIe(OHOB U agpeca MM
uHble koopAuHaThl. KomuuecTBo aBTOPOB (COABTOPOB) HE NOHKHO MPEBBIMIATH IISATH YEJIOBEK.

11. Penakuus ocraBisiet 3a cO00i MpaBo COKpaIaTh ¥ HCIPaBIATh cTarhi. Koppekrypa aBropam
HE BBICBUIAETCS, BCS paboTa U CBEpKa IPOBOAUTCS 110 aBTOPCKOMY OPHTHHAILY.

12. HemomycTuMoO HampaBiieHHE B pelaklMIo padoT, MpeICTaBICHHBIX K MeYaTH B MHBIX
M3/1aTeNbCTBAX WIIM OMYOJIMKOBAHHBIX B APYTHX U3JAHUSX.

Hpﬂ HApYHNIEHUH YKa3aHHBIX IPABUJI CTATbU HE PAaCCMAaTPUBAIOTCH.




REQUIREMENTS

Please note, materials submitted to the Editorial Office Staff are supposed to meet the following requirements:

1. Articles must be provided with a double copy, in English or Russian languages and typed or
compu-ter-printed on a single side of standard typing paper, with the left margin of 3 centimeters width,
and 1.5 spacing between the lines, typeface - Times New Roman (Cyrillic), print size - 12 (referring to
Georgian and Russian materials). With computer-printed texts please enclose a CD carrying the same file titled
with Latin symbols.

2. Size of the article, including index and resume in English, Russian and Georgian languages must
be at least 10 pages and not exceed the limit of 20 pages of typed or computer-printed text.

3. Submitted material must include a coverage of a topical subject, research methods, results,
and review.

Authors of the scientific-research works must indicate the number of experimental biological spe-
cies drawn in, list the employed methods of anesthetization and soporific means used during acute tests.

4. Articles must have a short (half page) abstract in English, Russian and Georgian (including the
following sections: aim of study, material and methods, results and conclusions) and a list of key words.

5. Tables must be presented in an original typed or computer-printed form, instead of a photocopied
version. Numbers, totals, percentile data on the tables must coincide with those in the texts of the
articles. Tables and graphs must be headed.

6. Photographs are required to be contrasted and must be submitted with doubles. Please number
each photograph with a pencil on its back, indicate author’s name, title of the article (short version), and
mark out its top and bottom parts. Drawings must be accurate, drafts and diagrams drawn in Indian ink
(or black ink). Photocopies of the X-ray photographs must be presented in a positive image in tiff format.

Accurately numbered subtitles for each illustration must be listed on a separate sheet of paper. In
the subtitles for the microphotographs please indicate the ocular and objective lens magnification power,
method of coloring or impregnation of the microscopic sections (preparations).

7. Please indicate last names, first and middle initials of the native authors, present names and initials
of the foreign authors in the transcription of the original language, enclose in parenthesis corresponding
number under which the author is listed in the reference materials.

8. Please follow guidance offered to authors by The International Committee of Medical Journal
Editors guidance in its Uniform Requirements for Manuscripts Submitted to Biomedical Journals publica-
tion available online at: http://www.nlm.nih.gov/bsd/uniform_requirements.html
http://www.icmje.org/urm_full.pdf
In GMN style for each work cited in the text, a bibliographic reference is given, and this is located at the end
of the article under the title “References”. All references cited in the text must be listed. The list of refer-
ences should be arranged alphabetically and then numbered. References are numbered in the text [numbers
in square brackets] and in the reference list and numbers are repeated throughout the text as needed. The
bibliographic description is given in the language of publication (citations in Georgian script are followed
by Cyrillic and Latin).

9. To obtain the rights of publication articles must be accompanied by a visa from the project in-
structor or the establishment, where the work has been performed, and a reference letter, both written or
typed on a special signed form, certified by a stamp or a seal.

10. Articles must be signed by all of the authors at the end, and they must be provided with a list of full
names, office and home phone numbers and addresses or other non-office locations where the authors could be
reached. The number of the authors (co-authors) must not exceed the limit of 5 people.

11. Editorial Staff reserves the rights to cut down in size and correct the articles. Proof-sheets are
not sent out to the authors. The entire editorial and collation work is performed according to the author’s
original text.

12. Sending in the works that have already been assigned to the press by other Editorial Staffs or
have been printed by other publishers is not permissible.

Articles that Fail to Meet the Aforementioned
Requirements are not Assigned to be Reviewed.
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Today, stroke has been declared a global epidemic threatening
the life and health of the world population. In the world 5.6-
6 million people a year suffer from stroke. It is predicted that
deaths from stroke will rise to 6.7 million in 2015 and 7.8
million in 2030, if no active global measures have been taken
to combat the epidemic. Stroke has been declared a disease-
catastrophe in India, South Africa, Spain and all Latin American
countries. It is the number one killer of people over the age of 50
in South Africa. In most developed countries stroke is the third
most frequent killer after heart disease and cancer [1,2]. The
annual mortality rate from stroke in Russia is one of the highest
in the world (175 per 100,000 population). Stroke morbidity and
mortality rates among people of working age in Russia have
increased over the last 10 years by more than 30% (mortality
- 41 per 100 thousand people). The early 30-day mortality rate
after stroke is 34.6%, and about half of those who fall ill die
within a year. Stroke is the leading cause of disability worldwide
and imposes special obligations on the family members of the
patient, significantly reducing their labor potential, putting a
heavy socio-economic burden on society [3,4].

In Russia the cost of treatment of one patient who has had
a stroke, including in-patient treatment, medical and social
rehabilitation and secondary prevention (direct costs) is 127
thousand rubles a year, i.e. the total direct costs of stroke (from
499 thousand cases a year) is 63.4 billion rubles. Indirect costs of
stroke, estimated by the loss of GDP due to premature mortality,
disability, and temporary incapacity for work of the population,
are about 304 billion rubles per year in Russia. According to
WHO, in the period from 2005 to 2015 the loss of GDP in
Russia because of premature deaths from vascular causes could
make 8,2 trillion rubles. Thus, the estimations based only on
the economically accountable data, testify to extremely high
"price" of stroke [4,5]. In the USA direct and indirect social and
economic losses in connection with strokes make approximately
41 billion US dollars. An alarming trend is the rejuvenation of
stroke. And therefore, the World Health Organization and World
Stroke Organization have developed the Global Stroke Initiative
program to create a global information database on stroke and to
coordinate countries' stroke prevention and treatment activities
[1,6,7].

The Republic of Kazakhstan is in second place after Moldova
in terms of cardiovascular disease mortality among the CIS
countries. There are 2 million people registered in Kazakhstan
who suffer from cardiovascular diseases, which is 12% of the
economically active population of the country. At the same
time domestic scientists argue that the official statistics are
understated [8,32].

According to the official data of the Republican Center of
e-health of MH RK the hospitalized morbidity of acute on-
cerebral circulation disorder (CCAD) in 2015 was 220.2 per
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100 thousand population, 226.9 in 2016, 229.2 in 2017 and
229.7in 2018 [9].

The number of patients receiving disability benefits nationally
due to stroke exceeds 200,000. Incidence of stroke in different
regions of Kazakhstan is 2.5 - 3.7 cases per 1000 people,
mortality from 1.0 to 1.8 cases per 1000 per year. In comparison
with Russia: from 2.5 up to 7.43 cases of stroke per 1,000
persons a year, the mortality rate from stroke fluctuates from
0.7 up to 3.31 cases per 1,000 persons a year [10]. The available
official data on the problem of stroke in Kazakhstan do not give
a complete and adequate real picture, since the "Stroke Register"
was carried out only in some cities of the country.

The number of patients with stroke in Kazakhstan is increasing,
and the annual increase in hospitalized morbidity due to stroke
is from 1 to 3%.

In-hospital mortality rates for stroke (hemorrhagic + ischemic
strokes) in RK for the period from 2015 to 2018 varied from
minimal 12,6 to maximal 13,3 %, on the average being 13,0 %.
Stroke mortality decreased from 7.5 per 100,000 population in
201510 5.9 in 2018 [9].

The provision of specific therapy for stroke patients in the
form of thrombolytic therapy and neurosurgery is a recognized
international standard in the provision of medical care and
indicates a high level of organization in the country as a whole.
The number of thrombolysis performed for ischemic stroke
increased by 3% (by 123) (from 4,336 in 2015 to 4,459 in 2016).
The percentage of thrombolysis performed in patients with
ischemic stroke increased from 1.0 to 3.3, respectively, from
2015 to 2018. The percentage of neurosurgical activity also
increased from 2.1% in 2015 to 6.2% in 2018 [11]. A stroke
is a disorder of brain function caused by a disruption of its
blood supply that occurs suddenly. The nature of the disorders
of higher nervous activity in stroke depends on the localization
of the lesion focus. The cerebral circulation disorders of
ischemic type are the consequence of a decrease in the diameter
of blood vessels or their complete occlusion [12]. The main
causative factor is the occlusion of brachycephalic vessels by
a parietal or occluding thrombus [13]. In the final stages of
this pathology, preceding the development of brain infarction,
there is a transformation of soluble fibrinogen into insoluble
fibrin. The fibrin network is filled with blood components, thus
creating the basis for future thrombus formation [14]. Modern
strategy of ischemic stroke treatment implies timely application
of reperfusion therapy combined with the use of modern
neuroimaging methods based on CT and MRI technologies,
which allows assessing the state of cerebral perfusion both at
the time of hospitalization and in dynamics [15]. The tactics
of treatment measures in acute circulatory disorders bears the
imprint of the influence of the so-called concept of "ischemic
penumbra and window of therapeutic possibilities". Within this
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concept, the "core of the infarction" is the area where there are
irreversible structural changes, and the area where the changes
are functional, marked as hypoperfusion, but in general the level
of energy metabolism is sufficient, is called the "penumbra" or
ischemic penumbra [16]. Disruption of cerebral blood supply
is accompanied by activation of oxygen-free glucose oxidation
pathway, development of metabolic acidosis, impaired ion
pump function and eventually cytotoxic edema - all this leads
to activation of apoptosis mechanism and further expansion of
destruction site [17]. The time of formation of the brain "infarct
core" is 5-8 minutes from the onset of the signs of neurological
deficit. The increase of infarct zone volume occurs due to the
destruction of "penumbra" cells [16]. The formation of 50% of
the infarct volume occurs in the first 1.5 hours from the onset
of symptoms and 70-80% - in the next 6 hours [18]. The time
up to 6 hours from the development of the disease is called the
"therapeutic window". It is during this period that measures
to restore perfusion in the "penumbra" zone are characterized
by the greatest effectiveness [19]. Reperfusion therapy in
ischemic stroke should be performed as early as possible, there
is a concept of "door to needle", which implies that care should
be provided as early as possible. According to recent studies,
timely thrombolytic therapy allows expanding the "therapeutic
window" - the sooner thrombolysis is performed, the higher the
rates of patients' recovery [20,21].

The history of development of thrombolytic therapy (THT)
originates from 1958, when the first report on THT in stroke was
published (Sussman B.J.et al., 1958). The advent of computed
tomography (CT) in the early 1980s made further study of TLT
possible. J.A. Zivin et al. [22] found out that rtPA application
in rabbits immediately after cerebral vessel occlusion with
embolus (obtained from autoblood and injected into the neck
artery) leads to radical reduction of brain infarct size. In fact,
they showed for the first time that thrombolysis with rtPA
performed in the first hours of acute ischemic stroke (AIS) can
significantly improve neurological functions [23].

In 2014, Joanna M WardlawVeronic, MurrayEivind, Berge
Gregory, J del Zoppo searched the Cochrane Registry of Clinical
Trials for Stroke (last conducted November 2013), MEDLINE
(from 1966 to November 2013), and EMBASE (from 1980
to November 2013). Conference and journal proceedings and
reference materials were also reviewed. The selection criteria
were randomized trials of any thrombolytic agent versus control
in people with diagnosed ischemic stroke.

Thisreview included 27 studies with 10,187 participants, testing
preparations of urokinase, streptokinase, rt-PA, recombinant
prourokinase, or desmoteplase. Four studies used intraarterial
administration and the rest used intravenous administration.
Most of the data are from trials that started treatment six
hours after the stroke. About 44% of the trials (about 70% of
participants) tested intravenous rt-PA administration. In the
study, 16% of the participants were over 80 years of age. More
than 50% of the trials met the criteria for complete concealment.

Thrombolytic therapy, mostly given withinsix hours ofischemic
stroke, significantly reduced the proportion of participants who
were dead or disabled (modified Rankin 3 through 6) three to
six months after stroke (odds ratio (OR) 0.85, 95% confidence

37

interval (CI) 0.78 to 0.93). Thrombolytic therapy increases the
risk of symptomatic intracranial hemorrhage (OR 3.75, 95%
CI 3.11 to 4.51), early death (OR 1.69, 95% CI 1.44 to 1.98;
13 trials, 7458 participants), and death three to six months
after stroke ( OR 1.18, 95% CI 1.06 to 1.30). Early death after
thrombolysis was mostly related to intracranial hemorrhage.
Treatment within three hours of stroke was more effective in
reducing mortality or disability (OR 0.66, 95% CI 0.56 to 0.79)
without increasing mortality (OR 0.99, 95% CI 0.82 to 1.21;
11 trials, 2187 participants). There was heterogeneity between
trials. Current antithrombotic drugs increased the risk of death.
Trials testing rt-PA showed a significant reduction in mortality
or dependence on treatment before six hours (OR 0.84, 95%
CI 0.77 to 0.93, P = 0.0006; 8 trials, 6729 participants) with
significant heterogeneity; treatment at three hours was more
beneficial (OR 0.65, 95% CI 0.54 to 0.80, P < 0.0001; 6 trials,
1779 participants) without heterogeneity. Participants over 80
years of age benefited equally from participants under 80 years
of age, particularly if they were treated within 3 hours of stroke.
6729 participants) with significant heterogeneity; treatment
within three hours was more beneficial (OR 0.65, 95% CI
0.54 to 0.80, P < 0.0001; 6 trials, 1779 participants) without
heterogeneity.

Thus, thrombolytic therapy given within six hours of stroke
reduces the proportion of death or disability. Those treated
within the first three hours received significantly more benefit
than those treated later. This overall benefit was evident despite
an increase in symptomatic intracranial hemorrhage, mortality
after 7-10 days, and mortality at follow-up (except in trials with
rt-PA testing, which had no effect on death at follow-up).

The NINDS trial was the first multicenter, randomized,
placebo-controlled trial to prove the safety and efficacy of
systemic TLT using rt-PA in the first three hours of onset
[24,25]. The following randomized placebo-controlled trials
ECASS I and II [22,23] evaluated the safety and efficacy of
different doses of rt-PA (ECASS I - 1.1 mg/kg, ECASS 1T - 0.9
mg/kg) in the first six hours from stroke onset. The results of the
ECASS I and II studies regarding the safety of the drug were
comparable with those of the NINDS study. There were no
significant differences between the main group and the placebo
group with regard to efficacy.

Two parts of the ATLANTIS study (A and B) evaluated
the safety and efficacy of rt-PA at a dose of 0.9 mg/kg up to
five hours from onset. No significant positive effect of rt-PA
compared with placebo was observed [26].

The ECASS III study [27] demonstrated the safety and efficacy
of systemic thrombolysis in the first 4.5 hours after the onset of
symptoms. The results of this work served as a reason for the
revision of European and American recommendations on the
treatment of ischemic stroke. It was proposed to increase the
therapeutic window for systemic TLT to 4.5 hours [28,29]. In
the Russian Federation, the relevant changes in the instructions
for alteplase drug were made on May 25, 2011.

The largest study IST III [28] evaluated the safety and efficacy
of rt-PA systemic TLT in ischemic stroke within the first six
hours of its onset. The results were considered neutral, because
the primary endpoint - the prevalence of persons with good



recovery of impaired functions according to the Oxford Scale in
the TLT group - was not achieved.

Thus, the current positive evidence base for alteplase comes
from only two large studies, NINDS and ECASS III.

The dependence of the effectiveness and safety of fibrinolytic
therapy on the time of its initiation has been demonstrated
in several large studies. Combined analysis of the results of
the NINDS, ECASS I and II, ATLANTIS studies (n = 2775)
showed that the odds ratio (OR) of a favorable outcome was
2.81 (95% confidence interval (CI) 1.75-4.5) if thrombolysis
was started within the first 90 minutes of stroke and 1.55 (95%
CI 1.12-2.15) from 90 to 180 minutes. When TLT was initiated
between 181 and 270 minutes, the OR of favorable outcome
was 1.40 (95% CI 1.05-1.85), and after 271-360 minutes it was
1.15 (95% CI 0.90-1.47) [29]. Thus, time is the most important
condition for the effectiveness of TLT . For this reason, in
all recommendations on treatment of patients with stroke the
necessity of reduction of all delays with the beginning of therapy
is emphasized [30].

In addition to the timing factor, the age of patients is also
important to consider when administering TLT. According
to the instructions on the use of alteplase preparation and the
recommendations of European Stroke Organization, patients
under 18 years old should not undergo TLT and patients over
80 years old - with special care [30].

F. Mateen et al. analyzed data from the Canadian TLT registry
for patients aged 80 to 89 years and from 90 to 99 years [31,32].
Both age groups were characterized by a preponderance of
female patients (61% in the 80-89-year-old group and 77% in
the 90-99-year-old group) and baseline stroke severity (greater
than 15 points on the National Institutes of Health Stroke
Scale, in 52 and 58%, respectively). Both groups had similar
rates of symptomatic hemorrhagic transformation (4 and 7%,
respectively), three-month mortality (33 and 52%, respectively),
and good recovery of impaired neurological functions (26 and
30%, respectively).

Thus, thrombolysis in patients of different age groups,
including those aged 80 to 89 years and older, is equally safe
and effective.
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SUMMARY

APPLICATION OF THROMBOLYSIS THERAPY FOR
ACUTE CEREBRAL CIRCULATION IN THE REPUBLIC
OF KAZAKHSTAN, COUNTRIES OF THE FAR AND
NEAR FOREIGN COUNTRIES.

Abdrakhmanova M.G'., Kasenova A.S'., Omarova Sh',
Shinalieva K.A!.,, Baltabaeva A.S'.

INJSC "Astana Medical University”, Ministry of Health of the
Republic of Kazakhstan, Nur-Sultan, Kazakhstan.

Abstract. In the world, stroke suffers 5.6-6 million people a
year. Stroke deaths are predicted to rise to 6.7 million in 2015
and to 7.8 million in 2030.

Stroke is the leading cause of disability worldwide.

The provision of specific therapy to patients with stroke in
the form of thrombolytic therapy and neurosurgical operations
are recognized international standards in the provision of
medical care. The advent of computed tomography (CT) in
the early 1980s made it possible to further study TLT. In 2014
Joanna M WardlawVeronic, MurrayEivind, Berge Gregory, J
del Zoppo searched the Cochrane Stroke Trial Registry (Last
November 2013), MEDLINE (1966 to November 2013) and at
EMBASE (from 1980 to November 2013). We concluded that
thrombolytic therapy administered within six hours of a stroke
reduces the proportion of deaths or disability. The dependence
of the efficacy and safety of fibrinolytic therapy on the time of
its initiation has been demonstrated in a number of large studies.
A pooled analysis of the results of the NINDS, ECASS I and
II, ATLANTIS studies (n = 2775) showed that the odds ratio
(OR) of a favorable outcome of the disease when thrombolysis
was initiated in the first 90 minutes of a stroke. Thus, time is the
most important condition for the effectiveness of TLT.

In addition to the time factor, it is important to take into account
the age of patients during TLT. F. Mateen et al. analyzed data
from the Canadian TLT registry for patients aged 80 to 89 years
and 90 to 99 years. Thus, thrombolysis in patients of various age
groups, including those aged 80 to 89 years and older, is equally
safe and effective.

Keywords. Ischemic stroke, thrombolytic therapy, NINDS
studies, ECASS I, II, III, ATLANTIS (A and B), stroke in the
CIS countries.
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