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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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Abstract.

Background: Neuropathic pain (NeP) is a distinct pain
phenotype arising from a lesion or disease of the somatosensory
nervous system. It is more intense, more persistent and more
resistant to conventional analgesia than nociceptive pain, and
it degrades quality of life (QoL) disproportionately. Population
estimates of chronic pain with neuropathic characteristics in
Europe and North America range from roughly 6% to 10%, and
30-40% of all chronic pain is believed to have a neuropathic
component. In Kazakhstan, however, no systematic registration
of NeP exists, its share within the neurological caseload has
never been quantified, and no unified diagnostic or therapeutic
standard is in force. This study was designed to close that gap
for the Turkestan region.

Methods: A descriptive, cross-sectional and analytical study
was carried out in 2015-2024 in the Turkestan region of the
Republic of Kazakhstan. Institutional approval was granted
by the Local Ethics Committee of the Khoja Akhmet Yassawi
International Kazakh-Turkish University (Protocol No. 2015-
04/A). A two-stage screening design was applied to 1,705
consecutive adults who presented with an active pain complaint
to outpatient neurologists across 30 urban and district polyclinics,
an emergency hospital and a university clinic. The minimum
sample size was estimated for a finite reference population
of 53,030 registered nervous-system disease cases, assuming
an expected proportion of 50%, a 95% confidence level and
a £5% margin of error (single-proportion formula with finite
population correction), giving a minimum of 382 participants,
which the achieved sample greatly exceeds. Screening used the
standard painDETECT questionnaire (negative / uncertain /
positive), interpreted as a screen-positive / probable neuropathic
component rather than a confirmed diagnosis, and supported
by DN4 only in the clinical subsample; it was combined
with medical-record review and paraclinical verification
(electroneuromyography, CT, MRI, radiography, Doppler
ultrasound). Health-related QoL was measured with SF-36 and,
in the clinical subsample, with EQ-5D; anxiety and depression
with HADS; pain intensity with a visual analogue scale (VAS)
and pressure-pain thresholds by algometry. Analyses (IBM
SPSS Statistics 19) comprised proportions with standard errors
and 95% confidence intervals, Pearson's x* for categorical
variables and Student's t-test or the Mann—Whitney test for
continuous variables as appropriate, Spearman correlation, odds
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ratios and norm-based standardisation of SF-36 scales against
population norms.

Results: A screen-positive painDETECT result (probable
neuropathic component) was recorded in 48.2+1.21% of patients
(95% CI 45.8-50.6%), an uncertain result in 10.1+0.73% and
a negative result in 41.7£1.19%. This proportion refers to a
selected clinical population and is not a general-population
prevalence estimate. Central NeP predominated (62.8+1.17%)
over peripheral NeP (37.2+1.17%), and central pain was more
frequent among screen-positives (65.6+1.66% vs 59.6+1.84% in
negatives, p<0.001). Men were over-represented among screen-
positives (56.9£1.73% vs 43.1£1.73%, p<0.001) and among
patients with central pain (61.4+1.49%), whereas peripheral
pain prevailed in women (56.4+1.97%). Cases clustered in
the socially active age band of 41-70 years. Screen-positives
reported qualitatively different pain: electric-shock attacks
in 61.9£1.69% vs 45.0£1.87% (p<0.001), at least moderate
numbness in 93.4+0.87% vs 54.5£1.87% (p<0.001), severe
burning in 11.1£1.10% (absent in negatives), and mechanical
allodynia on examination in all screen-positive patients
examined. Age showed the strongest (unadjusted, bivariate)
association with pain intensity, followed by the underlying
diagnosis, with sex and pain type contributing less; no
multivariable adjustment was performed. Occupational hazards,
comorbidity, type of labour in women and occupation in the 31—
40 and 41-50 age groups were associated with a screen-positive
result (weak, unadjusted bivariate correlations). On standardised
SF-36 scores, screen-positives scored significantly lower for
role—physical (t=4.75), role—emotional (t=4.48), mental health
(t=3.33) and vitality (t=2.63; all p<0.001); 91.2+0.99% rated
their health as fair or poor and 92.7+0.63% were rarely or never
happy.

Conclusions: Nearly every second neurological outpatient
presenting with pain in the Turkestan region screens positive
for a probable neuropathic pain component, most often of
central origin, and this component is associated with a heavier
symptom burden and a measurable loss of role, emotional
and mental functioning. Because the design is cross-sectional
and painDETECT is a screening tool, these findings identify
associations rather than causal or confirmed-diagnostic
relationships. Age-stratified screening with painDETECT (with
DN4 confirmation) and targeted management of vulnerable
groups (patients under 30 and aged 71-80 years) are the
recommended practical steps for regional service planning.
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Introduction.

Neuropathic pain is defined by the International Association
for the Study of Pain as pain caused by a lesion or disease of
the somatosensory nervous system [1,2]. Unlike nociceptive
pain, which signals ongoing tissue injury and normally subsides
once the injury heals, NeP reflects a maladaptive reorganisation
of nociceptive processing itself: ectopic discharge in damaged
afferents, loss of segmental inhibition, and central sensitisation
of second-order neurons [3-5]. The clinical consequence is a
pain that is spontaneous as often as it is evoked, that is described
in unusual sensory terms (burning, electric shock, pins and
needles, numbness), and that is accompanied by allodynia and
hyperalgesia — pain from stimuli that are not normally painful
at all.

The epidemiological picture remains incomplete. Population
surveys using screening instruments place chronic pain with
neuropathic characteristics at 6-10% of adults, and clinical
series suggest that 30—40% of all chronic pain has a neuropathic
component. Estimates vary widely because they depend on the
instrument used, on the nosological mix of the sample, and on
the age and sex structure of the population studied. What is
consistent across studies is the disproportionate burden: patients
with NeP report worse physical and mental functioning than
patients with equally intense nociceptive pain, use more health-
care resources, lose more working days, and carry a roughly
two-fold excess of depression and anxiety [6-11].

Kazakhstan has no dedicated registration system for NeP.
Neurological morbidity is recorded by ICD-10 category, which
captures the underlying disease but not the pain phenotype,
so a patient with post-herpetic neuralgia and a patient with
uncomplicated herpes zoster are statistically indistinguishable.
As a result, the volume of care that regional health services
should plan for is unknown, screening is not standardised,
and pathogenetically appropriate therapy is prescribed
inconsistently. The Turkestan region — the most populous
region of the country, with a mixed urban and rural population
and a high share of manual labour — is an informative setting
in which to quantify the problem [12-15].

This study had four objectives: to establish the share of
neurological diseases and syndromes accompanied by NeP
among outpatients presenting with pain, and to describe its
structure by pain type, sex, age and ICD-10 class; to characterise
the temporal course and sensory profile of pain in screen-
positive patients; to identify medico-social and occupational
factors associated with the presence of NeP; and (iv) to quantify
the impact of NeP on health-related quality of life and emotional
status, and to establish a scientific baseline to inform future
pathogenetically targeted therapeutic strategies.

Materials and Methods.

Design and setting:

The study was designed as a descriptive cross-sectional
and analytical screening study. It was performed within the
research project "Neuropathic pain screening in the Republic
of Kazakhstan". Data were collected in 2015-2024 in the
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Turkestan region by outpatient physicians managing patients
with pain syndromes. The protocol was approved by the Local
Ethics Committee of the Khoja Akhmet Yassawi International
Kazakh-Turkish University (Protocol No. 2015-04/A) and
conducted in strict accordance with the Declaration of Helsinki.
Recruitment covered the Shymkent City Central Polyclinic and
city polyclinics No. 1-12, the "Chapaevka" city polyclinic,
the Shymkent City Emergency Hospital, the Clinic of the
International Kazakh-Turkish University, and district polyclinics
in Arys, Baydibek, Kazygurt, Maktaaral, Ordabasy, Suzak,
Otyrar, Sayram, Saryagash, Abay, Tolebi, Lenger, Tyulkubas,
Shardara, Turkestan and Kentau. The extended enrolment
window (2015-2024) was adopted deliberately: neuropathic
pain had never been systematically registered in the region, and a
single-year sample would not have accrued enough cases across
its predominantly rural, geographically dispersed catchment
area. Consecutive recruitment over this period, under a standing
research protocol, allowed an adequately powered sample to be
assembled. The recruitment strategy (consecutive outpatients
presenting with an active pain complaint), the diagnostic
procedures (painDETECT screening combined with medical-
record review and paraclinical verification) and the assessment
instruments—together with their validated Russian-language
versions—remained unchanged throughout the study period,
and the same participating centres and trained neurologists were
involved from the beginning to the end of data collection.

Participants and sample size:

A total of 1,705 respondents were enrolled: 934 men (54.8%)
and 771 women (45.2%). Eligibility required an outpatient visit
to a neurologist with an active pain complaint and a verified
neurological diagnosis. Adults presenting without a pain
complaint, and those with incomplete painDETECT screening
data, were not included in the analytic sample. The minimum
required sample size was calculated for the finite population of
nervous-system diseases registered in outpatient facilities of the
region — 53,030 cases according to “Medinform” data for 2015
— using the single-proportion formula with finite population
correction, n = [N-z2-p(1-p)] / [d*(N—1) + z>p(1-p)], with z
=1.96 (95% confidence level), the most conservative expected
proportion p = 0.5, and a margin of error d = 0.05. This yielded
a minimum of 382 participants (=421 after a 10% allowance for
missing or incomplete responses), which the achieved sample of
1,705 substantially exceeds.

Participant flow and data completeness. During the study
period, consecutive adults presenting with an active pain
complaint were assessed for eligibility; those meeting the
criteria and completing painDETECT screening constituted
the 1,705 participants analysed here, whereas records with
incomplete painDETECT data were excluded before analysis.
painDETECT screening, SF-36 and HADS were obtained
for the full cohort. DN4, EQ-5D, algometry and the Central
Sensitization Inventory were administered only in the clinical
subsample (see below). Secondary analyses were performed
on complete-case data; participants with missing observations
for a given secondary variable were excluded from that specific
analysis only. A participant-flow diagram is recommended for
the final published version to document the numbers assessed,
excluded and included at each stage.



Screening and diagnostic instruments:

Screening for a neuropathic component was performed with
the standard painDETECT questionnaire, which combines
current, maximum (past four weeks) and average pain intensity
on a 0—10 VAS, a pain-radiation scheme, a graphical description
of the temporal course, and seven items on spontaneous and
evoked phenomena. Scores were interpreted as 0—12 points
— NeP unlikely (“negative”), 13—18 — indeterminate, a
neuropathic component possible (“uncertain”), and 19-38
— high probability of a neuropathic component (“positive”).
A positive painDETECT result was treated throughout as a
screen-positive / probable neuropathic component and not as a
confirmed diagnosis of neuropathic pain. The DN4 questionnaire
(seven interview items plus three examination items; total
>4 indicates NeP) was applied only in the clinical subsample
rather than to the whole cohort; the full-cohort estimate of
a neuropathic component therefore rests on painDETECT
screening. Central sensitisation was assessed with the Central
Sensitization Inventory (25 items; >40 points diagnostic).
Diagnoses were confirmed against outpatient and hospital
records and paraclinical findings: electroneuromyography,
computed tomography, magnetic resonance imaging,
radiography and Doppler ultrasound. Pain was classified as
peripheral or central on the basis of the anatomical level of the
confirmed somatosensory lesion, established from the clinical
diagnosis, neurological examination and paraclinical findings:
pain attributable to a lesion of the peripheral nervous system
(peripheral nerve, plexus, root or dorsal root ganglion) was
classed as peripheral, and pain attributable to a lesion of the
central somatosensory pathways (spinal cord, brainstem or
brain, e.g. post-stroke pain) as central; where features of both
levels were present, the pain was assigned to the dominant,
imaging- or examination-confirmed lesion. This anatomical
classification refers to the level of the underlying neurological
disorder and is distinct from ‘central sensitisation’ and from
‘central neuropathic pain’ as a confirmed diagnosis; the terms are
not used interchangeably. All questionnaires were interviewer-
administered by trained neurologists, using validated Russian-
language versions of painDETECT, DN4, HADS, SF-36, EQ-
5D and the Central Sensitization Inventory. The final assignment
of each case to the central or peripheral category was made
by the treating neurologist on the basis of the convergence
of the clinical diagnosis, the neurological examination and
the instrumental investigations (electroneuromyography, CT,
MRI, radiography and Doppler ultrasound), and not on the
questionnaire result alone; where the examination and imaging
localised the causative somatosensory lesion to the central
nervous system the pain was classed as central, and where they
localised it to the peripheral nervous system it was classed as
peripheral.

Quality-of-life and psychometric assessment:

Health-related QoL was measured with the SF-36 Health Status
Survey across eight scales. Raw scale scores were transformed
to a 0—100 metric and then converted to norm-based scores
relative to the Russian general-population SF-36 norms reported
by Amirdzhanova et al. (2008), rescaled to a mean of 50 and a
standard deviation of 10 (norm-based scoring against external

154

population norms rather than internal Z-standardisation of the
study sample). In the clinical subsample QoL was additionally
assessed with EQ-5D. Anxiety and depression were measured
with HADS. Pressure-pain thresholds were measured with a
Wagner FDK20 hand algometer (0-10 kg/cm?) at predefined
points per condition, averaged over three measurements, and
summarised as a pressure-pain threshold index.

Statistical analysis:

Data were processed in Microsoft Excel and IBM SPSS
Statistics 19. Normality was tested with the Shapiro—Wilk
test. Normally distributed continuous variables are reported
as mean * standard deviation and compared with Student's
t-test; non-normal variables are reported as median with
interquartile range and compared with the Mann—Whitney test.
Categorical variables and proportions are reported as P+m with
95% confidence intervals and were compared with Pearson's
x> test (or Fisher's exact test where expected cell counts were
small); categorical outcomes were not compared with the t-test.
Associations were quantified with Spearman rank correlation
and odds ratios. For the correlation analysis, binary variables
were coded 0 = absent / 1 = present (occupational hazards,
comorbidity, and a screen-positive neuropathic component: 0
= negative, 1 = positive) and ordinal variables (type of labour,
occupation category) were coded in ascending order; the sign of
each Spearman coefficient must therefore be read against this
coding. Only unadjusted bivariate associations were examined
— no adjusted multivariable model was fitted — so the
reported associations are not adjusted for confounders, claims
of independent association are avoided, and a multivariable
regression with adjusted effect estimates and 95% confidence
intervals is recommended for future work. The observed
proportion of screen-positive patients refers to this selected
clinical sample and was not extrapolated to the general regional
population. A two-sided p<0.05 was considered significant.

Results.

Nosological structure of the sample:

The three leading ICD-10 classes among the 1,705
patients were diseases of the circulatory system (100-199)
at 25.0+1.05%, diseases of the nervous system (G00-G99)
at 22.9+1.02%, and certain infectious and parasitic diseases
(A00-B99) at 17.5+0.92%. Circulatory disease was represented
almost entirely by cerebrovascular disorders (I60-169).
Within nervous-system disease, inflammatory CNS disorders
(G00-G09), extrapyramidal and movement disorders (G20-
G26), demyelinating disease (G35—-G37), mononeuropathies,
radiculopathies and plexopathies (G50—-G59) and other disorders
of the nervous system (G90-G99) predominated. Among
infectious causes, herpes zoster (B02) dominated. Neoplasms
were mainly malignancies of the eye, brain and other CNS sites
(C69—C72); endocrine disease was represented by diabetes
mellitus (E10-E14); musculoskeletal disease by dorsopathies
(M40-M54); and class XIX by injuries and their sequelae.

Proportion of patients with a screen-positive neuropathic
component:

Screening with painDETECT classified 48.2+1.21% (95% CI
45.8-50.6%) of patients as screen-positive (probable neuropathic



component), 10.1+£0.73% as uncertain and 41.7£1.19% as
negative. In other words, almost one in two neurological
outpatients presenting with pain showed characteristics of a
probable neuropathic component. Because the study population
consisted of patients presenting to neurological services with an
active pain complaint, this figure represents the proportion of
screen-positive patients within a selected clinical population; it
should not be interpreted as the prevalence of neuropathic pain
in the general population of the Turkestan region, and it was
accordingly not extrapolated to the 53,030 registered nervous-
system disease cases.

By paintype, 62.8+1.17% of cases were centraland 37.2+1.17%
peripheral. Sex distribution differed sharply between the two
(Table 1): central pain accounted for 61.4+1.49% of men versus
38.6+1.49% of women (p<0.001), whereas peripheral pain
predominated in women (56.4+1.97% vs 43.6+1.97%, p<0.001).
Both types clustered in the 41-70-year band (79.1£1.61% of
central and 66.4+1.44% of peripheral cases), but central pain
was significantly more frequent at both extremes of age —
18.3+1.18% below 40 years and 15.3+£1.10% above 70 years,
against 9.6+1.17% and 11.3+1.26% for peripheral pain.

The cohort of primary interest is the screen-positive group
(Table 2). Men were significantly over-represented in it
(56.9+1.73% vs 43.1£1.73%, p<0.001); the male share was
also higher than in the uncertain (51.7+3.81%) and negative
(53.0+1.87%) groups, though that difference did not reach
significance. Age structure and the distribution of underlying
diagnoses in the positive cohort did not differ materially from
the negative and uncertain cohorts — an important observation,
because it means the neuropathic component cannot be predicted
from the ICD-10 label alone and has to be screened for. What did
differ was the origin of pain: central-type disorders accounted
for 65.6+1.66% of positives against 59.6+1.84% of negatives
(p<0.001).

Temporal course and sensory profile of pain:

The way pain unfolded over time distinguished the groups
clearly (all comparisons p<0.001 versus screen-negative
patients). Among positives, the dominant pattern was attacks of
pain with persisting pain between them (45.6£1.99%), followed
by continuous pain with superimposed attacks (30.3£2.70%),
attacks without interictal pain (12.4+1.45%) and continuous
pain of mildly varying intensity (11.7+1.94%). The pattern also
depended on sex (y*>=11.8, df=3, p=0.008).

The sensory profile was the most discriminating feature of
all (Table 3). Sudden electric-shock-like attacks were reported
by 61.9+1.69% of screen-positives against 45.0+1.87% of
negatives (¥*>=43.9, df=1, p<0.001). Numbness of at least
moderate severity was near-universal among screen-positives
— 93.440.87% versus 54.5+1.87% (¥*=310.4, df=1, p<0.001).
Severe burning was reported by 11.1+1.10% of screen-positives
and by none of the negatives. Pain provoked by light finger
pressure on the painful area (mechanical allodynia), assessed on
clinical examination in the examined subsample, was present
in all screen-positive patients examined and was significantly
less frequent in screen-negative patients (Table 3). Tingling or
prickling depended on sex (¥*=5.9 vs ycrit=5.0, df=1, p=0.05):
minor and severe grades were more frequentinmen (10.3£1.41%
and 41.542.28%) than in women (6.2+1.28% and 36.4+2.56%),
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whereas moderate and very severe grades were more frequent
in women (34.5£2.53% and 18.9+£2.08% vs 32.5+2.17% and
18.7£1.80%). Painfulness on contact with clothing or bedding
and on exposure to cold or heat was likewise more pronounced
in the screen-positive group.

When the factors associated with pain intensity and severity
were ranked, age showed the strongest observed (unadjusted,
bivariate) association in the screen-positive cohort, followed by
the underlying diagnosis; sex and the central-versus-peripheral
type of pain were less strongly associated. Because these are
unadjusted bivariate associations, they should not be interpreted
as independent determinants. This ordering matters clinically,
because it suggests that the same nosological diagnosis may
carry a different expected pain burden at different ages.

Medico-social and occupational factors associated with a
neuropathic component:

By type of labour, 47.2+1.21% of the sample were engaged
in manual work, 41.2+1.19% in mental work and 11.7+0.78%
in mixed work. Taken across the whole sample, the type of
labour was not associated with a screen-positive result (r=0.024,
p=0.318, n=1,705), but the picture was not uniform by sex: in
women the association was significant (r=0.091, p=0.012,
n=771) while in men it was absent (r=-0.031, p=0.345, n=934).
Occupation likewise showed no overall association (r=0.008,
p=0.726) yet was significant within two age strata — 31-40
years (r=0.230, p=0.006, n=143) and 41-50 years (r=-0.111,
p=0.040, n=342).

The most consistent factor was exposure to occupational
hazards, which correlated with NeP in the sample as a whole
(r=-0.144, p<0.001, n=1,705), in men (r=-0.132, p<0.001) and
in women (r=-0.165, p<0.001), and in every age group except
61-70 years and over 80 years. Forced working postures were
reported by 58.8+1.19% of respondents and regular lifting of
heavy weights by 19.6+0.96%. General features of the job
such as shift pattern or workload showed no association (r=-
0.013, p=0.587). All of these medico-social and occupational
relationships represent unadjusted bivariate associations;
because no multivariable model was fitted, they should be
interpreted as correlates of a screen-positive result rather than
as independent predictors of a neuropathic component.

The presence of a comorbid condition was also associated with
a screen-positive result (r=-0.076, p=0.002, n=1,705), again
significantly in women (r=-0.098, p=0.007) but not in men
(r=-0.058, p=0.077). Arterial hypertension (29.1+£1.10%) and
osteochondrosis (25.7+1.06%) were the leading comorbidities.
Sex, age, the underlying diagnosis and the type of pain were
likewise associated with the likelihood of a screen-positive
result; because these were unadjusted bivariate associations,
they should not be interpreted as independent determinants.

Quality of life:

Self-rated health was pooracross the whole sample: 65.6+1.15%
described it as fair, 23.3+1.02% as poor, 10.0+£0.73% as good
and 1.1£0.25% as very good; not a single respondent rated it
as excellent. The combined fair-or-poor rating was highest in
screen-positive patients (91.2+0.99%), intermediate in the
uncertain group (89.5+2.34%) and lowest in screen-negative
patients (86.0+£1.30%).



Table 1. Distribution of respondents by sex and age according to the type of neuropathic pain (n=1,705).

Characteristic Central pain, n Central pain, % (P£m) Peripheral pain, n Peripheral pain, % (P+m)
Men 657 61.4+1.49 277 43.6+1.97

Women 413 38.6+1.49 358 56.4+1.97

<30 years 96 9.0+0.87 18 2.8+£0.65

31-40 years 100 9.3+0.89 43 6.8+1.00

41-50 years 187 17.5€1.16 155 24.4+1.70

51-60 years 273 25.5+1.33 210 33.1+1.87

61-70 years 250 23.4+1.29 137 21.6+1.63

71-80 years 122 11.4+0.97 60 9.4+1.16

>80 years 42 3.9+0.59 12 1.9+0.54

Table 2. Results of screening for a neuropathic pain component by sex, age, ICD-10 class of the underlying diagnosis and type of pain (n=1,705).

Characteristic Negative, n Negative, % Uncertain, n Uncertain, % Positive, n Positive, %
Men 377 53.0+1.87 89 51.743.81 468 56.9+1.73
Women 334 47.0+1.87 83 48.3+3.81 354 43.1+1.73
<30 years 52 7.3+0.98 8 4.7+1.61 54 6.6+0.87
31-40 years 51 7.2+0.97 11 6.4+1.87 81 9.9+1.04
41-50 years 127 17.9+1.44 29 16.9+2.86 186 22.5+1.46
51-60 years 212 29.8+1.72 55 32.043.56 216 26.3+1.54
61-70 years 167 23.5+1.59 41 23.843.25 179 21.8+1.44
71-80 years 84 11.8+1.21 19 11.0£2.39 79 9.6+1.03
>80 years 18 2.5+0.59 9 5.2+1.69 27 3.3+0.62
ICD-10 class I (I100-199) 164 23.0+1.58 23 13.44+2.60 112 13.6+1.20
ICD-10 class II (neoplasms) 32 5.0+0.82 7 4.1+1.51 50 6.1£0.83
ICD-10 class IV (endocrine) 52 7.0+0.96 8 4.7+1.61 60 7.3+0.91
ICD-10 class VI (G00-G99) 169 24.0+1.60 39 22.7+3.19 183 22.3+1.45
ICD-10 class IX (circulatory) 168 24.0+1.60 46 26.7+3.37 212 25.7+1.52
ICD-10 class XIII (musculoskeletal) 50 7.0+£0.96 15 8.7+2.15 86 10.5£1.07
ICD-10 class XIX (injury) 58 8.0+1.02 19 11.0+£2.39 105 12.8+1.17
Other 18 3.0+0.64 15 8.7£2.15 14 1.74£0.45
Central pain 424 59.6+1.84 107 62.243.70 539 65.6+1.66
Peripheral pain 287 40.4+1.84 65 37.8£3.70 283 34.4+1.66
Table 3. Temporal course and sensory characteristics of pain in screen-positive versus screen-negative patients.

. Screen-positive, Screen-negative, . e
Pain feature /N (%) [95% CI] /N (%) [95% CI] Test statistic p-value
Temporal course — attacks with pain 375/822 (45.6%) ) <
between attackst [41.7-49.5] l x* (overall pattern) - <0.001
Temporal course — continuous pain 249/822 (30.3%) N
with superimposed attacks{ [25.0-35.6] t x* (overall pattern) - <0.001

0,

Temporal course — attacks without interictal painf [1;) 26/E;12 52 2(]12'4 %) + x> (overall pattern) | <0.001
Temporal course — continuous pain, slightly varyingf 96/822 (11.7%) [7.9-15.5] |t ¢ (overall pattern) |<0.001
. . 509/822 (61.9%) 320/711 (45.0%) . _ <
Electric-shock-like attacks [58.6-65.2] [41.3-48.7] r*=43.9 (df=1) <0.001

768/822 (93.4%) 388/711 (54.5%) o . <
Numbness, moderate or worse [91.7-95.1] [50.8-58.2] ¥*=310.4 (df=1) <0.001
Severe burning 91/822 (11.1%) [8.9-13.3]  0/711 (0.0%) x> / Fisher <0.001
Mechanical allodynia (pain on light finger pressure), all examined L R <
examination subsample} patients (100%) significantly lower? */ Fisher <0.001

n/N denominators: screen-positive N=822, screen-negative N=711; 95% CI computed as P+1.96 xSE. 1 Temporal-course categories are mutually
exclusive and describe the pattern distribution within screen-positive patients; the overall distribution of temporal patterns differed significantly
between screen-positive and screen-negative patients (y°, p<0.001), and category-level counts were not separately tabulated for the screen-negative
group. | Mechanical allodynia was assessed on clinical examination in the examined subsample: it was present in all screen-positive patients
examined and was significantly less frequent in screen-negative patients.
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Table 4. Spearman correlations between medico-social factors and the presence of a neuropathic pain component.

Factor Correlation coefficient
Occupational hazards, whole sample r=-0.144
Occupational hazards, men r=-0.132
Occupational hazards, women r=-0.165
Comorbidity, whole sample r=-0.076
Comorbidity, women r=-0.098
Type of labour, women =0.091
Occupation, 31-40 years r=0.230
Occupation, 41-50 years r=-0.111
Type of labour, whole sample r=0.024
Features of the job, whole sample r=-0.013

p n
<0.001 1,705
<0.001 934
<0.001 771
0.002 1,705
0.007 771
0.012 771
0.006 143
0.040 342
0.318 (NS) 1,705
0.587 (NS) 1,705

Table 5. Standardised SF-36 scale scores (population norm = 50, SD = 10) by screening result.

SF-36 scale (standardised) Negative, mean

Physical functioning (PF) 50.12 52.89
Role—physical (RP) 51.01 52.48
Bodily pain (BP) 49.02 48.79
General health (GH) 48.99 51.88
Social functioning (SF) 50.44 43.90
Role—emotional (RE) 50.95 52.33
Mental health (MH) 50.87 50.46
Vitality (VT) 50.70 50.24

Role limitation followed the same gradient. Physical state
restricted work or usual daily activity in 79.5% of positives
against 65.9% of negatives and 71.1% of the uncertain group;
emotional state restricted it in about 80% of positives. Social
functioning was impaired "all or most of the time" in 60.7+1.70%
of positives versus 55.2% and 39.0% in the negative and
uncertain groups. Severe or very severe bodily pain over the
preceding four weeks was reported by 49.4+1.74% of positives
(34.3% and 42.9% in the other groups), and pain interfered
strongly or very strongly with work in 62.5+1.69% (57.8% and
48.2%). Across the whole sample, 86.3+0.83% felt tired and
92.7+0.63% were rarely or never happy.

Standardised SF-36 scores (Table 5) confirmed the pattern
statistically. Screen-positive patients scored significantly lower
than screen-negative patients on role functioning due to physical
state (t=4.75, p<0.001), role functioning due to emotional state
(t=4.48, p<0.001), mental health (t=3.33, p<0.001) and vitality
(t=2.63, p<0.001). Two scales moved in the opposite direction:
bodily pain (t=4.05, p<0.001) and general health (t=2.87,
p<0.001) were worse in the screen-negative group. A possible
interpretation of this contrast is considered in the Discussion.
No sex differences in QoL scores were found within the screen-
positive cohort. The most vulnerable ages were under 30 and
71-80 years.

Discussion.

The central finding of this study is that 48.2+1.21% of
neurological outpatients presenting with pain in the Turkestan
region screen positive for a neuropathic component. That figure
sits at the upper end of published clinical-series estimates
of 30-40% and far above general-population estimates of
6—10%, which is expected for a sample recruited at the point
of neurological care rather than from the community. It is
nonetheless higher than several comparable outpatient series,
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Uncertain, mean

Positive, mean Comparison positive vs negative
49.29 NS
48.61 t=4.75, p<0.001

51.10 t=4.05, p<0.001 (worse in negatives)
50.49 t=2.87, p<0.001 (worse in negatives)
50.89 NS

48.69 t=4.48, p<0.001

49.15 t=3.33, p<0.001

49.35 t=2.63, p<0.001

and two features of the sample help explain it: the large share
of cerebrovascular disease, which generates central post-
stroke pain, and the substantial share of herpes zoster, in which
post-herpetic neuralgia is the commonest complication. The
predominance of central over peripheral NeP (62.8% vs 37.2%)
is unusual compared with European series, where painful
diabetic polyneuropathy and post-herpetic neuralgia — both
peripheral — usually dominate, and it follows directly from that
nosological mix [16-19].

The practical significance of the finding that the positive
and negative cohorts have almost identical age and diagnosis
structures cannot be overstated. It means that the neuropathic
component is not predictable from routine registration data,
and therefore cannot be estimated administratively — it must
be screened for at the point of care. This is precisely why the
absence of a registration mechanism in Kazakhstan translates
into an unmeasured, and consequently unfunded, share of the
neurological caseload [20-25].

The sensory profile results reproduce, in a Central Asian
outpatient population, the phenotypic signature described in
the international literature: electric-shock attacks, moderate-
to-severe numbness, severe burning and universal mechanical
allodynia. The observation that light finger pressure provoked
pain in every screen-positive patient (mechanical allodynia) is
compatible with central sensitisation but does not, on its own,
establish it; it is consistent with the algometric finding of lowered
pressure-pain thresholds in the clinical subsamples, although
confirmation would require dedicated mechanistic testing. The
finding that age, rather than the underlying diagnosis, showed
the strongest observed association with pain intensity in this
cross-sectional analysis argues for considering age-stratified
rather than diagnosis-stratified treatment protocols; as no
multivariable model was fitted, this association should not be
interpreted as an independent or causal determinant.



Therisk-factor analysis showed modest correlation coefficients,
which is characteristic of multifactorial pain phenotypes, but
the pattern is coherent. Occupational hazards — dominated by
forced postures (58.8%) and weight lifting (19.6%) — were
the only factor associated with NeP across virtually all strata,
and both exposures are mechanistically plausible causes of
radicular and entrapment injury. The sex-specific associations
of labour type and comorbidity with NeP in women, absent
in men, deserve dedicated study; differences in occupational
structure, in comorbidity prevalence and in pain reporting are
all candidate explanations [26-30].

The quality-of-life results give the clearest picture of the burden.
The scales on which screen-positive patients were significantly
worse — role functioning due to physical and emotional state,
mental health and vitality — describe the capacity to carry out
work and social roles and the emotional reserve to sustain them,
rather than the raw intensity of the sensation. Conversely, bodily
pain and general health were worse in the screen-negative
group. Read together, these results raise the hypothesis —
rather than demonstrate — that NeP may affect quality of life
through a different route from nociceptive pain: not primarily
by producing a more intense sensation at a given moment, but
by eroding role performance, mood and energy over time. The
reversed direction on bodily pain and general health may reflect
the composition of the screen-negative group, which contains
inflammatory and mechanical pain syndromes with continuous
high-intensity nociceptive pain; this explanation is plausible but
requires confirmation in longitudinal studies. A clinical service
that measures success only by VAS reduction may therefore
under-detect the harm associated with NeP. The finding that
92.7% of respondents were rarely or never happy and 86.3% felt
tired, in a sample where no one rated their health as excellent,
underlines how far this population is from the population norm.

Limitations.

Several limitations should be kept in view. First, the design
is cross-sectional, so the associations with occupational and
medico-social factors identify correlates rather than causes.
Second, only unadjusted bivariate associations were examined,
without a multivariable model adjusted for confounders, the
reported factors cannot be regarded as independent determinants,
and adjusted analyses are needed to confirm them. Third,
recruitment was clinic-based: the sample represents patients
who seek neurological care for pain, so the 48.2% figure is a
proportion within a selected clinical population and should not
be read as community prevalence. Fourth, painDETECT and
DN4 are validated screening instruments, not diagnostic gold
standards; DN4 and paraclinical confirmation were available
only in the clinical subsample, so some misclassification of
the full-cohort screening estimate is unavoidable, and the
“uncertain” band (10.1%) is by definition unresolved. Fifth, the
clinical subsample (in which DN4, EQ-5D, algometry and the
Central Sensitization Inventory were applied) was not a random
sample and assessors were not blinded to painDETECT status,
so selection and information bias cannot be excluded. Sixth,
the SF-36 comparison group consists of screen-negative pain
patients rather than pain-free controls, which makes the contrast
conservative for some scales and reverses the direction on bodily
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pain and general health. Finally, data collection spanned about
ten years (2015-2024), during which diagnostic approaches,
treatment availability, referral patterns and the organisation of
neurological care may have changed; although the recruitment
protocol, screening instruments and clinical-assessment
procedures were kept standardised across the period and the
participating centres remained the same, temporal heterogeneity
cannot be fully excluded and may have influenced the results.
In addition, the study was conducted in a single administrative
region (Turkestan) and recruited exclusively from neurological
outpatient services; both features may introduce selection bias
and limit the generalisability of the findings to other regions
of Kazakhstan and to patients with neuropathic pain who never
reach neurological care. Regional, multi-centre studies with
community-based sampling are therefore needed before these
estimates are applied nationally.

Future Directions and Clinical Implications. The high
proportion of a probable neuropathic component (48.2+1.21%)
identified among neurological outpatients presenting with
pain highlights a need for pathogenetically targeted therapy
in the region. As the present study was a cross-sectional
epidemiological screening study, it can characterise the burden
and its correlates but cannot evaluate treatment efficacy.
Well-designed, prospective, randomised controlled trials —
with proper blinding, standardised titration and adherence to
CONSORT reporting — are required to quantify the efficacy and
safety of neuropathic-pain-specific agents (for example those
acting on the 028 subunit of voltage-gated calcium channels)
within the Kazakhstani healthcare setting. Such interventional
questions are best addressed in a separate, dedicated study rather
than within this epidemiological report. We note, in response
to the reviewers, that the interventional pregabalin sub-study
included in the earlier version of this manuscript has been
removed: its single-arm, non-randomised patient selection, short
treatment duration and the absence of a dedicated interventional
ethics approval did not meet the methodological standard
required to support efficacy conclusions. The present report is
therefore confined to cross-sectional epidemiological screening
and presents no interventional treatment data; the efficacy and
safety of pregabalin and other neuropathic-pain-specific agents
will be evaluated in a separate, prospective, randomised and
ethically approved trial.

Conclusion.

1. A screen-positive (probable) neuropathic component
was identified in 48.2+1.21% of the neurological outpatients
presenting with pain in this clinical sample — almost every
second such patient — rather than pain attributable to primary
tissue inflammation or trauma alone; this proportion refers to
a selected clinical population and not to general-population
prevalence. Central pain predominated (62.8%) over peripheral
pain (37.2%).

2. The temporal course and sensory characteristics of pain
differed significantly between the screening groups: screen-
positive patients more often reported attacks of pain with
persisting interictal pain and continuous pain with superimposed
attacks, together with electric-shock-like attacks and moderate-
or-worse numbness, as the typical patterns.



3. A screen-positive neuropathic component was associated
with identifiable medico-social factors — type of labour in
women, occupation in certain age groups, occupational hazards
and comorbid disease — in unadjusted bivariate analysis; these
associations require confirmation in adjusted, longitudinal
studies before any causal interpretation.

4. Quality of life in patients with a neuropathic component
differed substantially from that in patients with other types
of pain: role functioning due to physical and emotional state,
mental health and vitality were significantly lower. Patients
under 30 and aged 71-80 years were the most vulnerable groups.

Practical recommendations.

» Use the proportion estimates obtained here (recognising
that they reflect a selected clinical population, not the general
population) to plan the volume of medical care for patients with
neurological diseases accompanied by neuropathic pain.

* Develop individual treatment and rehabilitation programmes
for the vulnerable groups identified, in particular patients under
30 and aged 71-80 years.

* Apply the quality-of-life findings differentially by sex and
age within comprehensive rehabilitation.

* Create an electronic register of patients with neuropathic pain
and of the physicians managing them, to monitor therapy and
provide methodological and scientific support to practitioners.

* Incorporate these results into lecture material and case-based
teaching for neurologists, rehabilitation specialists and general
practitioners.
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9bserobo (IBM SPSS Statistics 19) 800353005 36030630900
UEbIOGHMWwo  Fg3mIgdom, LEHWMIbGHOL t-BHLAL,
056-903Hbols s 30w 3mJlmbol  FHgbBHYoL, Jo®LMboL
X% 130M3gbol 3MMYEsE0sL, Toblgdol Fgz39MmEYdL
SF-36 UL3oegdol  Z-LEHobs®GH0BoEosl  3tm3EsEool

B6H3g0mb dodomgdoom.
890003900:  @ogdomo  painDETECT  L3®obobyol
9900930  (Bgo®m3smoo  $H3030w0ol  bogaMorm

3033m696¢%0) ©sxodloMEs 3s309bGHoms 48.2+1.21%-Jo,
Uo933m dgga0 — 10.1+0.73%-80, bowm Mo®ymzgomo
9900930 — 41.7+1.19%-80. 396@¢®o¢6Ho 6@ FoMmdMOd©
396093960m0wbY (62.8+1.17% 37.2+1.17%-0b obsswd©gy),
bowe 396GHMsmMEmo 3303000 30093 MNBOM HdoGo
04m ©Jd0mo d9gaoL 8Jmbg 3o6mgddo (65.6+1.66%
MoMYmxzomo  dggaol  9Jmby  3oMms  59.6+1.84%-
ol fobsowdgy, p<0.001). 8535353900  FoOIMOWHIH
©3go0mo 9990l dJmby 35309639080 (56.9+1.73%
43.1+1.73%-0b §obsowdgy, p<0.001) ©o 39bG®swM®o
A3030@0L  3Jmbg 35309539030  (61.4+1.49%), beagrm
396089O0MWo 330300  FoMdMOES  Jowgddo
(56.4+1.97%). dgdmbggzgdo  3mbEgbEGMmoMmIdMO  oym
LME0SWMEBSE 5dGH0ME sb53MdM03 X azdo 41-70 {gwo.
©3Jo0mM0 8990l dJmbg 35309063900 50b0dbs300b96
bo®olbMBM0350 39639393 3 3030U: “gengdBHGMEo
dmzol” dbgogl Fgtg390L 61.9+1.69%-80 45.0+1.87%-0b
Hobosmdgy (x2=43.9, df=1, p<0.001), 306033 BmIogH
09959056 93.4+0.87%-80 54.5:£1.87%-0L {obsswdqy
(x2=310.4, df=1, p<0.001), dgogem F3zsu 11.1+1.10%-do
(G35 LEYOOME 96 50060T6gdMS WSMYMmGBomo TgEIaoL
0Jmbg  xamxkdo) ©s momol  dbdydo  sfmeom
23959mf3999e 33030 Fgdmbggzoms 100%-0o. sszo oym
33030ob  0bGHIBLogMdOL  odyzsbo  ©yEgMB0bsbG0,
Moo 0m3yzdms  JOMOMIPO  O0sABMDBO,  brgom



LJgblo @S H3030w0l Godl bszwgdo fizwowo 893Jmbs.
3Omgqbomeo 95369 BoJBHMmGMgdo (r=-0.144, p<0.001),
300mOHd0E™dS (r=-0.076, p=0.002), 36H0I0L Hodo Joergddo
(r=0.091, p=0.012) s 3Hmxglos 31-40 (r=0.230, p=0.006)
©5 4150 (r=-0.111, p=0.040) sL5IMOGOZ XAMRIOTO
bMEoMgdMmo ogm bE-mb. LEbsdEH0Bgdmwo SF-
36 Jmgdol dobgzom, oMo dggaol ddmby
306908> 96003690 3bs  sdswo  Jmangdo  sB3969L
3990099 L3owgddo: oHoznMo Mmeo (t=4.75), 90mEow6Hho
Ooeo  (t=4.48), xLoJozM®o  KxbIOGMawmds  (t=3.33)
5 LogMEbEolybs®osbmds (t=2.63; ygzgeoysb p<0.001);
91.2+0.99%-05  L53Ms®0  XIBIOMYEMds  Fgoxgsls
OHmamOE  ©s05305gmBowgdgwo b 3wo, bomeom
92.7+0.63% 009305050 56 565, gl 0ym dgbogho.
©s13369%0:  MMYO3IGLEHBOL  Mgaombdo  B3ogzowob
Bog30@om 803561000 Ymzgeo dgmeg 6gzdmemmyomemo
3305 BHMM0E0 353090@0 5BHIMJOL bgoHm3smomro
330300l 3m33mbgbBL, 439w sBg bJoMms 396GHMW MO
Dom3mMBMdOLOL, s gl 3mI3MBIBEHO ITMY30dEs©
bMEoMEYds  Lod3GHMIGOoL MBGM ddody  GHI0MMND
o OTOTry [OTeR 90309960 [N x3bogo3wco
309306060 gd0L gobMIz50 396035050, SBoZMdMOZ50
LAHOGHOBOE0MIPMWwo  13M0obobao  painDETECT/DN4
0bLEHOMAGBGHIBom s  Imfiyzwso  xamzgool (30
Parsdog s 71-80 fewol 3530963g00) d0BbMmdMOg0
FoOmzs  [oMImoyabl  H93mIgbgdm  3MoJGHo3Mw
Bod0x gL Hga0mbmEo ¥ 9bE30L WIRYATZOLMZOL.
1o3356dm  Lo@yzgdo:  bgodOHmdsmowm®o 330300,
393639w9ds, painDETECT, DN4, 3bmg®gdol bastolbo, SF-
36, MHolgoL Bogd@BHMEm9d0, L3MH0bobyo, gsbobgmo.

Pesrome

AxtyansaocTs: Heltponaruyueckas 6ons (HB) mpezncrasnser
€060t 0coOBIi (deHOTUIT OOIM, BOSHHUKAIOUIUY BCJIELCTBUE
TIOBpEX/IeHUs MM 3a00IeBaHIA COMAaTOCEHCOPHOI HEPBHOM
cuctembl. Omna sBiasgercss 06ojee WHTEHCUBHOM, 6osee
CTOIKO# 1 60Jlee yCTOMYMBOM K TPALUIIMOHHOM aHAIBre3UH
0 CpaBHEHMIO C HOLMIENTUBHOH O6O0NbIO, a Takxe
HENPONIOPLMOHATFHO CHJIBHO CHIDKAeT KAadyeCTBO JKU3HU
(K)XX). IlomymanuoHHBIE OLEHKH PaCIpOCTPAHEHHOCTH
XPOHUYECKOH 60JIH C HeHIPOIIaTHYeCKUMH XapaKTePUCTHKAMHU
B EBpome u CeBepHOii AMepuKe BapbUPYIOT IIPHMEPHO OT
6% mo 10%, u cuuraercs, yro 30-40% Bceil XxpoHMYECKOI
6osu MMeIOT HelpomaTudecKuil KommoHeHT. OpHako B
Kasaxcrare cucremaTnyeckas perucrpanus HB orcyTcTsyer,
ee JONA B CTPYKType HEBPOJOTHYECKOH 3a00jeBaeMOCTH
HUKOTa He IIOJJaBajiaCh KOJIHUYECTBEHHOM OIleHKEe, W B
HacTosAIllee BpeMd He JeHCTByeT eIMHBIN AUarHOCTUYeCKUH
WIN TepaleBTUYECKUU craHzapT. JlaHHOe wucciefoBaHUe
6BLI0 Pa3paboTaHO C IIeIbI0 BOCIIOJHEHUS STOTO Ipobesa B
TypkecraHckoii 00IaCTH.

Merogsr:  OmnmucarenbHoe, OLHOMOMEHTHOe  (Kpocc-
CeKIIMOHHOE) ¥ AaHAJUTHUYECKOe HCCIeNOoBaHWe OBLIO
mposezeno B 2015-2024 rr. B TypxecraHckoil obmactu
Pecry6mku Kasaxcran. OdunpaasHoe HHCTUTYITMOHATIBHOE
ozfobpeHue ObUIO IIpefocTaBIeHO JIOKaJIbHBIM STUYECKUM
KOMHUTETOM MexzyHapomHOTO Ka3aXCKO-TYPeIIKOTO
yuuBepcutera umenu Xomxu Axmena fcasu (IIpoToxon
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Ne 2015-04/A). [IByxsTamHblif Au3ailH CKPUHWHTA ObLI
npumeHeH K 1705 nocie0BaTeIbHO BKIIOYEHHBIM B3POCIBIM
manyeHTaM, O6paTUBIIMMCS C aKTUBHBIMU XKa100aMu Ha 607Ib
K aMbysaTopHBIM HeBposoraM B 30 ropoAcKux U pailOHHBIX
MIOJMUKJINHUK, OOJBHUIy CKOPOH MEeZWIIMHCKON IIOMOIIH
Y YHHBEPCHTETCKYI0 KIMHHMKY. Pasmep BpIGOpKM OBLI
PaCcCYUTAH IO OTHOLIEHUIO K pedePeHCHOH MOy Ianuy us 53
030 saperucTpupoBaHHBIX 3a00€BaHUI HEPBHOM CHUCTEMBI.
CKpPHHUHT IIPOBOAMUICA C HCIIOJIBb30BAHHEM CTAHIAPTHOTO
onpocuuka painDETECT (orpuuarerbHbIi / COMHUTEIBHBIH
/ TONOXUTEeNbHBIN), MOAAEpXKIBaeMOro ompocHukom DN4
B KJIMHHYECKOH CyOBBIOOpDKe, M COYeTajsca C aHATM30M
MeJIMLIMHCKMX KapT Y IapaKIMHUYeCcKod Bepuduxamuei
(anexrponeiipomuorpadus, KT, MPT, penrrenorpadus,
pommteporpadus cocyzos). KagecTBo XU3HH, CBA3aHHOE CO
3[JOpPOBbEM, OIleHMBAJIU C NOMOIIbI0 ompocHuKa SF-36, a B
KJIMHUYeCKOH cyOBbIGOpKe — c momompbio EQ-5D; TpeBory
U Jfemnpeccuio — ¢ nomoinsio mkanasl HADS; nHTeHCHBHOCTD
6o — C TIIOMOLIBIO BU3YaJTbHO-AaHAJIOTOBOH IIKAJIBI
(BAIII), a moporu 6oeBOi UyBCTBUTEIBHOCTH K [JABIEHUIO
— wmerogom anbromerpun. Crarucruyeckuii amanus (IBM
SPSS Statistics 19) Bxirouan pacuer foseil Co CTaHZAPTHBIMU
ommbkamu, t-kpurepuil CrblogeHTa, KpuTepuu MaHHa—
Yuruu u Bunkoxcona, kxpurepnii x2 [Inpcona, Koppersuuio
CrmpMmeHa, OTHOLIEHUA LIAHCOB U Z-CTaHAAPTU3AIUIO IIKAJI
SF-36 oTHOCHTEIBHO MOy IAIFIOHHEIX HOPM.

PesynpraTs. ITonoxxurenpHBIN pesynbTar o
onpocruky painDETECT (BepoATHBIH HelfpoIaTH4ecKUi
KOMIIOHeHT) 6bL1 3aduxcuposan y 48.2+1.21% naunuenros,
comHuuTenpHsIN pesynasraT — y 10.1+0.73%, oTpuuarerbHbIM
pesynbrar — y 41.7+1.19%. Llenrpansuas Hb mpeo6razana
(62.8+1.17%) wmapx mnepudepuveckoirt HB (37.2+1.17%),
IIpUYeM IeHTpaJabHAsA GOJb BCTpedYasach elle dYalle Cpeiu
MAIleHTOB C IIOJIOXUTEIBHBIM pe3ysibratoM (65.6+1.66%
mpotuB 59.6+1.84% y mamueHTOB C OTpPUIATEIBHBIM
pesysnbraroMm, p<0.001). MyxuuHbl npeobyafanyu Cpeiu
MAIleHTOB C IIOJIOXUTENbHBIM pesysnbratoM (56.9+1.73%
mporuB  43.1+1.73%, p<0.001) u cpesu manueHTOB C
neHTpansHoi 6Gonbio (61.4+1.49%), Torma Kaxk y JKeHIIWH
mpeobiaganma  mepudepuueckas  6omb  (56.4+1.97%).
Cry4au 3abosieBaHHA KOHIEHTPHUPOBAJIHCH B COIUAIBHO
aKTHUBHOM Bo3pacTHOI rpymme or 41 no 70 ser. Ilanmuentsr
C IIOJIOXKUTEIBHBIM Pe3yJIbTaTOM COOOLIATH O Ka4eCTBEHHO
MHOM XapakTepe OOJIU: IPUCTYIBL IO TUIY DJIeKTPUIECKOTO
TOKa orMevanuch y 61.9+1.69% nporus 45.0+1.87% (x?=43.9,
df=1, p<0.001), omemeHMe KaK MHMHUMYM yMepEHHOI
creenn — y 93.420.87% mporus 54.5+1.87% (x?=310.4,
df=1, p<0.001), cunpHOe xOKeHme — y 11.1:+1.10%
(IIOTHOCTBIO OTCYTCTBOBAJIO Y HALIMEHTOB C OTPULIATEIBHBIM
pesysibraroM), a Oo0Jib, BBI3bIBaeMasd JIETKUM JaBJIeHUEM
nmasbia, BeiABIATack B 100% ciyuaes. BospacT moxasan
Haubosee CHUIBHYIO (HECKOPPEKTHPOBAHHYIO, ABYMEPHYIO)
acCOLMAIUI0 C MHTEHCHBHOCTBIO OOJIM, 32 HUM CJIeJOBaJ
OCHOBHOI! IMaTHO3, B TO BpeM: KaK IIOJI ¥ THII 601X BHOCHIIH
MeHbIN BKiIaf. IIpodeccuonansusie Bpeguoctu (r=-0.144,
p=<0.001), comyrcrBytomas maromorus (r=-0.076, p=0.002),
xapakTep Tpyza y xerurus (r=0.091, p=0.012) u pop 3amsaruit
B BospacTHbix rpymnmax 31-40 srer (r=0.230, p=0.006) u 41—



50 ner (r=-0.111, p=0.040) 6putn accoummposansl ¢ HB.
ITo cranpapTu3upoBaHHBIM ITOKasareiaiM SF-36 manueHTHI
C IIOJIOXKHUTEJIBHBIM peByHLTaTOM HMEJIN 3HAYHUTE/JIbHO
Gosee HM3KMe Oa/UIBI IO INKAJaM: pOJIeBOe (U3MIeCKOe
byukunonupoBanue (t=4.75), poieBoe 3SMOLKMOHATBHOE
byukunonupoBanue (t=4.48), mcuxuveckoe 340pPOBBE
(t=3.33) um xwusHecmocoOHOCTH (t=2.63; maA BCeX IIKaI
p<0.001); 91.2+0.99% oueHwnIM CBOe 3LOpOBbE Kak
YAOBJIETBOPUTEIPHOE N IIOX0e, a 92.7+0.63% pexnko mau
HHUKOI'oa He ‘IyBCTBOBa]II/I Ce6ﬂ CYaCTJINBBIMU.

3aximouenue: [IpakTHyecKy KX ABIH BTOpOH aMOyJIaTOPHBIH
HeBPOJIOTMYEeCKHUH IallMeHT, OOPaTUBIINNCA C >XKalo6oi Ha
6osb, B TypKkecTaHCKOI 06JacTH MMeeT HelpoIaTH4eCKUH
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60yleBOIl KOMIIOHEHT, dYallle BCEro IIeHTPAJIbHOTO TeHe3a,
IpUYéM STOT KOMIIOHEHT He3aBHCHMO aCCOIIMHPOBAaH C
Goysee TOKENBIM OpeMeHEM CHMITOMOB U H3MEPHMBIM
CHIDKEHMEM POJIEBBIX, OMOLIMOHANBHBIX U IICHUXUYECKUX
¢byukmuii.  BospacT-cTpaTudUUIMPOBAHHBIAE  CKPHUHUHT
¢ wucnonp3oBanueM omnpocHukoB pain DETECT/DN4 u
IleJIeHAIIpaBIeHHOe BeZleHNe YA3BUMBIX I'PYIIII (IalleHTHI L0
30 ser u B Bo3pacte 71-80 seT) ABIAIOTCA IPaKTUYECKHMHU
BBIBOJJAMH I PETMOHAIBHOTO INIAHNPOBAHUA Me JUITUHCKOM
IIOMOIIHL.

Kirouessie CJIOBA: HelpomaTuyecKas 60IIb,
pacnpocrpanénnocts, painDETECT, DN4, xauecTBO *XU3HH,
SF-36, dbaxrops! pucka, ckpuHUHT, KasaxcTaH.
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