Mo304eH yaap U AemeHuuja

ABCTpaKT

ToBerkeTo HOBH CTV/AHH CyrepHpaaT AeKa pH- .

31K GaKTOPHTE 32 KOTHHTHEHH MOPEMETYBatba
packynapHuTe Sonecty: anjaber XHIepTEH3H]a,

xoxoa H Ap. Bo TpyAoT ce ofpaboTenH 60 nauu-
eHTH CO MO30YEH yAap, NeKyBaHH Ha YHHBEp3H-

rertexara Kmuuka 3a Heasposornja go Cromje.

BackynapHuTe pu2uk daxropH (BP®) ce npoue-
HETH CNOpPeS CTAHA3pANHIHDPAH NPalANHHK. Kor-
HYTHEHYWTS MDOMEeHH C2 KeaHTHQHIHDaNY eaHa

Cxanata ({ MMCE ) u ApyTH HEBPOTICHXOAOWKH
Tecrupara. 38 JMjarHosa Ka BacKylapraTa A&
MEHIN]2 €8 KOPHCTSHM KDHTEPHYMHTE Ha MKB-
10, NauusHTHTS €2 €8aNyHPaHH 80 NEPHOL C4

enna roAHHa, H NOCAE MOSOYHHOT YAap 44% 04 -
WCMHTAHHUWTE HMane KOTHHTHBHH MOPEMETY- ]
pama 2 11% passuae gemerunja. Kaj osne na- :
unerTH 3acTanesocta Ha BP® Guna: co Awjaber

Epllepsy and Neurology, Year 15/16, Number 47/48

NeTposcKa UBETROBCKE A', AoaveHey Baxesa ', Yenperanoaa HaHroscka T, Tapasapu A'

' YHUSEDIUMEMEKE KAUHUKG 3G wesponoiufa, Cronje
s Kaunusxe Bonnuua Ayubadew Cucmusa, Cronje

40% 03 HCMHTAHALWTE, XHTEpTeHIH3 72%,

~ cpuesn 3a6onysama 35%, noxaied X0MecTepoa
W ZeMeHIja ce MCTHTE OHHE Kako 33 uepebpo- ;

37%, atkoxon KoHcymupate 40% nosexa 52%

. nymeae uWraps. XunepreHaujara ce NOKaia
cpuesH 3a60oNysama, XONECTEPOA, NYWEenE, an- .

%aKo CTATHCTHHKH HajsHauaed BPP 3a roruw-
THEHITE TOpPEMETYBa:a H BaCKyNapHaTa AeME
#umja. IPHCYCTBOTO Ha MOBEKS BP® e noroaem
PH3HK 32 N0jasa Ha KOTHHTHEHH nopeMeTyBaisa

- ji neMerusja. On TyKa nponénerysa eKa HHBHO"

TO HaBPEMEHO OTHRpHBaLE H TpeTMaH € BaXHO

- BO MPEREHILH]aTa Ha MOZOHHHOT YARD KaKo H 24
romtHa 1o YAApoT ¢ nomMow Ha Mitny MewTaa :

npeBeHiHja Ha KOTHHTHBHHUTE nopeMeTyBama

. W AeMeHuM|2 KOH ce jaByBaaT Kkaj mauHeHTH o

npeAxo/es MO304eH yAAD.

Kayusy 36cposy: BacKyAapHH PHIHE daxTo-
pH, MO30YEH Y/Iap, KOTHHTHBHO NOPEMETYSALE,
JeMeHUHE.
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Stroke and dementia

ggtravska Cvetkovska D. 1, Dolneneéc Banava

Abstract

N.', Cepraganova Cangovska T, Taravari A.'

' University Clinic of Neurology, Faculty of Medicine, 35 Cyrlt and Methodius University
+ Clinical hospital Acibadem-Sisting: Skopje, R, Macedanie

More data suggest that risk factors for cog- :
nitive disorders and dementia are the same as

for cerebrovascular diseases: diabetes, hyper-
tension, heart disease, cholesterol, smaking, al-
cohol and more. The study analyzed 60 patients
with stroke treatad at the Clinic of Neurology in
Skopje. Vascular risk factors (VRF) were evalu-
ated according to standardized questionnaire.
Cognitive changes are quantified one year after
stroke using the Mini Mental Scale (MMSE) and
other neuropsychological ests that we use in
practice at our Clinic. For the diagnosis of vascu-

lar dementia we usad the criteria of ICD-10. One

vear after the stroke 449% of stroke patients had
cognitive disorders and 11% developed demen-
tia. In these patients, the prevalence of VRF was:
diabetes 40% of patients, 72% hypertension, and
heart disease 35%, high cholesterol 37%. 40%
consumed alcohol and 52% smoked cigarettes.

The biggest statistical confirmed correlation be-
rween VRF and cognitive disorders were for hy-
pertension. The risk of cognitive disorders and

dementia was higher when the patient is present
more VRE Their timely detection and treatment

is important in the preventlon of stroke and In
the prevention of cognitive disorders and demen-

tia occurring after him.
Keywords: vascular risk factors, stroke, cog-
nitive impairment, dementia.
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Dementia is one of most common diseases in
lder persons. Its prevalence doubles every 5 years

ility. It is caused by a disorder of cerebral circula-

jon and not a part of normal aging. Usually occurs :

frer stroke (3, 4). It is assumed that risk factors for
ognitive disorders and dementia in stroks patients
& the same as for cerebrovascular diseases: diabe-

’AD: €4 allele of Apo lipoprotein (Apo) E gene is
ssociated with a higher risk of Alzheimer's disease
nd vascular dementia (7).

JUrpose

To assess the impact of vascular risk factors -

1 cognitiva status in patients with stroke.

viazerial And Methods
In this prospective study were analyzed 60

;atients treated at University Clinlc for Neurole-

v with diagnesis cerebrovascular stroke (cere-
iral thrombosis or embolism, cerebral and sub-

rachnoid hemorrhage). The patient’s age wasin

ange 40-80 years, with almost equal representa-

i5n of both sexss, The survey included only ran-

lomized patients with cerebrovascular stroke,

irst detected by CT or MRI, who were then ap- :
sropriately treated and controlled. The study ex- -
luded patients with disorders of consciousness, .
iphasia or severe dysphasia. The test also exclud-
«d patients who had a history of previous datafor
:ognitive disorders or dementia (to exclude the -

yossibility of Alzheimer's pathology associated
ir mixed dementia). Risk factors were evaluat-
«d according to standardized questionnaire. The

\ssessment of cognitive function can be moni- .
ored through multiple clinical scales allowing a
ylobal quantification of the deficit and 3 means :
»f characterizing the degree of cognitive decline -

n patients. Among mostly used scale and for this
surpose was the Mini Mental Status Examination
'MMSE). The scale includes 30 questions, esti-

nating the orientation, remembering, attention
1nd calculation, memory, naming, repetition, .
-omprehension, reading, writing and re-draw- 7

ng of complex figure (8). For patients who have
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~ a low score of the MMSE, we applied battery of
' neuropsychological tests: Wechsler individual

intelligence test (VITIM), Wechsler test for au-

. ditory verbal learning and memory (RAVLT) and
fter age 65 (1.2). Vascular dementia (VAD), the ° 4 s

«econd leading cause of dementia after Alzheimer’s
lisease (AD), is an important cause of chronic dis-

Ray-Osterit complex figure (RKF). For the diag-
nosis of vascular dementia we used the criteria
of ICD-10 and Diagnosis and Statlstical Manual of
Mental Disorders. Fourth Edition. Text Revision
(DSM-IV) (8). Methods of statistical data process-

* ing for statistical data analysis program was used
. Statistic for Windows 7, 0. The distribution of

_ continuous variables was performed with mea-

=5, hypertension, heart disease, cholesterol, smok= ° syres of central tendency (mean) and measures

ag, alcohol, ete. (5, 6). The increasing age, IoWer © of variability (standard deviation). To test the

ducational level and cortical atrophy associated  gjgnificance of difference between certain distri-

/ith increased risk of dementiz in patients with -
troke. Heredity also been tested as a risk factor for -

butions analyzed parameters were used certain
tests: X2 test for one and two samples, Kolmogor-
ov-Smirnov D test for one and two samples, Krus-

: Kkal-Wallis H test for more than two copies.
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Results
The distribution of patients according to sex and age are presented in table L
Age | male (%) Female(%)
<40 1,9 {
4150 7,6 6,4
51-60 281 25,6
6170 37,3 32,7
570 23,1 25,3

Table 1. Distribution of respondents by sex and age

In figure 1 is presented distribution by sex with insignificant higher distribution in male.

male/famals

Figure 1. Distribution by sex {male, female)

One year after the stroke 44% of patients had cognitive disarders znd 11% devsioped demsntiz,
The results are presented In figure 2.
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Figure 2. Cognitive status after 3, 6 and 12 months in post stroke patients

In table 2 is presznted distribution of risk factors in to a both groups: with cognitive disorders and

dementia.
Risk factors Cognitive impairments (%) Dementia (¥X)
Diabetes mellitus 24 39
HTA 61 73
Hart failure 30 +1
High cholesterol 38 38
Smoking 31 52
alcohol 25 41

Tuble 2. Distribution of risk factors in post stroke patients with cognitive disorders and dementia.
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.Iscussion

The presence of cognitive impairment after 3
months was 23%, after 6 months was 30% and
after 12 months was 40%, Dementia developed

Hypertension occurs more significant risk factor

significance of p <0.05.

wheo did not drink alcohol. The biggest statistical

confirmed correlation between risk factors and
cognitive disorders was lowest for hypertension :
and cholesterol. The risk of cognitive disorders :
and dementiz Increases proportionately withan

incr=ase in the number of vascular risk factors

present in the patient (2). Their timely detection
and treatment is important in the prevention of

stroke and in the prevention of cognitive disor-
- [9] Meeuwsen EJ, Melis R], Van Der Aa GC,

ders and dementia occurring after him. The treat-

ment of individual VRF Including hypertension,
diabetes and hypercholestzrolemia is associated |
with a reduced risk of vascular dementia (10, 11).

Conclusion

present in the patient.
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