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CospemeHnbie N00X00bl K Ne4eHUI0 NauUueHmos ¢ paccioerHuem Hucxoosuei aopmol (HA) neoonosnaumol,
daHnble MeNHCOYHAPOOHbIX pecUcmpos U pyK08odcme — npomueopeuusst. Pegoroyuonnsim npusnam sndogacky-
AsAPHbLI Memo0 aeeHus nauuenmoa c paccioernuem HA. Odnako edurnoit maxkmuueckoil KOHYenyuu npUMeHeHuUs
cyuecmeyrouux Memooux neeHus nayuenmos ¢ paccioenuem HA na cecoonawmnuii dens nem.

B nacmoswem uccredosanuu npoanHatu3upo8an OnbvIM NPUMEHEeHUs PA3AUYHbIX MemoOuK AeHeHus naui-
eHmoeg ¢ paccaoenuem HA.

Pempocnexmugno uzyuenst pesyromamot Xupypeuueckoeo aeueHus 78 nayuenmos c paccaoenuem HA, 6 mom
uucne 45 nayuenmos c paccaoeruem aopmut muna B no Stanford u 33 nayuenma c paccaoenuem aopmel muna
A, komopbim Ovira okazana nomouwis 3a 10-semuuil nepuod ¢ aneaps 2008 e.

Pewenue 6 omunowenuu euda nomowu nayuenmam c paccroevuem HA (kKoncepsamuenuiil, xupypeute-
CKUlL, SHO08ACKYAAPHBLI UAU KOMOUHUPOBAHHYLI MemOoObl Ae4eHUs) HANPAMYIO 3A8UCUM OM CMAOUABHOCU
COCMOAHUS NAUYUEHMA, MEXHUUECKOU 803MONCHOCMU OCYULCBACHUS MO0 UAU UHO20 8UOA NeYeHUs, HaAUYUs
conymcmeyroueil namoao2uu.

B dannom uccredoganuu nokasamsl ayuuiue HenocpedcmeeHHble pe3yabmamol IH008ACKYAIPHOL0 NOOX00a
6 CPasHeHUU ¢ 2UOPUOHBIM U XUPYPUHECKUM.

s docmuoiceHus nOAHOI 2eMOOUHAMUMECKOU KOPPEeKUUU NAMOA0UU, MUHUMUAYUU PUCKA peModenu-
POBAHUSL AOPMbL U PA3GUMUSL AOPMO-ACCOUUUPOBAHHDBIX OCAONICHEHUI AeueHue He 001NCHO 02PAHUYUBAMbCS
sHOONnpome3uposanuem epyonoeo omoena HA cmenm-epagpmom, a 004xcHo 6bimb 00NOAHEHO CMEHMUPOBAHUEM
bonee QUCMANbHBIX CeeMEeHMO08, 8 MOM YUCAE HENOKPbIMbIMU CIEHMAMU HA YPOBHe GUCUEPANbHbIX 6emEell.
Toavko makoil KackaoHslii n00x00 Modcem obecneuums AyHuUe Ycao8us 045 00AUmepayul 10J¥CH020 NPOCeema
aopmol U PoOpMUPOBAHU «HEOKAPKACA» AOPMANbHOU CIEHKU.
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Karouegvie caosa: paccioenue Hucxoosauweii aopmol, Xupypeus aopmol, 3HO0NPOMe3Uposanue aopmaol, CeH-

mupoeanue aopmbol.

BBELEHUE

Paccinoenne aucxomsmeir aoptel (HA) ocraercs
OMACHBIM, XU3HEYTPOKAIOIMIMM COCTOSTHUEM, OIHAKO
C HAYaJIOM «arpecCUBHOI» IMIIOTEH3UBHON Tepanuu
W BHEIpPEHHEM B IIUPOKYIO MPAKTUKY MeToJda DH-
JIIOBACKYJIIPHOTO JIeUEeHUS JIETATbHOCTh ITAallUEHTOB
3a mocjegHee AeCATUIETHE 3HAYUTETLHO COKpATUIaCh
[1-3]. CoBpeMeHHBIE TTOAXONBI K JeYEeHUIO IMaly-
eHTOB ¢ paccinoeHneM HA Heomno3HauHbl. C omHOM
CTOPOHBI, MEIMKaMEHTO3HAasI Tepalus, IBJIsgBIIasCS
«30JIOTBIM CTaHIApPTOM» JIEYeHUS, He 00eCleuynBaeT
O00OHAIEXMBAIOIINX PE3YJIFTATOB B OTIAJICHHOM ITepHOJIE,
C IPYroit — COXpaHSIOTCS BBICOKME HMU(PPBI HEMMOCPE -
CTBEHHOI1 JIETAIbHOCTU MPU XUPYPIrUIECKOM JICUCHUU.
PeBOMOLIMOHHBIM TIPU3HAH SHI0BACKYJISIPHBIN METOI
JIedeHUsI MallMeHToB ¢ paccioeHneM HA, omHako enu-
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HOM TaKTUUYECKOIM KOHLEIIUN MPUMEHEHUS METOINK
Ha CEeromHSIIHUN AeHb HE CYILIECTBYET.

Llens nccneqoBaHus — HA OCHOBAHUM PETPOCIICK-
TUBHOI OIIEHKMN HETOCPEICTBEHHBIX W OTHAJIEHHBIX
pe3yJIbTaTOB MPUMEHEHUS Pa3INYHBIX METOAUK MHBA-
3UBHOTO (XMPYPrUIECKOTO W/WIN 3HIOBACKYIISIPHOTO)
neyeHus pacciaoeHuss HA o6ocHOBaTh ONTUMATBLHYIO
TaKTUKY JIeUEHUSI MAIUEHTOB C TAaHHOM MaTOJIOTUE.

MATEPWAJTbI U METO[LbI
[IpoaHanu3npoOBaHbI pe3yabTaThl MHBA3UBHOTO
JledeHus 78 TMauMeHToB ¢ paccaoeHneM HA 3a mepuon
¢ gaaBaps 2008 r. mo suBapb 2018 1., B TOM uncie 45
MaIMEeHTOB ¢ pacciioeHueM Tiia B u 33 mamumeHTa ¢ pac-
croenneM HA tuma A mo Stanford. Xapakrepuctuka
MalMeHTOB MpeAcTaBieHa B TaouI. 1.
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Cokonos B.B. n ap. Bbi60p ontumMasnbHO TaKTUKY JIBYEHNS
MAaLUNBHTOB C PACC/IOEHNEM HUCXOAALLEN a0pTbl

Tabnmya 1
XapakTepucTMKa naLueHToB

lokasatenb Tun B Tun A
CpenHuii BO3pacT, net 54+6 4916
My>ckor non, % 60 939
ApTepuanbHas runepteHsns, % 86,7 939
[eHeTNYecKue aHoManuu, % 6,7 6,1
TpaBMa, % 6,7 -
Manbnepdysus, % 20 121
bonesoi cUHAPOM, % 911 81,8

Tabmmya 2

CTpyKkTypa BMewWwaTenbCTB Npu NeYeHUn NaLMeHToB
¢ paccnoenneM HA Tuna B

Konuyecteo

lpoTe3npoBaHne HUCXOOALLEN aopTbl 21

B TOM YUCNE C UMNNAHTALMEN HENOKPbITbIX 7
cTenToB (1-2) B AMCTanbHbIE OTAENbI HUCXOASLLEN
a0pTbl ¥ BPIOLLHYI0 a0pTy

CTpyKTypa BMelLaTenbCTs

JHAONPOTE3MPOBAHME HUCXOASALLEN a0pTbl 23

B TOM YUC/E C MMMNNAHTaLMen HenoKpbITbIX 10
cTeHToB (1-2) B AUCTanbHble OTAENbI HUCXOASLLEN
aopTbl 1 BPIOLLHYI0 aopTy

Onepauns Tvna Crawford 1

Tabnnuya 3
CTpYKTypa OTCPOYEHHbIX BMELLATENbCTB NPU 3TaNHOM JIEYEHUN
nauueHToB ¢ paccioeHuem HA tuna A

CTpykTypa BMELLATeNbCTB Konuuectso
MpoTE3MPOBAHIME HUCXOAALLIEN A0pTbl 1
B TOM YWCNE C UMMNAHTALMEN HEMOKPbITbIX CTEHTOB 4
(1-2) B amMCTanbHbIe OTAENbI HUCXOAALLEH a0PTbl

11 BPIOLLHYI0 aopTy

JHO0NPOTE3NPOBAHNE HUCXOASLLIER a0PTbI 12
B TOM YMCNE C MMNNAHTALMEN HENOKPbITbIX CTEHTOB 6
(1-2) B AncTanbHbIe OTAEMbI HUCXOAALLEH a0pThl

11 6PIOLLHYI0 aopTy

/IMAnaHTaums HEMoKpPbITbIX CTEHTOB B HUCXOAALLMIA 1
11 BPIOLLHON OTAENbI A0PThI

B octpoii cragumu 3a6ojeBaHus Haxoauianch 60%
nanueHToB ¢ paccaoeHneM HA tuna B. Y 9 nanyeHnToB
B CBSI31 C BUCLIEpaJIbHOM MaJibIiepdy3ueil ObUIU BBITION-
HEHBI 9KCTPEHHBIC BMEIIIATENIbCTBA: ¥ 3 — CTEHTHUPOBA-
HUE BHUCIIEPATbHBIX BETBEH aOPTHI; ¥ 2 — (peHecTpamus
OpIoIIHOI a0pThI (BO BCEX 5 HAOIIOACHUSIX C MOCEAY-
OIUM XUPYPIrUICCKUM WU SHIOBACKYISIPHBIM JIeUe-
HUEM); BHAOMPOTE3MPOBAHUE U CTeHTUpoBaHue HA
MIPOBENCHEI Y 4 MAIIMCHTOB.

36 malueHTaM, HE UMEBIIUM IIPU3HAKOB MallbIlep-
(y3un, orrepatuBHOE JIeUeHNUE BEITIOJTHEHO B OTCPOUYCH-
HOM WJIX TUTAaHOBOM Topsimkax. CTpyKTypa oliepalinit
y BCeX MAIMEHTOB C pacCIIOCHUEM aopThI ThIa B mpen-
CTaBJIeHA B TaOII. 2.

33 maumeHTaM ¢ pacciaoeHueM HA tuma A nepBbIM
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5TAIIoOM SKCTPEHHO IMIPOBEICHO ITPOTE3NPOBAHIE BOCXO-
nsimei aoptel (BA), B TOM 4mciie B cOYeTaHNHA C BMEIIIa-
TeJbCTBAMHM Ha aopTajbHOM KiranaHe (AK) u/mmm myre

aoptsl (IA). IIpu aToM y 14 MariieHTOB BMEIIaTeIbCTBO

Ha BA ObU10 TOMOMTHEHO BMelaTeIbcTBoM Ha HA nnm

CO3MaHbl YCJIOBUS [JI HEro B OymylieM: 5 manudeHTam

BBITIOJTHEHO ITepeKITIOUeHIE OpaxroiehaTbHbIX apTepHit

Ha mpote3 BA («rbicas ayra») ¢ mocienmyomieil (aepes

1—3 cyT.) mMITIaHTaIe cteHT-rpadTa B JIA v mucTaiib-
Hee; y 6 marneHToB npore3uposanne BA i JIA coderanu

C aHTeTpagHO MMIUIAHTAllMe TMOPUIHOTO IpOoTe3a

E-vita Open Plus («3aMOpOXeHHBIN XO0OT CIIOHA»);

V 3 MallMeHTOB TUCTAIBHEBIN aHACTOMO3 (DOPMUPOBATII

C BBITIOJTHEHUEM TUTACTUKI A0PTAJTBHOM CTEHKU C 3aKPhI-
THEM «TUITMIHOW» (heHEeCTpaIlny B 00JIaCTH ITepelIeiika

AOPTHI ¥ OCTABIICHUEM CBOOOTHOTO IIPOTE3a B IPOKCH-
MaJbHBIX oTaenax HA mo metonnke Borst.

[Mocnemyroree MTHBa3MBHOE BMEIIIATEIHCTBO HA HU-
cxopmseit aopte y 20 TalMeHTOB € PACCIIOCHUEM a0PTHI
THITa A BBITIONHSUIA TJIAHOBO IIPW XPOHWYECKOM WU
(pexe) momocTpoii ctaguu 3aboneBaHus. CTpyKTypa
OTCPOYCHHBIX BMEIIATEILCTB HA HUCXOMSIIEM OTIesIe
AOPTHI IIPEICTaBIICHA B TA0OI. 3.

[MokazaHWsIMU K WHBAa3WBHOMY JICUCHUIO PacCiIoe-
Hust HA cuutanu: cuHapoM manbiiepdy3un, 00JieBoi
CHHAPOM, HEKYITIPYEMYIO apTepHaTbHYIO TUTIEPTECH3HIO,
poct nnamerpa HA Gonee yeM Ha 25% OT IIpeablIyImnx
MAaHHBIX (cIycTs 6—12 MecsiLeB).

HermocpencTBeHHBIMM LEISIMU JICUCHUST CIMTAIIH:
HCKJIIOUEeHNE W3 KPOBOTOKA ITPOKCUMAJIbHOM (DeHec-
Tpalln, TIepeHANpaBIcHNEe KPOBOTOKA B MCTUHHBIN
IIPOCBET, CO3IaHNE YCIIOBUI 1T 00U TEPAIlAN JIOXKHOTO
IIPOCBETA, IIPEeOOTBPAIlcHUE IBIICHUI MaTbIIepdy3Um.

[I1arMpoBaHMe JICUCHUS OCYIIECTBIISLIN C TIOMO-
B0 MYJTBTUCIIMPAIBHOI KOMITHIOTEPHOI TOMOTpadum
(MCKT) aopTsI ¢ 60TF0CHBIM KOHTPACTHBIM YCIJICHUEM,
DKTI -cuHxpoHM3aLMei 1 mmocnenyomuM 3D-Monenm-
pOBaHHEM.

I[Ipore3upoBaHue nmpokcuMaabHBIX OoTACI0B HA
MIPOBOAMIN B YCIOBUSX MCKYCCTBEHHOTO KPOBOOOpa-
mennst (MK). I1pu coxpaHsroreMcst pacCIoeHUN B 30HE
aHACTOMO3a BHITTOTHSUIH TIACTUKY A0PTaTbHOM CTCHKH
TIO TUITY «CJIOCHOTO ITHPOTa».

[Ipu pacmonoxeHnn IMIpOKCHUMaIbHOU (DeHecTpa-
LUWU B 30HaX Z,—Z, SHIOBACKYJISIPHOE JIeYeHUE OBLIO
HEM30eXHO COMNPSKEHO C OKKIIO3MEH YCThs JIeBOM
MOIKJIIOYNYHON apTepUM, YTO ITOTPEOOBAIO MOIKITIO-
YUIHO-COHHOM TPAHCITO3UIINH CJIeBa B 3 HAOTIOOCHMSIX
TIPEBEHTUBHO U €III¢ B 2 — ITOCJIe SHIOMPOTEC3UPOBAHUS.
JnaMeTp 3HIOIIPOTEe3a BEIOMPAIH C IIPEBHIIIICHUEM 1 -
aMeTpa IPOKCUMAaIbHOM «30HBI ITOCAIKI», HO He Oolree
yem Ha 10%.

Y OONBIIMHCTBA MTAIIMEHTOB Ha MPOTSXKeHNH 1—3
CYTOK WCITOJIb30BaI CITMHHOMO3TOBOM IpeHaX IJIs
MOHUTOPUHTA NaBJIEHUS JUKBOpaA, KOTOPOE MOAAEP-



Cokonos B.B. n ap. Bbi60p 0ntuManbHO TaKTUKU SIBYEHNS
MAaUNBHTOB C PACC/IOBHNEM HUCXOAALLEN a0pTbl

Tabnnya 4 JIETAJIBHBIX NCXOOJ0B
MpuunHbI NETanbHbIX UCXOA0B B rOCNUTaNbLHOM nepuope (uncno naumenTos) MPEACTABICHBI B Ta0I.
MpnymHbI Tvn B Tvun A 4.
Xupypru- | mbpun-  3upoBacky- | Xupypru- | Tmbpun-  3JHposac- 9CH°BH°H Hpuan-
YeCcKOe  HOe fleye- NISIPHOE JIeye- . YECKOe | HOE Jieye-: KynsipHoe HOW JIETaJbHOTO HC-
neyeHue Hue Hue nevyexue Hue neyeHue X0mIa cTal CHHIPOM
CvHOPOM NONMOPraHHoM 1 1 1 4 1 1 NOJMOpPTAaHHOW HE-
HeAcTato4HocTA IOCTaTOYHOCTH, TIpe-
PaspbiB aoprel - - 1 - - 1 OIUKTOPOM Pa3BUTUS
OTeK ronoBHOr0 Mo3ra - - - 2 - - kortoporo B 100% ciy-
WHble 1 1 1 _ 1 _ yaeB OBIJIO HAaJU4Ue
BCErO 9 9 3 6 ) ) y NMalueHTa SBJICHUN
Mmanbnepdy3uu B UC-
Tabnmya 5 Xone.
Buabl 0CNIOXHEHUI rocnuTanbHoro nepuoaa (uncno naunenTos) HemeTadlbHBLE
rpynnb| TM" B TM" A OCJIOXKHEHUMA IIOCJC
Xupypru- | Tubpup- | 3nposacky- = Xupypru- | Tubpup- ©  3nposa- BMeIIaTebcTBa Ha HA
YECKOE  HOE IeYe-: NAPHOE NeYe- | YECKOE | HOe Jeye-  CKYNpHOE HaOuonanuce y 18
neyeHue Hue Hue nevexne Hue nevexne (30,5%) u3 59 BBIKUB-
CMHOPOM NONMOPraHHON 3 1 - - 2 - IINX IMaeHTOB. Brasl
HEeO0CTaTOYHOCTH OCIOXHEHUN Tpem-
OcTpoe HapyLueHe - - 3 2 - - CTaBJICHBI B Ta0JI. 5.
MO3roBOro
KpoBOOOPaLLEH!S B pannue cpokn
o0cienoBaHbl 30 marm-
NHbEKUMOHHBIE 1 1 - - 1 -
€HTOB C PacCIOCHUEM
Wbie ! ! ! ! : : HA tnna B u 15 manm-
BCEr0 5 3 4 5 5 0 €HTOB C PaCCIOEHUEM
HA tuma A. Coctod-
Tabmiab|  yye JOXHOTO MPOC-
HenocpeacTBeHHble pe3ynbTaTbl pa3HbiX BULOB IeYEHNS paccnoeHus
HA (cocTosHue noxuoro npocsera) BC€Ta B paHHUC CPOKN
Pesynbratbl Xupypruyeckoe ;| JHOOBAcCKynspHoe | KoMOGUHMPOBaH- [ocae onepauuu oT-
nevyeHue nevyeHue HOe JieyeHue paxeHo B TabJ1. 6.
YacTyHoe TPOMBMPOBAHNE NOXHOIO NPOCBETa 35.1% 34,8% 12.5%
AMCTanbHee npoTesa/sHaonpoTesa Crnenyetr OTMETUTD,
MonHoe TPOMBMPOBAHKE NOXHOTO NPOCBeTa % 26,1% 875% 4TO MOJHOE TPOMOM-
aucTanbHee npOTesa/eHuonpOTesa poBaHUWE JTOXHOTO

KUBaJIX Ha cxogHoM yposHe +10—15%. Hu B ogHOM
HaOMIONCHNY HE OTMEUYCHO KPUTHUECKUX KOJeOaHMA
IABJICHUS JINKBOPA.

BoapmmHCTBY TallMeHTOB OBbLIa BBHITIOJTHEHA KOHT-
ponbHasgs MCKT aopThl ¢ 60JIOCHBIM KOHTPACTHBIM
YCUJICHHEM Tiepel BEITTMCKON M3 CTallMoHapa, a TaKxkKe
JaHBI PEKOMEHIAINHY IT0 TOMOTPa(hMIeCKOMY KOHTPOJTIO
(MarHuTHO-pe3oHaHCHas Tomorpadus uaum MCKT)
yepes 6, 12 MecslieB U Aaliee eXeroaHo.

B otnanenroM nieproze (1o 7 JIeT Ioce OIepariim)
obcnenoBannl 40 manueHTOB: 21 ¢ paccmoenuemM HA
trna B 1 19 ¢ paccmoenneMm HA tuma A.

PE3Y/IbTATbI
OO11as rocnUTalbHas JIETAAbHOCTh COCTaBUIIA
24,4%. B rpyiire GOJbHbBIX C pACCIOEHUEM aOPThHI TUIIA
B ymepaun 9 (20,0%) u3 45 manueHTOB, IpU pacciioe-
Hum tima A — 10 (30,3%) u3 33 mauveHToB. [IpuarHbI

MpocBeTa OTMEUYEHO
B CIIy4asiX, KOTJa IUCTaIbHEe COCYANCTOTO IIPOTe3a WIIN
sHIoIpoTe3a HA 6bUIi MMILTAaHTIPOBAHEI HETIOKPHITHIC
CTCHTHI.

B otmanerHoM mrepuone (depe3 1—7 jret) obeaemona-
HHI 40 manueHToB: 11 mocite XUpyprudecKoro JIeUeHUs,
24 — SHOOBACKYJISIPHOTO U 5 — KOMOMHHUPOBAHHOTO
(xupyprudyeckoe + 3HIOBACKYJISIpHOE). Y BCeX Ialln-
€HTOB Ha0JIIOIaJIOCh IIOJIHOE TPOMOMPOBAHUE JIOKHOTO
MIpocBeTa B MMPOKCUMANIbHBIX CETMEHTAX IO YPOBHS
nocienymoIieii eHecTpauuu. I1pr 3ToM B IUCTATBHBIX
CcerMeHTax ITOJTHOE TPOMOMPOBAHME JIOKHOTO IIPOCBETa
nMeJio MecTo Juiib y 30% maluneHToB, y ocTaabHbIX 70%
MAIlMeHTOB — YaCTUIHOE TPOMOMPOBaHMeE. Y BCEX MallM-
€HTOB C ITOJIHBIM TpoMOupoBaHueM B HA u OproniHoit
aopTe paHee BEITIOTHEHHOE BMEIIATeIbCTBO HA TPYTHOM
HA (xupyprudeckoe WIM 3HIOBACKYJISIPHOE) COUCTa-
JIOCh C UMITIaHTalle HEMOKPHITOTO(BIX) CTeHTA(OB)

Ha YPOBHE€ BUCLCPAJIbHBIX BETBE. PaCI.HI/I]:)eHI/IH anamMe-
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Cokonos B.B. n ap. Bbi60p ontumMasnbHO TaKTUKY JIBYEHNS
MAaLUNBHTOB C PACC/IOEHNEM HUCXOAALLEN a0pTbl

Tpa aoOpThbl 1 MHBIX a0OPTO-aCCOLINMPOBAHHBIX OCJIOKHE -
HUW B OTHAJIECHHOM nmepmuoac HeE Ha0JI10JaJI0Ch.

OBCYXIEHUE

PaznuyHbIi moaxon K IEYEHU IO MalMeHTOB C paccyio-
eHueM aopThl TUNIOB A 1 B 00yciioBieH 1oKanm3anuein
MIePBUYHON (heHEeCTPaIIU: BOCXOMSIIIAI OTIACT a0PThI
SIBIISIETCSI ©0JIee YyIpoKaeMBbIM B IUIaHE pa3phiBa, UYeM
HUcxoaammii. OmMHAKO HEKOTOPBIC aBTOPHI AuddepeH-
LIUPYIOT NEPBUYHYIO U TMocjenyoiue GeHecTpaluu
HE TOJIBKO 10 JIOKAJIM3allNi, HO M TI0 MHBEIM XapaKTe-
puctnkaM (pa3Mep, HarpaBieHue u 1p.) [4]. Tak, mpn
3aKPHITUH TIEPBUYHON (heHeCcTpallmd MOKHO OXHUIATh
a3 heKTa «IOMIHO», KOTIa JIOXKHBIA IIPOCBET IIPOTrpec-
cuBHO cramaetcs. C 3TUX TMO3UINIA, TIPA PACCIOCHUN
A0OpTHl TUNA A MOXHO OCYIIECTBIATh NJIUTEJIbHOE
IMHAMUYICCKOE HAOIMIONCHME 32 COCTOSTHIEM JIOKHOTO
npocseta B HA mocne npore3supoBanusa BA, a npu
paccioeHNH TUIIa B Bo Bcex ciydasx cieayeT paccMa-
TpUBaTb HEOOXOIMMOCTb BMelIaTeabcTBa Ha HA.

ITpuHSTHINM HA CETOMHSIIIHAI TeHb OOJBITMHCTBOM
aBTOPOB KOHCEHCYC 3aKIIFOYACTCSI B TOM, UTO HEOCIIOXK-
HEeHHOe paccioeHne HA mmomiexxnuT KOHCepBaTUBHOMY
JICYCHUIO, a OCJIOXXKHEHHOE — XHUPYPITUUECKOMY WJIN
SHIOBACKYJIISIpHOMY [2, 5]. DHIOBaCKyIsIpHOE JIedeHUE
CTaJI0 MPUBIIEKATEIbHON albTepHATHBON XUPYPTUU
B TMOCJIEIHUE TOMbI U COMPSIKEHO C TOPa3a0 MEHBIIUM
ypcyioM ociaoxHenuii (11,1% nporus 40%) [5].

HeunHBa3uBHOE Jie4eHNE OCTAETCS «30J0ThIM CTaH-
IapToOM» BeIeHUS HEOCIOXHEHHOTO pacciioeHusT HA
¢ MOKa3aTeJIsSIMU BbIKMBAEMOCTH Ha ypoBHe 85—95%
rmocJjie TepBUYHON rocnurtanuzanuu [6]. IIpu sTtom
MOHSITUE «HEOCIOXHEHHOIO PacCIOEHUSI» PAa3HUTCS
110 TaHHBIM Pa3HBIX aBTOPOB. UMEeHHO HeZOOIICHKA
TSIKECTU COCTOSTHUS TTAallMeHTa NPUBOONUT K HEyTe-
IIUTEIBHEIM pe3yJbTaTaM B OTHAJICHHOM IMepUoIe
(5-netHss1 neTanbHOCTH 10 50%) [7]. MexnyHapoaHbliA
peructp 1o pacciaoeHuio aoptel (IRAD) mpencraBun
HHGOPMAIINIO O MPOTPECCUBHOM POCTE OAMaMeTpa
aopThl (cKopocTh 1,77 MM B rox) B 59% Haba00eHUI
KOHCcepBaTUBHOTO jedeHud [7]. CrioHTaHHOE MOITHOE
TPOMOMPOBAHME JJOXHOTO IIPOCBETa IPU MEIMKAMEH-
TO3HOI Tepanuu IMIPOUCXOIUT O4eHb peako (MeHee 4%
MMAIIIEHTOB), COXPAHSIIOMINKCSI KPOBOTOK B JIOXKHOM
MIPOCBETE SIBIISCTCS IPSANKTOPOM POCTa JUAMETPA a0p-
THI ¥ pa3BUTHS A0PTO-aCCOLMUPOBAHHBIX OCIIOKHEHUI
[8]. BMecTe ¢ TeM 5-JIeTHSIS YacToTa pa3BUTHUS OCIIOXK-
HEHUI y MalMeHTOB, MOJYyYallluX KOHCEpBAaTUBHOE
sieueHue, gocturaet 50% [9].

TpaguuMoHHO MOKa3aHWEM K OomNepalluyd CYUTAIOT
nrametp HA 6onee 6—6,5 cM, a mpy HaIMIMK CUHIPOMA
Mapdana — 5,5—6 cM, poct aHeBpU3MBI 00J1ee 1 cM BTOL,
[10]. ITpu manbriepdy3ny BMeIIaTEIbCTBO ITOKA3aHO
¥ TIp¥ MEHBIIeM nuaMeTpe. Jpyrue aBTOPHI CKIIOHSI-
JOTCSI K OTIepaTUBHOMY JICUCHUIO pacciaoeHms HA mpu
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mametpe HA 6oiee 4,5 cM 1 ipu GYHKIIMOHUPYIOIIEM
JIOXKHOM TIPOCBETE, OOBSICHSSI TO TEM, UYTO B TaHHOM
cTy4yae TUIaTamus aOPTHI HACTYITAeT Y BCeX MAIlMEHTOB,
a 00beM BMeIaTeIbcTBa pacimpsgercs [10].

PasznHble aBTOphI BHIOMPAIOT pa3IMUHBI O0BEM XM-
PYPTHUYECKOTO BMEIIATeIbCTBA IIPH pacciioeHn HA: 310
MOXET OBITh JIOKAJIBHOE WX TTOJTHOE TTPOTE3NPOBAHIE
HA [10]. Hanbomnee ciabbIM1 MeCTaMU ITPY PACCIOEHU
HA saBnsiiorcst mepellieek v mpokcumalibHas yactb HA.
MMeHHO B 3TOM cerMeHTe 0OHapyXMBalOTCsI HanuboJiee
pacIIMpeHHBIN JUaMeTp aOpTHl M HanboJiee NCTOHYCH-
Has CTeHKa, a CTpEMJICHIE XUPYPTOB K pEKOHCTPYKIIHT
TOJILKO 3TOTO CETMEHTA a0PTHI ONPaBIBIBACTCS JIYI-
UMM Pe3yIbTaTaMi BBUIAY MECHBIINX IJIATEIHBHOCTH
olepaliiy, BpeMEHU TIepeXKaTusl aOPThI, KPOBOIIOTEPH
[10]. JJokaneHOE mpoTe3upoBanne HA mpenmosaraeT
BHIIIOJIHEHNUE IIACTUKHM PAacCIOCHHOMW aopTalbHON
CTECHKU C TIepeHAaIIpaBIIeHIEeM KPOBOTOKA B NCTUHHBIN
IPOCBET A0PTHI, UTO OTKPHIBAET IICPCIICKTUBHI IS
THOPUIHBIX METOOWK. Tak, OTKpBITas aHTeTpagHas
WHTpaollepallMOHHAs UMMJaHTAlMs HEMOKPBITHIX
CTCHTOB B OPIOIITHYIO a0pTy (HAa ypOBHE BUCIIEPATbHBIX
BETBel) MMeeT OOJIBIIIOe 3HAUYCHUE IS IIPEIOTBpaIlie-
HUS AWJIaTallMK A0PThI B OTAAJIEHHOM ITepUOJIE, TaK Kak
TIO3BOJISIET BOCCTAHOBUTH «KapKac» aopThl M CO31aTh
YCIIOBUS IUIST OOJIMTEPAIIAY JIOKHOTO IIPOCBETA.

BMmecTe ¢ TeM, HeCMOTPSI Ha COBPEMEHHbBIEC XUPYPIH-
YeCKHe, aHeCTe3NOJIOTHIECKIE 1 TTePPYy3NOIOTHICCKIE
TOCTIDKCHUSI, OTKPBITast XMPYPTHS Y ITAIlUeHTOB C pac-
croenueM HA mo-mpexHeMmy comnpsikeHa CO 3HAUYM-
TEJIbHBIM PUCKOM T'OCIIUTAIBHOIM JieTabHOCTH (10 30%)
[11]. DHOIOBACKYJISIpHOE BMEIIATEIBCTBO MMEET HEOCITO-
pHUMBIE TIPENMYIIECTBa IIepel OTKPHITOM XUPyprueii, a
TaKKe ITOKa3kIBaeT HanboJjiee OJIaTOIIPUSTHBIC S-JICTHHE
pe3yabTaThl Y HEOCIIOKHEHHBIX ITAIIMEHTOB 110 CpaBHE-
HUIO ¢ KOHCEpBAaTUBHLIM jiedeHueMm [11, 12].

Br160p BUIA TTOMOINM IMAIIMEHTAM C PAacCIOCHHEM
HA (xoHcepBaTUBHBII, XUPYpPTUUECKUIi, IHAOBACKY-
JISIPHBIA MW KOMOMHUPOBAHHBI METOIBI JICUCHMS)
HAIIPSIMYIO 3aBUCHUT OT CTaOMJIBHOCTH MAIIMEHTA, TEX-
HAYECKON BO3MOXHOCTH OCYIIECTBJICHUS TOTO WM
WHOT'O BUIA JICUCHUSI, CONYTCTBYIOMICH ITATOJOTUM.
Tak, mauueHTsl ¢ 00JE3HSIMU COEAUHUTEIbHON TKAaHU
«HE TIPUTOIHBI» VTSI SHIOBACKY/IIPHOTO JIeUeHUSI (BBUILY
pHCKa TOITOTHUTEIEHOTO ITOBPEXICHNUS CTCHKI A0PTHI),
HO B CJTy9ae HeCTaOMIbHOM TeMOIMHAMMKY TP pa3pbIBe
A0PTHI SHIOIIPOTE3NPOBAHNE MOXET CTaTh CIMHCTBCHHO
BO3MOXHBIM MeToJoM criaceHust xku3Hu [11]. ITokaza-
HUEM K DHIOBACKYJISIPHOMY BMEIIATCILCTBY CICAYCT
CUMTATh YTPO3y pa3pbiBa aopTHI, Majabnepdy3uio, 60-
JIEBOU CMHAPOM, HEKOHTPOJIUPYEMYIO apTepUaAIbHYIO
rurepTeHsuio [11].

O060CHOBaHMEM UCITOJIB30BAHUS HEITOKPHITBIX CTCH-
TOB CJIY>KaT OCYIIECTBICHNE PEKOHCTPYKIINH CTPYKTYPBI
¥ 3JIACTUYECKUX CBOMCTB aOpTaJbHOI CTEHKHU, MUCKITIO-
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YeHEe OKKJIIO3UH BETBEH aOpTHI, COXpaHECHNE MHTUMBI
BHYTPHU KPOBOTOKA, YTO UpE3BEIYAITHO BaXKHO, TTIOCKOJIb-
Ky pacClIOeHHE BCerma COIPOBOXIACTCS 3HAUUTECIIb-
HBIMU HapylmeHUsIMH TemocTasa [13]. UMmmanTanmsa
HEITOKPHITOTO TKAHBIO CTEHTA IIPU PACCIOCHUU aOPTHI,
ITOMUMO KJIMHUKO-(QU3NOIOTUUECKIX, UMEET PSII TEeX-
HUYECKMX MTPENMYIIIECTB: JIETKOCTh MAHUMYJISIIIUH TTpU
YCTaHOBKE, BO3MOXHOCTB JIOCTaBKHU KaK yepe3 IMPOCBET
a0pTHI aHTETPATHO BO BPeMS OTKPBITOM OITepaIliy, TAK
¥ SHIOBACKYJISIPHO PETPOTPAmTHO, OTCYTCTBHE ITOTPEO-
HOCTH B ITOCAIOYHBIX 30Hax [13].

B cBOEeM rcciteoBaHMY MBI TTIOKA3aJIH JIyUYIITHE HETIO-
CPEICTBEHHBIC Pe3YJIBTATHl SHIOBACKY/IIPHOTO ITOAX00a
B CPAaBHCHUM C XUPYPTUICCKUM U KOMOMHUPOBAHHBIM,
BKJTIOYAIOIIUM THOPUOHBIN ¢ MHTEPBAJIOM MEXIY XU-
PYPTUYECKUM W HIOBACKYJISIPHBIM BMEIIATEIHCTBAMU
0 24 94acoB W 3TAaIHBIN ¢ MHTEPBAJIOM OoJiee CYTOK.
Tak, 9acToTa OCIIOXXHEHUI B TPYIIIIe SHIOBACKYIISIPHO-
ro JieueHust coctasuia 11,1% (4 HaGmoneHUS) TIPOTHB
54,5 (6) u 44,4% (8) B cn1ydyae KOMOMHUPOBAHHOTO
W XUPYPTrUIECKOTO JICUCHUSI COOTBETCTBEHHO. AHA-
JIOTUYHO PacHpeAcIUINCh MOKA3aTeIN JICTATbHOCTHU:

5,1% npotus 7,7u10,3% coorBeTcTBeHHO. [JaHHbIE
pasITUIUs SIBISIOTCS CTATUCTUYCCKU TOCTOBEPHBIMH
>t pu p<0,05).

(tpaCC‘l. OMII.

BbIBOLbI

DHIOBACKYIISIPHBIN ITOIXOM B JICYCHUN PACCIOCHMUS
HA neMoHCTpupyeT JydIiiiie HemOoCPEeICTBEHHBIC U OT-
ITaJIeHHBIC Pe3yIbTaThl B CPABHEHUH C XUPYPIrUIeCKUMH
¥ KOMOMHUPOBAaHHBIMA MeTogaMu. OTHAKO IIJIST TOCTH -
KEeHUSI TIOJTHOM TeMOTWHAMNYECKOM KOPPEKIINU T1aTO-
JIOTUY, MUHAMM3AIINN PUCKA PEMOACIIMPOBAHMIS A0PTHI
¥ Pa3BUTHSA aOPTO-aCCOMMMPOBAHHBIX OCJIOXHCHUIA,
JIeueHNe He JOJDKHO BCETa OTpaHUIMBATHCS SHIOIIPO-
Te3UPOBAHUEM AOPTHI CTCHT-TpadTOM, a TOJIKHO OBITH
IIOTIOJTHEHO (110 TIOKa3aHUSIM) CTCHTHPOBaHUEM 0oJice
IVCTAJILHBIX CETMEHTOB, B TOM YHCJIC Ha YPOBHE BHC-
HepabHBIX BEeTBEI, HEIIOKPHITHIMHA CTEHTAMU. TOJIBKO
TaKOM KacKaIHBIN ITOIX0H MOXET O0CCIICUNTh JIyUIIHe
YCIIOBUS IS OOJIMTEpAIlNy JIOKHOTO IIPOCBETA aOPTHI
¥ (hOpMHUPOBAHUS «HEOKapKaca» aOpTaJIbHOI CTCHKM.

Konghauxm unmepecoé omcymcmeyem.

119



Sokolov V.V, et al. Choice of optimal treatment policy
in patients with descending aortic dissection

CHOICE OF OPTIMAL TREATMENT POLICY
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Contemporary approaches to treatment of patients with dissection of the descending aorta (DA), as well as
the data of international registries and guidelines are contradictory. The endovascular method of treatment
of patients with descending aortic dissection has been recognized to be revolutionary. However, there seems
to be no commonly accepted concept concerning appropriate use of currently available techniques of treating
patients with DA dissection.

This study was aimed at analysing the experience gained in using various methods of treatment of patients
with descending aortic dissection (DAD).

We retrospectively examined the results of surgical treatment of 78 patients with DAD. Of these, 45 patients
were found to have Stanford type B dissection and 33 patients had type A dissection, who underwent treatment
during ten years from January 2008.

The decision concerning the type of care for patients with DAD (conservative, surgical, endovascular or
combined methods of treatment) directly depends on the patient’s state stability, technical feasibility of the
intended procedure, and the presence of concomitant pathology.

The findings obtained in our study demonstrated better immediate outcomes of the endovascular approach
compared with the hybrid and surgical ones.

In order to achieve complete haemodynamic correction of the pathology, to minimize the risk of aortic
remodelling and the development of aorta-related complications, the treatment should not be limited
to endoprosthetic repair of the thoracic portion of the DA with a stent graft, but should rather be supplemented
with stenting of more distal segments, including with uncoated stents at the level of the visceral branches. Only
such staged approach may provide better conditions for obliteration of the aortic false lumen and formation
of a “neo-frame” of the aortic wall.

Key words: descending aortic dissection, aortic surgery, aortic endoprosthetic repair, aortic stenting.

INTRODUCTION
Descending aortic dissection (DAD) remains
a dangerous, life-threatening condition, however, with
the beginning of «aggressive» antihypertensive therapy
and implementation of endovascular treatment into wide
practice lethality of patients had dramatically decreased
over the past decade [1—3]. Modern approaches

to treatment of patients with DAD are ambiguous.

On the one hand, medicamentous therapy being the gold
standard of treatment does not provide promising results
in the remote period, with high figures of immediate
lethality in surgical treatment, on the other. Endovascular
method of treatment of patients with DAD has been
recognised as revolutionary, however there is currently no

common tactical conception of using various techniques.

The purpose of our study, based on retrospective
assessment of immediate and remote results of various
techniques of invasive (surgical and/or endovascular)
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treatment of DAD, was to substantiate optimal treatment
policy in patients with the pathology concerned.

PATIENTS AND METHODS

Analysed were the outcomes of invasive treatment
of 78 patients with DAD during the period from January
2008 to January 2018. Of these, 45 had type B dissection
and 33 had type A dissection according to the Stanford
classification. The characteristics of patients are shown
in Table 1.

Acute stage of the disease was diagnosed in 60%
of patients with type B dissection. Nine patients
due to visceral malperfusion endured emergency
interventions: stenting of the aortic visceral branches
in 3, fenestration of the abdominal aorta in 2 (in all 5
cases followed by surgical or endovascular treatment),
with endoprosthetic reconstruction and stenting of the
DA performed in 4 patients.
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Table 1
Characteristics of patients

Parameter Type B Type A
Mean age, years 546 49+6
Male gender, % 60 939
Arterial hypertension, % 86.7 93.9
Genetic anomalies, % 6.7 6.1
Injury, % 6.7 -
Malperfusion, % 20 121
Pain syndrome, % 911 81.8

Table 2

Structure of interventions in treatment of patients with type
B aortic dissection

Structure of interventions Number

Prosthetic repair of the descending aorta 21

including with implantation of uncoated stents 7

(1-2) in distal portions of the descending aorta

and the abdominal aorta

Endovascular repair of the descending aorta 23

including with implantation of uncoated stents 10

(1-2) in distal portions of the descending aorta

and the abdominal aorta

Crawford-type operation 1
Table 3

Structure of postponed interventions in staged treatment
of patients with type A aortic dissection

Structure of the intervention Number
Prosthetic repair of the descending aorta 7
including with implantation of uncoated stents (1-2) 4
into distal portions of the descending aorta and the
abdominal aorta

Endovascular repair of the descending aorta 12
including with implantation of uncoated stents (1-2) 6
into distal portions of the descending aorta and the
abdominal aorta

Implantation of uncoated stents into 1
the descending and abdominal portions of the aorta

36 patients with no evidence of malperfusion
were subjected to surgical treatment carried out
in either a postponed or elective manner. The structure
of operations in all patients with type B aortic dissection
is shown in Table 2.

33 patients with type A aortic dissection as the first
stage endured emergency prosthetic repair of the
ascending aorta (AA), including in combination with
interventions on the aortic valve (AV) and/or aortic
arch. In 14 patients, the intervention on the AA was
supplemented by intervention on the DA or conditions
were created for it to be performed in the future: 5
patients underwent switching of the brachiocephalic
arteries to the graft of the AA (debranching) followed
(after 1—3 days) by implantation of a stent graft to the

aortic arch and distally; in 6 patients, reconstruction
ofthe AA and aortic arch was combined with anterograde
implantation of the E-vita Open Plus hybrid stent graft
(«frozen elephant trunk»); in 3 patients, the distal
anastomosis was formed with plasty of the aortic wall with
closure of the «typical» fenestration in the area of aortic
isthmus and leaving the free graft in the proximal portions
of the DA according to the Borst’s technique.

Subsequent invasive interventions on the descending
aorta in 20 patients with type A aortic dissection were
performed electively in chronic or (less often) subacute
stage of the disease. The structure of postponed
interventions on the descending portion of the aorta
is shown in Table 3.

The indications for invasive treatment of DAD were
as follows: malperfusion syndrome, pain syndrome,
uncontrolled arterial hypertension, an enlargement
of the DA diameter by more than 25% of the previous
measurements (after 6—12 months).

The immediate goals of the treatment were defined
as follows: exclusion of the proximal fenestration from
blood flow, redirection of blood flow to the true lumen,
creation of conditions for obliteration of the false lumen,
prevention of malperfusion events.

Treatment was planned with the help of bolus
contrast-enhanced multispiral computed tomography
(MSCT) of the aorta, ECG synchronization followed
by 3D modelling.

Prosthetic repair of the DA proximal portions of the
DA was performed in conditions of assisted circulation
(AC). With the remaining dissection in the zone
of anastomosis, we performed plasty of the aortic wall
according to the «sandwich» technique.

When the proximal fenestration was located in the
zones Z,—Z,, endovascular treatment inevitably involved
occlusion of the left subclavian artery ostium, requiring
subclavian-carotid transposition on the left in 3 cases
preventively and in a further 2 cases after endoprosthetic
repair. The diameter of the endograft was chosen
to overlap the diameter of the proximal “landing zone”,
but not more than by 10%.

In the majority of patients during 1—3 days
cerebrospinal drainage was used for monitoring the fluid
pressure which was maintained at the baseline level +
10—15%. No cases of critical fluctuations of the CSF
pressure were observed.

Most patients underwent check bolus contrast-
enhanced multislice computed tomography (MSCT)
of the aorta prior to discharge from hospital, as well as
were given recommendations on tomographic control
(magnetic resonance imaging or MSCT) after 6, 12
months and annually thereafter.

In the remote period (up to 7 postoperative years)
a total of 40 patients were examined: 21 with type B aortic
dissection and 19 with type A dissection.

121



Sokolov V.V, et al. Choice of optimal treatment policy
in patients with descending aortic dissection

rvle4| endograft of the DA.
Causes of in-hospital lethal outcomes (number of patients) In the remote period
Causes Type B Type A (after 1—7 years) we
Surgical ~ Hybrid  Endovascular Surgical = Hybrid  Endovascular| ~©€Xamined 40 patients: 11
treatment : treatment . treatment | treatment : treatment | treatment after surgical treatment,
Multiple organ failure 1 1 1 4 1 1 24 after endovascular
syndrome treatment and 5 after
Aortic rupture - - 1 - - 1 combined (surgical +
Cerebral oedema . _ . ? . . endovascular) treatment.
Other 1 1 ' i : ) All patients demonstrated
complete thrombosis
TOTAL 2 2 S 6 2 2 of the false lumen in the
P— proximal segments to the
Types of in-hospital complications (number of patients) level of the subsequent
fenestration. In the distal

Groups Type B Type A

Surgical Hybrid = Endovascular : Surgical Hybrid : Endovascular segment.s, complete
treatment : treatment  treatment . treatment ' treatment treatment thrombosis of the false
Multiple organ failure 3 1 - - 2 - lumen was present
syndrome in only 30% of patients,
Acute impairment _ i 3 5 i ) with the remaining 70%
of cerebral of patients found to have
circulation partial thrombosis. In all
Infectious 1 1 - - 1 - patients with complete
Other 1 1 1 1 _ _ thrombosis in the DA
TOTAL 5 3 4 3 3 0 and abdominal aorta,
the previously performed
Table 6 intervention on the
Immediate results of various types of treatment of DA dissection (false-lumen status) thoracic DA (surgical
Results Surgical Endovascular Combined or endovascular)
treatment treatment treatment was combined with
Partial thrombosis of the false lumen distal 35.7% 34.8% 12.5% implantation of uncoated
to the graft/endograft stent(s) at the level of the
Complete thrombosis of the false lumen distal 1% 261% 815% visceral branches. Neither
1o the graft/endograft dilatation of the aortic

RESULTS

The overall in-hospital mortality rate amounted
to 24.4%. In the groups of patients with type B (n=45)
and type A (n=33) aortic dissection nine (20.0%) and ten
(30.3%) patients died, respectively. The causes of lethal
outcomes are shown in Table 4.

The main cause of lethal outcomes was multiple-organ
failure syndrome, the predictor of whose development
in 100% of cases was the presence of malperfusion events
at baseline.

Non-lethal complications after interventions on the
DA were observed in 18 (30.5%) of the 59 surviving

patients. The types of complications are shown in Table 5.

In the early terms we examined 30 patients with
type B aortic dissection and 15 patients with type
A aortic dissection. The false-lumen status in the early
postoperative period is shown in Table 6.

Mention should be made that complete thrombosing
of the false lumen was observed in cases when uncoated
stents were implanted distal to the vascular graft or
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diameter nor other aorta-
related complications were observed in the remote period.

DISCUSSION

Different approaches to treatment of patients with type
A and B aortic dissection are determined by the localization
of the primary entry tear: the ascending portion of the aorta
appears to be more rupture-prone than the descending one.
However, some authors distinguish between the primary
and consequent fenestrations not only by localization but
by other characteristics (size, direction, etc.) [4]. Thus,
closure of the primary fenestration may be followed
by the anticipated «domino» effect, when the false lumen
progressively collapses. From these positions, type A aortic
dissection may be monitored by long-term dynamic follow
up of the false-lumen status in the DA after prosthetic repair
of the ascending aorta, whereas appropriate management
of type B aortic dissection should in all cases envisage
the need for intervention on the DA.

The consensus currently accepted by the majority
of authors consists in the fact that uncomplicated
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DA dissection is liable to conservative treatment,
while complicated one should be treated surgically
or endovascularly [2, 5]. Endovascular treatment has
become an attractive alternative to surgery in recent
years and is associated with significantly less number
of complications (11.1 vs 40%) [5].

Non-invasive treatment remains the «gold standard»

for managing uncomplicated DA dissection with
(favourable) survival rates between 85 and 95%
after the initial hospital admission [6]. The term
“uncomplicated dissection” is defined differently
by different authors. It is underestimation of the
patient’s severity state that results in unfavourable
long-term survival (5-year mortality of up to 50%) [7].
The International Registry of Aortic Dissection (IRAD)
reported progressive aortic dilatation in 59% of medically
treated patients, with a mean expansion rate of 1.7+7
mmy/year [7]. Spontaneous complete thrombosis of the
false lumen in medicamentous treatment occurs very
rarely (in less than 4% of patients), the remaining
blood flow in the false lumen is a predictor of aortic
diameter growth and the development of aorta-related
complications [8]. Along with it, 5-year complications
rate in patients receiving conservative treatment amounts
to 50% [9].

A traditional indication for operation is the DA
diameter of more than 6—6.5 cm, and in the presence
of Marfan syndrome — 5.5—6 cm, with the aneurysmal
growth rate exceeding 1 cm/year [10]. In malperfusion,
intervention is indicated even in a smaller diameter. Other
authors lean toward treating DA dissection with the DA
diameter of more than 4.5 cm and with the functioning
false lumen, explaining it by the fact that in this case
dilatation of the aorta occurs in all patients and the extent
of the operation is enlarged [10].

Different authors choose different scope of surgical
intervention for DA dissection: it may be local or
complete prosthetic repair of the DA [10]. The weakest
points in DA dissection are the isthmus and proximal
portion of the DA. It is this segment that demonstrates
the most dilated diameter of the aorta and the most
thickened wall, while intention of surgeons to reconstruct
only this segment of the aorta is justified by better results
due to a shorter duration of the operation, decreased
aortic cross-clamping time, and lesser blood loss [10].
Local prosthetic repair of the DA envisages performing
plasty of the dissected aortic wall with redirection
of blood flow to the true lumen of the aorta, which opens
prospects for hybrid techniques. Thus, open antegrade
intraoperative implantation of uncoated stents to the
abdominal aorta (at the level of the visceral branches)
is of great importance for prevention of aortic dilatation
in the remote period, since it makes it possible to restore
the “carcass” of the aorta and to create conditions
for obliteration of the false lumen.

Along with it, despite modern achievements in surgery,
anaesthesiology and perfusiology, open surgery in patients
with DAD is associated with significant risk of in-
hospital mortality [11]. Endovascular intervention has
unquestionable advantages over open surgery, as well as
yields the most favourable 5-year results in uncomplicated
patients compared with conservative treatment [11, 12].

Therapeutic decision-making in patients with DA
dissection (conservative, surgical, endovascular or
combined methods of treatment) directly depends
on the patient’s clinical status, the technical feasibility
of the intended procedure, and concomitant pathology.
Thus, patients with connective tissue diseases are
considered “ineligible” for endovascular treatment
(due to the increased risk of additional aortic wall
lesion), but in case of unstable haemodynamics in aortic
rupture endoprosthetic repair may become the only
possible method to save the life [11]. The indications
for endovascular repair should include enlarged aortic
diameter, impending rupture, end-organ malperfusion,
pain syndrome, uncontrolled arterial hypertension [11].

The feasibility of bare metal stenting as a method
of aortic dissection repair was proved by morphological
and experimental data, being essentially the layer-
by-layer reconstruction and restoration of aortic wall
elasticity, preventing the occlusion of peripheral branches
and retaining the aortic own intima inside the circulation.
The latter is very important as the aortic dissection
is always accompanied by considerable haemostatic
disorders [13]. Apart from clinical and physiological
benefits, implantation of bare metal stent for management
of aortic dissection has several technical advantages.
Among those are the lack of necessity to carefully
select stent size, easy to handle placement, possibility
of stent delivery either through the aortic lumen during
open surgical repair or using the roentgen-assisted
endovascular procedure, in an antegrade or retrograde or
manner, as well as no need in choosing suitable landing
zones [13].

In our study we demonstrated better immediate
results of the endovascular approach compared with
surgical and combined approaches, including the hybrid
one with the interval between surgical and endovascular
intervention up to 24 hours, and the staged one with
the interval exceeding 24 hours. Thus, the complications
rate in the group of endovascular treatment amounted
to 11.1% (4 cases) vs 54.5 (6) and 44.4% (8) for combined
and surgical treatment, respectively. The mortality
rates were distributed as follows: 5.1% vs 7.7 and 10.3%,
respectively. These differences were statistically
significant (teye > temp at p < 0.05).

CONCLUSIONS

The endovascular approach in treatment of DA
dissection demonstrated better immediate and remote
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results compared with the surgical and combined
methods. However, in order to achieve complete
haemodynamic correction of the pathology, to minimize
the risk of aortic remodelling and the development
of aorta-related complications, treatment should not be
always limited to endoprosthetic repair of the aorta with
a stent graft, but should be supplemented (if indicated)
by stenting of more distal segments, including at the
level of the visceral branches with uncoated stents. Only
such a staged approach may provide better conditions
for obliteration of the aortic lumen and formation
of a “neo-frame” of the aortic wall.

Conflict of interest: none declared.
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