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[vicepTaumnoHHNAT TPYA e NPefcTaBeH Ha 216 cTpaHuLmM 1 Chabpxa 54 CMUCHK HA HAW-YECTO U3MON3BAHUTE CBbKPALLEHUA

Tabnuum 1 19 courypu. KnuronuesT cbabpxka 189 3arnaews, ot kouto 13 [ O -
i e MBC — VicxemmnyHa Bonect Ho chpueto

UMM - Vicxemuyen MoabyeH uHcynT
[ucepraumoHHUAT Tpyg e o6cbAeH u HacpodeH 3a 3awuTa ot Kateapa no Y

CCX — MeguuwnHcku yHueepcutet — Cocua/YHCBAT ,Ce. EkatepuHa’™
Codpus. TB - Truncus bracheocephalicus

TWA - TpaHauTopHa ucxemnyHa ataka

RICA - Right internal carotid artery ([IsicHa BbTP. KApOTWAHA apTepusi)
LICA - Left internal carotid artery (llssa BLTP. KapoTWHa apTepus)
Al - aopTHa gbra

BA — Bepre6panHa aptepus

BK - Bunuaunes kpbr

ECA - External carotid artery

CCA — Common carotid artery

AICA - Anterior inferior cerebellar artery

SCA - Superior cerebellar artery

PICA - Postero-inferior cerebellar artery

MMA - lMNpegHa Mo3byHa aprepus

CMA — CpegHa Mo3by4Ha apTepus

3MA — 3agHn Mo3byHM apTepun
chuunanua'ra 3aumTa Ha gucepralloHHKUA TPpyA Lie ce

ckeTou Ha 15.05.2009 rog. B 15.30 yaca
B Aynata Ha BoeHHO-MegWLMHCKA akafaeMus.

AO - Arteria ophtalmica
BBC — Beprebpo-6aannapHo chennHenme

KA — lNpepHa komMyHuKkaHTHa aprepust

Marepuanute no sawwmTara ca Ha pasnonoxenue B Cekpetapuara 3KA - 3anHa koMyHUKaHTHa apTepus
Ha CHC no kapguonorus, 6enoapobru 6anectu, Hedponorus, . SCA -~ Buperior sarstslar aftery

¥ CMOpTHa MeavumnHa —
R it aeny 2 s " CEA — Carotid endartherectomy
CBAIBE ,Cs. Codoua”, yn. ,Akan. VieaH EBctaTtues lelwos” Ne19,

B CAS - Carotid Artery Stenting
MAE - Major Adverse Events




BbBE[EHUE

WUHcynmbm e mpema o decmoma rpu4uHa 3a CMBPM 8
CesepHa AMepuka U emopa 8 Esponetickume cmpaHu. HYecmomama
Ha uHcynma e Eepona e 200 Ha 1 00 000 HaceneHue 200uLWHO. B
CAll] zoduwHo ce Ooknadsam rpuUbNU3UMENHO 500 000 Hoso
duazHocmuyupaHu uHcynma Mo3bYHUsIM UHCYTIM € godeua npuquHa
33 uHeanudusayus cped eb3pacmHume amepukaHuu. Bbnpexu 4ye
uma 50% pedyKuusi Ha CMbPMHOCMITIA 8 CPasHEHUE C 80-me 200UHU
wa MuHanus eek, 21% om npexueenume eGuH UHCYNIm rofly4asam
amopu, a 7% u mpemu uHcynm. 3a 40% om npexusesnume UHCYynm
nayueHmu ca Heobxo0UMU CrieyuarnHu CecrmpuHCKU 2pUXU & domatuHu
yenosusi. TpudecemoHesHama u 5 — zoduwHama cMbpmHocm npu
npexusenume UHCYnm e CbomseemHo 17% u 40%, koemo omaosapsi
Ha 150300 ek3umyca 200uwHo e CesepHa AMepuKa. AmepukaHckama
Kapduonozuura Acoyuayus (AHA) onpedens 18 mrpd pasxodu 3a
uHeynmu 3a CAL npes 1993 a.

B CALL] Mo3byHUMe UHCYNIMU ca mpema o Yecmoma rnputuna
3a cMBbPM; Yemebpma o Yecmoima npu4uHa sa uHseanudHocm; rnemo
rio ped 3aborsigaHe ¢ Hall-8ucoKU OHEesHU pa3sxodu e GonHuyume. B
Egporna UHCynmbm e 8mopa 1o Yecmoma ripuduna sa cMBPM U NMbpsea
no yecmoma fpuyuHa 3a ObnzompatHa uHesanuduzayus. B ceema
okono 10 munuoHa Ha 200uHa 3abornsigam Ofm MO3BYEH uHcynm,
Karmo oim msix OKorio 4 MunauoHa ocmasam MexKo uHeanudusupaHu.
[lak 8 ceemoseH Mawab, nayueHmume ¢ uHcym 3aemaimn uenu 20%
om ‘cnewHume” neana u 25% om neanama 3a MPOOLMKUMENTHO
fieyeHue 8 6onHUYHUMe 3aee0eHUs.

Muosxecmeo enudemuonioa2uyHu  rpoy4eaHUA flokasgam,
ye okoro edHa mpema Om 8CU4YKU UuHcynmu Ce On/pKam Ha
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amepocKknepomuYHU U3MeHeHUs1 8 ekcmpakpaHualnHume MO3bYHU
cwooge. Excmparnonupalku me3u 0aHHU MoxewM 0a u34ucium, ve
200uWwHo cpedHo om 150 000 do 250 000 uHcynma e CALL u okono 3
MUIUOHa 8 ceema ce Obspkam Ha kapomudHa namonoeusi. Crioped
edHo npoyyeaHe Ha McGovern riposedeHo om 1960 do 1990 2oduHa
8 wama MuHecoma, camo npe3 1985 200. 8 wjama ca pesucmpupaHu
1792 uHcynma Owb/mKawu ce Ha kKapomudHa mfamonoausi U e
ycmaHoseHa 2o0uwHa 4Yecmoma 828/ 100 000 nonynayus npu
MwBXxeme u 551/100 000 nonynauus npu xeHume.
Amepockneposama e Hal-4yecmus namosio2uyeH Mpouec,
3acseauy ekcmpa KpaHualHume MO3b4YHU Ccboogse (KapomuldHu
u eepmebpanHu apmepuu). KapomudHama amepockrieposa
e Hesasucum rnpedukmop 3a rfosuwieHa cMbpmHocm. BonHu ¢
acumrnmoMHU amepockiepomuyHU kapomudHu cmeHo3u 8 50% om
cryqaume 3azugam 00 5 200UHU OM MO3bYEeH UHCYnm, MuokapoeH
UHbapkm unu cw0oea eaHepeHa. ObWouU3BECMHUME PUCKOBU
hakmopu 3a paszsumue Ha amepock/iepo3dama uzpasim OCHO8Ha
pornAa 8 CMeHOMUYHUSA Mpouec Ha KkapomudHume apmepuu, a om
msxX apmepuanHama XurnepmoHUsi € OCHO8HUSI puckoe ¢hakmop 3a
uHcynm. HanpedHanama eb3pacm, Hanu4uemo Ha roseye puckosu
hakmopu u HapacmeaHemo Ha npoyeHma kapomudHa o6cmpyKuyusi
8b8 gpememo 800sAm 00 3Ha4YUMEINIHO HapacmeaHe Ha pucka om
MO3BYeH uHcynm. B cbuwjomo speme, kapomudHama cmeHomu4yHa
namonoausi e e0uH om Hal-cunHume npedukmopu 3a Hanu4yue
Ha KopoHapHa makaea U 8 YacmHOoCm Ha cmeHo3a Ha cmeosia Ha
nsigama KopoHapHa apmepusi.

Ts kamo npoyeHmMbIM Ha 8b3PAaCIMHOMO HaceseHue Hapacin-
8a, cbljecmeyaa rnomeHyuanHama 8epossmHOCM om yeenu4eHue Ha
MO3bYHO-CcbO08ama 3abonegaemMocm U CMbPMHOCMMAa 0M MO3LYHO-
cb008U UHYUOeHmMU (UHCYIm) 8 ceaemoseH Malab.
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lpobnemsbm € L368bHPEOHO akmyarneH 8 bbrzapus, é KOAMmo
ce peaucmpupa 8uUcoKa cbpdeyHo-cbA08a U 8 YacmHOCM MO3bHHO-
cndosa 3abonesaemocm. Ebnzapus e edHa om cmpaHume ¢ Hau-
GUCOKO pasnpocmpaHeHue Ha amepockieposama u HelHume
¢hamanHu nocsiedcmeus - MuoKkapOeH UHGapKm U MO3bYeH UHCYIM.
Crioped cmamucmu4ecKusi 200ULIHUK 38 2001200. brrzapus e Ha
nbp8o mMAacmo e Eepona no 3abonesaemMocm oM MO3bYHO-CbO08a
6onecm (MCB) - 370/ 100 000. CmMspmHocmma om MO3bYeH
uHcynm 3a 2001200. e bbnaapusA e 6una 265.7/ 100 000, koemo
HU ompexda He3asuOHOmMO mpemo MACMo 6 Espona (cned
PymbHus u benapyc). CMbpmHocmma om uHcynim cped MbXeme
nad 65 z0duwwHa ebapacm docmuea 1453/ 100 000. Y Hac MCE e
fmbpeama Mo Yyecmoma npuyuHa 3a cMbpPm, kamo usarpesapsa C
1.5 % cmbpmHocmma om ucxemu4Ha 6onecm Ha cbpuemo (MBC).
OcobeHo obe3rnokoumernHo e, Ye meHoeHyusama 3a Gbrnieapus npes
200uHume 2000-2003200. nokasea abcomiomHo HapacmeaHe Ha
6posa Ha uHcynmume u mo Hall-eeye 3a cMemka Ha ucxeMuqyHume.
MpoyysaHusima rnokazeam, 4e 8 rosede om 30% om nayueHmume
uma rnpurnokpusaHe Mexoy kapomuGHama U KopoHapHama
cmeHomuyYHa namoJsiozusi, Kamo mo3su poueHnm & Bwnzapusi dopu €
[10-20/15M, KaKmo rioka3ea U Hacmosuomo rpoyysaHe. Jleyenuemo
Ha me3u nayueHmu npedcmaernsea 20/15MO npedu3guKamescimso,
Koemo & Oz2poMHama 4Yacm om ciyvaume U3UCKea yeunuama Ha
KoMremeHmeH uHmepoucyun/uHapeH exur.

—__——__—___

LIER:

[la ce ycTaHOBM CUNYpPHOCTTa U €MKAcHOCTTa Ha KapoTWAHOTO
CTEHTMpaHe, KaTo MeTod 3a fledeHue Ha CTeHOoTUYHaTa narTonorus
Ha eKcTpaKkpaHuanHu MO3bYHU CbAOBE, B CpaBHEHUe C YCTAaHOBEHWUS
OO cera 3naTteH cTaHgapT 3a paavkanHo feveHue - KapoTuaHata
eHaapTepeKkToMus.

3A0AYU:

1. [Oa ce HanpaBu cpaBHUTENeH aHanu3 Ha paHHWUTE U CPeaHOCPO4HY
(Haii-manko 2 roavHW) pesynTaTu oT CTeHTMpaHe Ha kapoTuaHata u
BepTebpanHa apTepus ChC 3MaTHus ctaHgapT- xupypriusara CEA.

2. [a ce ycraHoBST thakTopuTte, Npegckassally Yecrorara Ha MbpBuUYeH
ycnex U paHHuTe YCNoXHeHWs Nnpu KapoTUAHO CTeHTUpaHe

3. [aceycraHoBu Haii-6e3onacHara v edpuKacHa MeToauka 3a kKapoTuaHo
CTEHTVpaHe OTHOCHO:

3.1. VianonasaHe Ha camMopasTBapsiuM ce unu 6anoH-pasTBopuMn
CTEHTORE,

3.1. ManonseaHe unu He Ha gucTtanHa Mo3b4Ha NPOTEKLKS,

3.3. EoHo- unu gsyeTtanHo neveHne Ha nauveHTuTe ¢ ABycTpaHHa
narororus,

3.4. EQHO-WNv AByeTarnHo fieYeHne Ha naumeHTuTe ¢ KombuHupaHa
KapoTuaHa U KopoHapHa naTtonorvs

4. [a ce u3paboTn KIMHUYEH anropuTbM 3a fe4YeHve Ha CTEeHOTU4Ha
kapoTuaHa u BepTebpanHa naronorus Ha 6asata Ha pesynTatute
OT Npoy4BaHETO



U3BbpLUABAHE HA AHTMOTJIACTHKA, KaTo ce Ha-
MaTu HeoOxoaMMocTTa OT mpuiarade Ha [Ib/
[1Ta MHXMOKUTOpP MHTpa- M MOCTNPOLEIYPHO.

H3608u: TIpH:ioKe HHETO-Ha FPOMBACHHPaHHOH-——Ha TeKKO ChMBTCTBa0 3ab0 TS BaHe; TpeLeHe =

Husa KateTbp Thrombuster npu MauMeHTH ¢
OKC nozobpsiBa KOpOHapHMS KPbBOTOK U Ha-
Maigsa u3nonspaHeto Ha [Ib/111a nHxuGuTOD.

Kuowosu dymu: TpoMOacTIMpallMOHEH KaTeTbp,
OCTbp KOPOHApeH CHHIPOM.

E-mail: pakerov_doctor@abv.bg

. Ierpos, M. Kourera, P. Baes,
LIg. Jamanosa, K. Knuykos, M. Mapianos,
b. Gopucos, 1. MaptuHos, X. JIuMuTpOB,

K. Crosnos,

“Tokyda Boanuua-Copus ", Kapduoioeuyuno
omdeaenue, E-mail: doctorr@abv.bg

B.I[lakepos

Begedenue: CTBOIOBATA CTEHO3a NpeaCTaBsaBa
Haif-Texkarta ¢opMa Ha aTepoCKIepOTHYHAaTa
00/1eCT Ha ChPLETO ChC CEPHO3HA NMPOrHO3a U
MOYTH CUIYpPHAa CMBPT B KPAaTKOCPOYEH [jaH
IpH AUIICA Ha afeKBaTHO TpeTupaHe. Kato 31a-
TeH CTAHIapT 3a JIeYEHMUE C€ TNMpUeMa ornepa-
TUBHATa UHTEPBEHLMS (baypass-XUpyprug), Ho
C HampeaBaHEeTO Ha ChbBpeMEHHaTa MeIMLIHHA,
BbBEXIAHETO HAa HOBU MHTEPBEHUMOHATHH MeE-
TOOMKH, YCBBBPILUEHCTBAHETO HA KOHCYMATH-
BM W MaTepuatu, KaKTo M HaTpyTiaHHUs OMMUT
Ha UHBA3MBHMUTE KapaKOJ103M, CTBOIOBATA aH-
rMOMJIacTUKa CTaHa aITEePHAaTHBEH METOI Ha
JleqeHue.

[lea: [la ce aHanu3upa OpoAT, BUABLT, yCreBae-
MOCTTTa M YECTOTa Ha YCJIOXHEHUATA MpH na-
LIMEHTH CBC CTBOJIOBA aHIMomniactuka B Kap-
auonoryuHo otaenenue Ha “Tokyaa boaHuua
- Codus”.

Mamepuaar u memodu: 3a nepuoaa 01/2007-
06/2008 roa. B OTaeaeHHETO MO KapaHOI0rus
Ha “Tokyaa boanuua - Codua” ca ocbliec-
TBEHU |5 CTBOOBM aHruorLiacTuku. Pasmpe-
AefeHWeTo rno noi e § mbke U 7 Kenu. Cpea-
HaTa Bb3paCcT Ha rpymara nauueHTd e 63.8 roa.
MMniaHTaumsaTa Ha cTeHTOBETe 6€ M3BbpLUE-
Ha Taka, Y€ Ja OCUIYPU Hait-106pHs BbL3IMO-
KeH cbaoB JymeH. Pewenuero 3a PTCA cpe-
1y Xupyprust 6e ApeLeHeHo B 3aBUCUMOCT OT:
(1) moaxoasiuia aHAaTOMM$ M XapaKTepHCTHKa

Ha IJ1akara, KakTo W KeJaHue OT CTpaHa Ha
nauveHTa 3a [1KW ¢ passcHeHH pUCKOBe,;
(2) KOHTpaMHAMKALMUA 33 XMUpYyTHA Ha Oasarta

HO OT CbpAEYEH XMPYPT;

(3) MaHUMyTaUMsA, U3BBbPLIBAHA MO BUTATHH
MHIMKALUH.

ChneanpoleIypHO MauveHTUTe 6sXa TpeTupa-
HU C KJIOTMMIOrpe. W aclTMpHH.

Pesyamamu: T1poTeKTUpaH{ CTBOTOBM aHIHMO-
MIacTUKU - 4/15; HeMpOTEKTUPaHW CTBOIOBU
aHruornnatuku - 11/15. HenocpencteeH npo-
uexypeH ycriex ce nocturda npu 100%. Ile-
PUTIPOLIEAYPHHU VCIOKHEHUsS ca perucrpupa-
HM 1IpH eauH naumeHT. CpeaeH 6OAHUYEH Mpec-
Toil - 1,93 nHu.

H3800u: TlpeaBUa pernCcTpUpaHUTE pa3yaTaTH,
KOpeaUpalil ¢ MeXIYHApOIHUTE aHaTU3M,
CTBO.10BaTa aHIMOIIACTMKA Ce OKa3sBa aniTep-
HaTUBEH, eduKaceH U HalexXAeH METo, CpaBs-
HEH CbC 371aTHUA CTaHIAPT Ha JeYyeHue - ore-
paTHBHATa peBaKkyl1apu3alius.
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WU. Tletpos, M. Kourera, M. Map3asinos,
Ie. Jamanosa, K. Kuuyxoe, b. Bopucos,
Me. Maprunos, Xp. Jumutpos, K. CrosiHos,
Ba. [akepos, P. Baes.

“Toxyoa boanuya-Cogus”,
Kapduoaoeuuro omdeienue

Bagederue: T1pe3 noc1eaHOTO JECETUIMTHE Ha-
pel CbC CTPEMIIaBO HapacTBalius 6poid Ha Ko-
pOHApHH peBacKyJapu3aUMOHHH MPOUEIVPH.
3Ha4YMM B cBeTOBeH Mmaiab pucT Oesexar He-
KOPOHapHUTE TPaHCIYMHHATHU UHTEPBEHLHUH
- KapOTUIHHW, PEHATHUA W APYTH nepudepHHu.
llea Ha kapauoaorusTa B “Tokyna boanuua -
Codus™ e HeNpeKbCHATO YBEAMYABAHE Ha UH-
TEPBEHLMHTE BbPXY HEKOPOHAPHHU CbhIOBH 00-
JacTU.

Llea: 1a ce aHanM3upa OposaAT, BUIBT, YCIepae-
MOCTTa M 4eCTOTaTa Ha YCIOXKHEHUSTa NMpH He-
KOpOHapHUTe MEPKYTAHHU MHTEPBEHUWH B
KapanoioruuyHo oraeieHude Ha Tokvia boa-
Huua Codua™.

Mamepuai u memodu: 3a nepuoaa 01/2007-
06/2008 roa. B OTae1eHHETO MO Kapano.TOTHs
Ha “Tokyza boaHuua - Codus™ ca ocbliec-
TBeHW 1358 MepKyTaHHM TpaHCIYMMHAIHMW ap-




ECTBO HA
AUONO3NTE B
Ws‘l:l‘erF'Hﬂ

2/l K NpoydaaHemo: da ce yemaHogu vecmonama Ha
MepOCKAEDOMUUHAMA eKCMPAKPAHUAING Kapomudna
Qoaecm npu nayuenmi ¢ JOKA3aHa ucxemudna boecm
Ha ‘cepuemo (HEC) u kopeaauus Ha puckogume
Bakmopii, caspaant npeduMHO ¢ eKCmPaKpaniaInama
capomudra Goaecm npu naienmu ¢ HEC.
Mamepuai u memod: Hacaedeanemo e nposedeno npu
84 naunenmu ¢ doxazana HEC. Om max 490 (62,5%)
ca svace u 294 (37,5%) ca ywcenu, na cpedna es3pacm
'6{,3 (42-76) e. [Tpu nayuenmume ce onpedeauxa cop-
deuto-cs006UAM PUCKOB NPOMILL, AHAMHEIAMA 31 MPAH-
umopHa ucxesurina amara (THA) win so3ssen uncy.m
‘mexcecmma na HEC. [lpu ecuyiu Goanit ce ocsliyecmat
puniHz Ha kapomudua namoaoeus ¢ dyniexc-ygem-
iHa donaepcoHoepahua HA excmpaKpanuaIil MO3B AL
nepun npedu ocsiecmansanemo na CKAL. Kapo-
mudnume nesuu Gaxa kaacupunuparu no North Ameri-
Symptomatic Carotid Endarterectomy Trial
SCET) kpumepuume.
eayrmamu: [Tpu 673 (8§3,84%) om useaedsanume na-
MU UMa KOMOUHUPAHA KOPOHAPHA 1t kKapomudha
onoeun. [Tpu 563 (71,82%) ce yemarnoguxa necuzHi-
ihiicanmuu uzsenenua (nod 50% cmenoza), a npu 221
5(28,18%) ce nabaodasaxa cmeno3u Had S0% wie mpon-
a Ha kapomudume apmepuu. Yemanoguoeme cuenii-
ukanmua kopeaayus mexcdy mexcecmma Ha HEC u na-
MO HO XeMOOUHAMUMHO 3HAKUMA KADOMUOHA 1eTUA.
d: Hanpasenomo npoyusare nokasga 3Hauiimenen
Pouenm Ha 3acazaqe Ha eKCMPAKPAKUATHUME KapO-
Wik apmepuu npu doanu ¢ HE5C. boanume coe 3a-
pefr duadem, apmepuaina xunepmonua, XAHK, THA
woaaweu UHEYaAm no-4ecmo sam KoMouHupana

YECTOTA HA EKCTPAKPAHUAJTHA KAPOTUIHA
IMTATOJIOTUA ITPU BOJTHU C UCXEMHWYHA
BOJIECT HA CBbPLETO

M. Cranesa, K. [lerpos, K. Kapamduios, H. [Tumurpos, An. Yupkos
YHMBAJI “Cn. Exkarepuna”

- Codusa

BPAEUHO-CHAOBUTE 3aB0ASBaAHUA
(CC3) npuuuusasat okono 10% ot
odLaTa cMbpTHoeT B cgera.’ Cro-
ped enuaeMHoMoOrHYHUTE [MPOYyYBa-
Husg npes 2020 r. CC3 e 3aemart nNbpBo MACTO
KATO MPUYHHA 34 3a00/1eBAEMOCT U CMBPTHOCT Cpefl
HaceleHuero Ha 3emsarta,’ To3um rnobaneH puck e
CBBP3aH C MPOMSIHA HA 3APABHUS CTATYC U HAYHHA
HA AKUBOT HA HHAMBMIA B HauanoTo Ha XXI Bek.

ATepockieposaTta € MyATH(AKTOPHO CbA0BO 3a-
BosBaHe (Pe3vaTarT oT MYJATUIUTIEHHM FeHETHYHM
npuaodHTH GAKTOPH), 3acArallo apTepHTe Ha pas-
JMUHH CBUHOBH paoHH HA TSI0TO, KOETO Ce M3pass-
Bil B oT/araHe Ha JUMHAM B apTepHalHaTa cTeHa,
dopyupaHe M pynTypypaHe Hg IUIaKH, BbTpena-
KOBO BB3MUIEHHE, AKTHBUPAHE HA TPOMOOLIMTH M
KoaryaalHsi, HacTblBaHe Ha TpoMOOTHYHA apTe-
PHATHA OKIY3HS C HCXEMHSA M HEKPO3a HA ThKAHH-
Te B obmacTra Ha 3acerHature aprepuu.’ Atepo-
cKIepo3aTa o6xBala Opy3HO FONEMHUTE W CPEIHU
nmo passep aprepuiu. B cwlioTo Bpeme ToBa € J10-
KaTHo 3abonsBase, rMpu KoeTo ce Habaogasa cTe-
HO3a M OBCTPYKLIHS HA 3ACErHATHTE ChAOBE OT Ofl-
pesesieHa oBJacT, MoBeye OTKOJNKOTO B APyruTe.'
CKpUHHPAHETO HA ACHUMIITOMHHTE hopyyu HA aTe-
pOCKIEp03aTa € OT [OJSAMO 3HAUEHMEe 32 MPOrHo3a-
TA W JeyeHHeTo Ha 3a601ABAHETO.

Ien

Ja ce ycTaHOBH YECTOTATA HA ATEPOCKIEPOTHY-
HATA eKCTPAKPAHIATHA KapoTHaHA BostecT Nnpu mna-
LHMEHTH ¢ JOKA3aHAa McXeMHYHa BonecT Ha chple-
to (MBC) 1t KopenauusaTa Ha pUCKOBiTE (hakTopi,
CRBP3AHM MPeaAUMHO C EKCTPAKPAHHAUTHATA Kapo-
TuAHA Sosect, rpu mauuedTH ¢ UBC.

Marepuan u MeTo

Hactosero cpe3oBo MopoyuBaHe e NpoBeaeHo
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M Staneva, [. Ptv, K. Kaloff, N. Dimitrov, Al Tschirkov .
UNMHAT “St. Ekaterina™ Sofia

Summary

The aim of our study was (o investigate the disiribution of atherosclerotic extracranial vessel disease in patients
with confirmed coronary artery disease and correlation with risk factors predominantly associated with extracranial
carotid artery disease.

Matherials and methods: We investigated 784 with coronary artery disease (CAD). Four hundred and ninety
(62.5%) of patients were male and 294 (37.5%) were female. The mean age of them was 64.3 (42-76) years. For
each patient we defined cardiovascular risk profile, history of transient ischemic attack (TIA) and degree of
involvement of coronary atherosclerosis. All of the patients have passed through carotid pathology screening using
Color Duplex ultrasound of extracranial carotid arteries prior to coronary angiogram. Carotid lesions were
estimated according to North American Symptomatic Carotid Endarterectomy Trial (NASCET) criteria.
Results: 673 (85.84%) patients had both coronary and carotid lesions. 563 (71.82%) had insignificant changes
(below 30%) and 221 (28 18%) patients had stenosis more than 50% or thrombosis of carotid arteries. We
established significant correlation of severity of CAD and presence of hemodynamic significant carotid stenosis.
Conclusion: Our study indicates significant degree of involvement of extracranial carotid arteries in patients with
confirmed CAD. Patients with arterial hypertension, diabetes mellitus, peripheral vascular disease (PVD), TIA
or Strokes have higher occurrence of combined atherosclerosis,
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MHTEPBEHLUMOHAAHA PEBACKYAAPU3ALIUA HA
BEPTEBPANHA APTEPUA - HAHYAAEH OINWUT B BBATAPUA

W. Metpos’, K . Kapamdunos', U. Craiikos?, M. Ctanesa', AA. Hupkos'
"YHMBAA “Ce. EkatepuHa“ - Copus
2YHMBAA “Uapuua MoarHa“ - Codus

INTERVENTIONAL REVASCULARIZATION OF VERTEBRAL
ARTERY - INITIAL EXPERIENCE IN BULGARIA

Petrov 1.', Karamfilov K.!, Staikov 1.2, Staneva M.", Tschirkov Al.'
TUH “ St. Ekatherina” - Sofia
2UH “ Z. loanna"“ - Sofia
Pezlome

ATepockepo3aTa NpENCTaBIsABA NPOrpecHpao 3a6o-
N1SBaHe, 3aCATAII0 THPYIHO CBIOBATA CHCTEMA. ,[lo:caro
33 KADOTUIHUTE APTePUH MHOKECTBO IPOYYBAHUS COUAT
Ge3criopHATa MOM32 OT MHTEPBEHIMOHATHOTO | TIeYeHHe,
TO 32 BepTe6pATHUTE CHIOBE JaHHHTE Ca OCKBAHK. Len
Ha HACTOAIIATA nyﬁnnxauna e [a MpencTaBhM 'bPBO-
HAYaJTHAAT onm* Ha YHMBAJ’I “Cs. Exa'repﬂﬁa 'an

HHTCpBGHHKOHaHHaTa peBacr{ynapnsaaHﬂ Ha BC]JTG‘I_-

ﬁpanm{ apTEepUH — sacera eIMHCTBCHA B B'bnraprm' 0CB-
11eCTBABALIA TA3H POLEAYPA. 3a nepﬂon oT5 ronmm Gna
OCBIIECTBEHH 5 YCIIELIHH nﬁrepneuunu Bceku enun OT
NaIMeHTATe IPEMUHA IPE3 ynrpacoﬂorpacbczco u3cnensa-
He, IMATHOCTHYHA aHTAOTpagus ¥ HaKpas Tepanenmqaa
IpOLEeaypa. Bcuqxn npoueaypy 3a33pumxa c npoueﬂ,ypeu
ycnex. [Ipu KJIMHWYHOTO 1 Y3 npocnenﬂsane ne Ge a
HOBCH npoﬁnw c npoxonnmocna Ha TpeTHpaHH}I m,,u

Karouoeu ML amepopm 'epoa;z Ha a.sepmeﬁpam’a uH-
MepPeEHYUOHAAHA PEBACKYAAPUIAYUA.

IIpe3 moOCIeaHUTE AECETUIETUsA EHIO0BAC-
KyJIapHHTE TEXHUKY 33 JIEUeHNE Ha aTEPOCKIEPO-
THYHO NIPOMEHEHH EKCTPaKpaHuaIHu BepTedpal-
HH apTepuH 3HAYUTETHO C€ pa3Buxa. B HavyanoTo
¢ urcTa 0anoHHa AHTHOTTACTUKA, TE3H MUHUMA-
HO WHBAZWBHYW TEXHWKU MPOTPEcUpaxa 1m0 WM-
IIAHTANWS Ha BBETPECHAOBA MpOTe3a — CTEHT. B

AHT,

HOJOTHA & CHI0B4 XHPVPIHA  2'

revascu!ar

OOTBIIHEHHE €HIOBACKY/IapHUTE TEXHHUKH MOTaT
YCIEIIHO J1a Ce TIPUIarar ¥ Ipy 3HadkTeneH Opoi
ApYTH HEaTepOCKICPOTHYHH 3a0014BaHuA — BB3-
NaauTeNHU, palualloHHH, OCTpa HHTHMaJIHA
JUCEKALHs], CIIOHTAaHHY apTepUOBEHO3HH GUCTY-
i, aneBpu3Mu U iceBnoanespusmu.[1]. OT npyra
cTpaHa rnporpecupaiiiara A0 OKIy3#a arépoCKyie-
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AHTHOIIACTUKA U CTEHTHUpAHE
_ Ha eKCTpaKpaHEalHU MO3BYHU CHIOBE

Hetpos, 1., ¥0. [izxoprosa, JI. Iposguncku®, B. Yepsenkos®, T. 3axapues®, An. Yupkos
CbAJT ,,Ce. Examepuna®, Kunuxa no kapouoaoeus, Kiunuka no cvdosa xupypeus ™

Stenting of Ehtracraneal Cerebral Vessels
Petrov, 1., J. Jorgova, L. Grozdinski*, V. Chervenkoff*, T. Zahariev¥, Al, Chirkov

|10 | M | & | coommomme

. MO3LYHHAT HHCYAT € €JHA OT OCHOBHUTE NPHUMUHI 34

CMBPT H HHBANIAU3ANNA B CHLBPEMEHHOTO 0fmecTRo. B
30% Toil ce npUuNHABA OT CTEHO3IA HA KAPDOTHIHA 2apTe-
pua. Hapocnensbk MepKyTaHHATA aHIIOMIACTHKA U CTCH-
THPIHE € eIMH HOB TEPANCBTHUCH METON 34 TPETHPAHE Ha
KAPOTHAHHTE CTEHO3H — aNTEPHATHBA HA KIACHUECKATO
XHPYPruuHO neueHue. OCHOBHH €Tani B pPa3BUTHETO Ha
METOMA i BBHBEKAAHETO HA CHCTEMIf 3a AMCTATHA TIPO-
TeKUus OT eMO0nM3aNiad Ha MOIBUHOTO KpbBOODpbLLUE-
HUE I BbBEKNAHETO HA HMMOAAHTAUHA HA CTEHTOBE KATO
PY¥THHHI HPHI{TIIK'JA OCHOBH}.\ NnpennocraBka 3a YCOCWIHO
I 0€3 YCTONKHEHIA CTEHTHPAHE Hd MOIBUHNTE CbIOBE €
CTPHKTHOTO CNA3BaHe Ha CTPOT NPOTOKOMN, KAKBBETO € Bb-
BeAECH B HAATA KAMHNKA.
Ipencrapsive pesyaTaTuTe OT 17 AaHCHOMIACTHKM H CTEH-
THPAHE Hi ChAOBE HA A0PTHATR Obra, HIBLPIIECHN 33 ne-
puog ot 6 mecena — ot 07.02.2001 r. mo 01.10.2001 r.
Hpcnnpoucnypﬂo DAUHeHTHTe Osxa IMOANOZKEHI Ha 3a-
N BLAKHTENCH CKPHHHHL C UBETHO-KOQI—I]}E[H ﬂ,O]’IJ’ICp H
yTounern aurnorpadeki. Tpouenypuuar yenex e 100%.
IpouenTsT Ha ocTpu yenoxuenns e 09, [pn paHHOTO
npocnenasane ¢ uBeTeH Honnep He ce HadMOAABAT TPOM-
003a U PECTEHO3a Ha HMIMAHTHpaHuTE cTeHToBe, Tlpenc-
TaBEHH Ca YETHPH HMHTEPeCHH KNuHIuHN cayuaa: 1. Egro-
€TANHO CTEHTIPAHE Ha 1ACHA KOpoHapHa apTepua(JKA)
Il gscHa BbTpeluHa cbaHa apTepua(IBCA) ¢ TepmMopast-
BapALl ce CTEHT NPH NaUHeHT ¢ KOMOUHIPaHa KOPOHapHa
U KapOTHAHA NATONOTHI, 2. CreHTHpaHE HA Cy0OKMY31B-
Ha 99% crenosa Ha [OBCA ¢ moHTupaHs Bbpxy Danox
cTeHT, 3. CTEHTHpaHe Ha BICOKOCTENCHHA CTEHO3A Ha Ji-
BaTa BepTedpanHa apTepua KATO eIHHCTBCHO NPOXOLUM
MO3bUeH ¢, 4. CTeHTHPAHE Ha 20PTOOCTHANHA CTEHO34
Ha Tr. Brachiocephalicus npu oknysua Ha KoHTpanatepan-
HaTa KApOTHIHA apTEpHI.

Kmososn gysu: MO3BUCH MHCYNT, KAPOTHAHA TPOMOCH-
JAPTEPEKTOMHA, KAPOTUIHO CTEHTHPAHE, NUCTANHA MO-
3BUHA NPOTEKLIUA.

Beexn ger 1500 nywmu 8 CAIL nipeKuBSABAT MO3B-
ueH upHeyatT. Ot tax 600 ymupar. Korato Mo3bUHUAT
WHCYNT HE € MpAKa [IPHYKMHA 328 CMBPT, TOR Hali-uecTo
ocTaBs cjef cede CH TeAKKO HHBAIAU3UPAHY TallUeH-
TH C TCHXHYECKH M (HM3MUecKH AePUUHUT 3a NpOoabil-
KuTENHO BpeMe. Okono 30% 0T MO3IBUHKUTE HHCYJITH
Ce OB/IKAT Ha CTeHO3a Ha KapoTuaHa apTepus [1,2].

=|A D |s|t|r]|ale|t]

The stroke is one of the major causes for death and inva-
lidization in the modern society. In about 30% of the cases
the stroke is attributed to stenosis of a supraaortic vessel.
In the last few years the percutancous angioplasty and
stenting is an alternative method of the classical surgical
treatment- the carotid thrombendarterectomy. Crucial
moment in the evolution of the method is the introduction
in the practice of the systems for distal embolic protection
of the brain and the routine implantation of stents with
new design. One of the main conditions for successful and
noncomplicated stenting is the respect of a strict proce-
dural protocol. In the article we present the results of 17
cases with angioplasty and stenting of supraaortic vessels
performed in our Clinic in the period 07.02.2001-
01.07.2001. The immediate success rate is 100%. No major
complications(stroke, myocardial infarction and death)
were registered. In the midterm follow-up there were no
thrombosis and restenosis of the implanted stents. We pre-
sent four interesting case reports: 1.0ne stage stenting of
right coronary artery and right internal carotid artery, 2.
Stenting of a subocclusive right internal carotid stenosis
with balloonexpandable stent and 3. Stenting of a vertebral
artery as the unique brain supplying vessel and 4. Stenting
of subocclusive aortoostial lesion of the brachiocephalic
trunk in a patient with totally occluded contralateral inter-
nal carotid artery.

Conclusions: Stenting of supraaortic vessels is a safe and
reliable method when performed by experienced operator
and when are applied the ultimate methods of cerebral
protection and the new stent designs. The carotid stenting
is a reliable alternative of the surgery and gains more and
more popularity.

Key words: major stroke, carotid thrombenda-
rterectomy,carotid stenting, distal cerebral protection.

DBATapHEs € €IHa 0T CTPaHUTe C HAH-BUCOKO pasmnpo-
CTpaHCHHE‘ Ha aTepOCK}IEpOSi\T‘ﬂ 1 HeWHHTe L?E'L'T‘E_J"[HH
InoclneJCcTeAa — MHOKap,ﬂ,CH HH(PapKT W MO3IBUSH HH-
CYMT. ATEPOCKJ’IBPOTI»I‘-IHHTE CTEHOTHYHI JEe31u Ha
MO3BYHHTE CHIOOBEC npe:{!’ms}n{BaT [MOBHIOABAHE Ha
puCKa OT MO3BYCH HHCYJIT. Tosa [MOKA3Bd M [IpOYyUBd-
HeTo Ha NorTis.
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ABSTRACT
ENDOVASCULAR TREATMENT OF
EXTRACRANIAL CEREBRAL VESSELS
L. Petrov, J. Jorgova, L. Grozdinski,
P. Shotekov*, L. Travkov*
J. Perrova®, Mehrabian Sh* T. Zahariev, Al Chirkov

The stroke is one of the major causes for death and mva—
lidization in the modern society. In about 30% of the cases the
stroke is attributed to stenosis of a supragortic vessel. '

In the last few years the percutancous angioplasty and
stenting is an alternative method of the classical surgical treat-
ment- the carotid thrombendarterectomy. Crucial moment in
the evolution of the method is the introduction in the practice
of the systems for distal embolic protection of the brain and
the routine implantation of stents with new design. One of the
main conditions for successtul and noncomplicated stenting is
the respect of a strict procedural protocol. In the article we
present the results of 63 patients treated with angioplasty and
stenting (71 lesions) of supraaortic vessels performed in our
Clinic in the period 07.02.2001-01.02.2003. The immediate
success rate is 100%. Major complication of 3.1% was regis-
tered. mortality rate-1.3%. In the midterm follow-up one
patient suffered Transient [schaemic Attack (1.6%) thers were
no thrombosis and only | (1.5%) restenosis of the implanted
stents, treated successfully with re- angioplasty.

In conclusion. stenting of supraaortic vessels is a safe and
reliable method when performed by experienced operator and
when are applied the ultimate methods of cerebral protection
and the new stent designs. The midterm follow-up results are
promising.,

Key words: carotid stenting, carotid thrombendarterecto-
my. distal cercbral protection, major stroke.

PE3OME

Mo3buHUAM UHCYAN € egHa om ocHoBHume npuyuHu 3a
embpm u unBasugusauust 8 coBpemennomo obuwecmBo. B
30% moil ce npudunsBa om cmeno3a Ha kapomugta apme-
pus. Hanocaegwk nepkymadsama adzuonaacmuka u Cmeh-
mupate e eguy HoB mepaneBmuven Memog 3a mpemupare na
kapomugnume cmeno3u-aamephamuBa Ha kaacuueckamo
xupypeutto aeuenue. OcsoBru emanu 8 pasBumuemo Ha me-
moga c¢a BuBekganemo Ha cucmemu 3a gucmaiHa npomek-
nug om emBoauzauus Ha Mosunomo kpbBoodpbiuenue u Bo-
BaAganemo Ha umnaanmauus Ha cmenmoBe kamo pymunnd
npakmuka. OcHoBua npegnocmaBka 3a yenewmo u Ge3 ye-
ADKH2HUS CmeHMmupaHe Ha Mosburume cbgobe e cmpukmro-
mo Lnasﬁa‘-xe Ha cmpoz npomokoa, kakoBmo e BoBegen 8 na-
m.mm kawsuka.

']pegcrwﬁmle pesyamamume om aszuonsacmuka u
cmeurnupare Ha cbgoBe Ha aopmHama gbza npu 63 nauucH-

my. [ uj 33 nepuog om 2 20guHu (07.02.2001-
31,92 2¢ . Tlpegnpouegypho nauuenmume GsXa NOGAO-
Aenu 2af _agmjmmcm;ﬁ ckpununz ¢ uBemuo-kogupas Hon-
2P U YR ogpagcku. Mpouegyprusin yenex ¢
g8.3% Hpadmmb am‘.\ru ocmpu ymo;kueuuﬂ e 3.1%,

a CMBPMEGEMMA ¢ 1.5%. %. [lpu npocaegsBaremo Ge peaucm-

pupdH eguH cayuall Ha Mpan3umopHa ucxemuuxa amaka
(1.6%) ¢ uBemen Honaep He ce yemanoBu mpombosa u ce ye-
manoBu pecmenosa caMo npu egud (1.3%) om umnagimupa-
Hume cmenmoBe, mpemupasa yenewHo ¢ noBmopha anzuon-
aacmuka.

B aakalouenue, cmenmupatemo Ha cegoBe Ha aopmuama
gwbea e epukaced u cuzyper memog. kozamo ce npuaaza om
OnuMmMeH ONepamop u ¢ ynompeda Ha Mo3buHa npomekuus u
engoBackyaapuu cmenmoBe. Pesyamamume om KauHu4HOmMo
U uHcmpyMeHmaako npocaegadane ca obragekgabawu.

KalouoBu gymu: gucmaana Mosbuna npomekuus, kapo-
mugHo cmesmupane, kapomugha mpomGengapmepekmo-
MUSA, MOIBUEH UHCYAM.

MozsunocbgoBume 3aboanBanus (MC3) ca cpey al-
Badknume meguuuncku u couuaasu npodasemu B pasBumume
cmpanu. Te ce xapakmepusupam ¢ Bucoka 3aGoseBacvocm.
B0oAECIMHOCM U CMBPMHOCT U 0m 3adoasBanuama Ha Hepb-
Hama cucmema Hall-decmo npegusBukBam mekka unBasug-
Hocm, nopagu heBposceuved w/uau koznumuBen geduuum,
Taka 8 CAIIL zoguwno okoxo 600 xua. gywu npekuBaBam
Mo3puen uncyam (MM), Om max 160 xua. 3aBopwBam ac-
masHo uau ocmaBam ¢ mekovk gBuzamesed U ual udmesek-
myaaet geduuum. Boszapud e egua om cmpadume ¢ Haii-Bu-
coko pasnpocmpanenue Ha amepockaepozama u HeliHume da-
mastu nocaegemBus- muokapgen undapkm u MU TIpes
20002. cbpmuocmma camo om MU Bw3auza wa 263 wa 100
000 uaceaenue. TMpuema ce, 4e amepompoMBoeMBOAUsMBN
na ekempakpaduasiume apmepuu e npuyuHa 3a ¢gHa mpen
Om LCXEMUYHUME UHCYAMILL.

Cnopeg Norris u cbam., cmenenma sa amepockaepo-
MUUHLME CMEHOMUMHU AS3UU HA mesu ¢bgoBe npegusbukba
nponopuuosasto noBuwaBane Ha pucka om MOIBMEH UH-
cyam: 3a cmeHosa <73% zogutiiHama 4ecmoma Ha uncuaa-
mepasen ucxemuver MU e 1.5%; 3a cmenosa >73% 2oguwi-
Hama Yecmoma Ha NPeXOgHO HAPYLEHLE Ha MO3LYHOMO Kpb-
Boobpbulenue (ITHMK) e 7.2%, a Ha uncusamepascH ucxe-
suued MU e 3.3%. Cnopeg Halli-2oaiMOMO XUPYpP2UUHO npo-
yuBane NASCET (North American Sympthomatic Carotid
Endarterectomy Trial) (10). pucksm om uscyam 3a gBezogu-
weH nepuog B 3aBucumocm om npoueHmMa CMEHO3a Hapac-
8a om 26% (32 73% cuMnmoMHa cmeHo3a) Ha 73% (3a 93
CUMNMOMHA CIMEHO34).

Xupypauanomo aevenue ce ymBopgu npes 30-me u 90-
me 20guHu HAazogapeHue Ha OmMaUtHUME pesyamamu om gbe
20aeMu pangomusupatu npoyuBauus npoBegeru 8 CAILLL
cpaBuaBawu pesyamamume om koncepBamuBro acuenue u
kapomugna mpomdergapmepekmoMus npu CUMMOMHL |
acumnmomiu Bucokoemenennu kapomugnu cmenosu. Cho-
venamomo npoyuBate NASCET (10) (32 cumnmomuu cmu-
Hosu) nokasa abcoslomuo Hamasexue na pucka om uncuaa-
mepaser ucxevuder MU coc 17% (peaamuBHo HaMascHue ¢
635%). MpoyuBaremo ACAS (7) (38 acuMnmomMHu cmenoiu
nokaza afcoalomuio Hamasenue Ha gamasHus u Hedamas
uncusamepasen MMM ¢ 5.8% (peaamuBHO HamMasedue

3%). TMo-kweno ce npoBegoxa muokecmBo npoyuBa
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ot all theee Smads and alsc p211WAF) pegude Thne major Smad4 mRHA
spice varant expressed by the SMCs and Mas represented its mest active
peptide; the relative abundance of mMAMAS ancoding peptides with shortened
linker regions was less than 10% The majer splice variants of Smad2 and
Smaad [relative abundance = 90°s) did notcontain deletions Therefore iney

IACe vl g2

p=0 0331 Renal functicn nas improved sgnificantly creatinine avels de-
creased from 1.6 =050 1.2 =0 4 p=0.034\. BUM has decreasa¢ from 25 7
+ 20210215 =93 (p=0063)

Conclusion: We report, for the first ime successful control of refractory
nypertension and improvement in the renal functicn after renal artery stent-

encoded peplides fughly capablé of regulating gene transcrighion
Conclusion: Mgs in FFLs and SMCs in fibrous regions appear nignly re-
sponsive to TGF-3 and capable of initiating Smaa-dependedt gene transcrip-
tion The lack of Smad expression by SMCs within Ma-rich regions impairs
lheir ability to staoilize FFLs by producirg a collagen-rich matrix. The lack of
p21(WAF) peptide increases susceptibility of SMCs in FFLs to apaptosis

FP37 Pheripheral and Myocardial Interventions

3083 | Early Revascularization Improves 1-Year Survival in
14-Day Survivors of Acute Myocardial Infarction

UIf Stenestrand ', Lars Wallentin® 'Heart Center University Hospital
Linkoping, Sweden; ¢ Sweden

Background: Studies on the effect of early revascularization In acute coro-
nary syndromes have conflicting results whether it improves survival or nat
We investigated the association between revascularization performed within
14 days after an acute myecardial infarction (AMI) and 1-year mortality

Methods: Prospective cohort study using data from the Register of In
formation and Knowledge about Swedish Heart Intensive care Admissions
(RIKS-HIA) on patients admitted to the coronary care units of 61 Swedish
hospitals 1995-1998. Patients with first registry-recorded AMI who were
younger than B0 years and who were alive at day 14, including 2375 who
were revascularized within 14 days, and 17862 who were not. One-year mor-
tality data were obtained from the Swedisn Mational Cause of Death Regis-
ter

Results: At 1 year unadjusted mortality was 8.9% (1598 deaths) in the
conservative group and 3.3% (78 deaths) in the early revasculanzation
group. In Cox regression analysis adjusting for 43 confounding factors and
propensity score for revasculanzation, early revascularization was associ-
ated with reduction in 1-year maortality (relative risk, 0 48; 95% confidence
interval 0 35-0.66; P<0.001) in 14-days survivars of AMI, This reduction of
mortality was similar among all subgroups based on age, sex, baseline char-
actenistics, previous disease manifestations, and medications

Conclusions: In daly clinical practise early revascularization in AMI pa
tients is asscciated with substantially reduced 1-year mortality. Qur study
supports an early invasive strategy in AM| patients

| 3084 | Renal Artery Stenting Combined with Medical Therapy
Controls Refractory Hypertension

B Stefan Kiesz', M Marius Rozek?. S Rao Kothapalli', Pawel E Buszman®
Jawad Shaikh ', Robert A O'Rourke*, Michal Tendera®. 'Southeast
Endovascular and Heart Institute, Part Arthur, United States: £ University of
Texas Health Science Center at San Antonio, United States; 3 Silesian
Cardiology Centre. Katowice, Poland, *University of Texas Health Science
Center, United States

Recent reports on treatment of hypertension with renal angioplasty have
been disappointing To date no improvement in renal function was reported
either This may be due fo the fact that rendl affgioplasty has a prohibitively
high restenosis in arteriosclerotic lesions, particularly in the ostal location
We hypothesized that renal artery stenting would be associated with a low
restenosis rate, comparable with a large coronary vessels Therefore this
ireatment should be considered in a management of all pts with renovascu-
lar hypertension. Moreaver, when prograssive deterioration of renal function
15 due to renal ischemia such procedure should either improve or normalize
renal function

Methods: We established a prospective registry of patients with persis-
tent hypertension despite aggressive maximal therapy with antinypertensive
drugs. Thus far, 76 pts has fulfilled these critena (mean age 71.5=9.9, 58%
males), B6% of patents presented with HTN, 32% hypercholesterolemia,
22% mistary of smoking, 9% DM, 11% obesity, 29% CAD, 12% previous
revascularization, 30% ostial sclerotic disease and 347 had bilateral renal
artery sclerosis

Results: Before stenting mean systolic and diastelic BP for the entire
group was 1719 = 342 and 83.3 = 16.1, respectively The average pt re-
ceved 3.3 = 1.2 medications. There was an immediate improvement in BP
post stenting and at 30 days. Mean systolic and diastclic BP were signifi-
cantly lowered to 1337 = 23.1 (p<0.001) and 57.0 £ 118 (p<0.001). Alsc
number of medications per patient was significantly decreased to 26 = 12

ing. Thus, renal artery angiogram should oe considered im evary patiant with
refractory hyoertension and detencraling renal funcuen

;3085 | Results of the Endovascular Treatment of Patients with
- Concomitant Coronary and Peripheral Disease -Basis
of the Global Revascularization Concept

lve Petrov. Julia Jorgova, Mikolay Dimitrov, Luchezar Grozdinsky
Todor Zaharev, Alexander Chirkov Bulgaria

Background: The treatment of patients with concomitant coronary, carotid
and penpheral arterial disease is a challenge because of the high risk of
both one and two stage open surgery. The rapid technical progress in the
endovascular procedures enables the real application of the modern concept
of global revascularization

Purpose: To evaluate the feasibility, efficacy and safety of percutanecus
endovascular revascularization procedures performed as main part of the
global revasculanzation strategy for patients with polivascular pathology

Material and Methods: For 6 months (January to June 2001) we per-
farmed in 54 consecutive patients intracorgnary stenting{ICS) combined with
other endovascular or surgical (in the same day) revascularization. 19 carotid
(15 stents with cerebral protection. 4- surgical CEA); 9 - subclavian PTA, 2
vertebral stenting; 4 renal PTA. 12 aorto-liac (8 PTA, 3- surgical), 8 femaral
PTA. Patient population: mean age- 72= 9 years, 92% men, 83% with dia-
betes, 76% smokers. In 84.6% of the PTA we implanted stenis

Results: 30-day mortality - 0%, major complications - 0%. minor
complications- 3.7%{one bleeding and one TIA), For the endovascular pro-
cedures primary success-96%. Mean follow-up (5.4 mo) showed no major
complications and death The restencsis rate was 3.8% - 4/104 (ane femaral,
one iliac, one coronary stent restenasis- all treated with re- PTA and cne
asymptomatic subclavian reccclusion-left on medical treatment

Conclusions: Global revascularization based predominantly on the ad-
vances in the endovascular treatment is feasible and can be performed safely
and effectively in polivascular patients. The methed decreases the compli-
cation rate in such patients The primary success rate is tugh and the mid
term follow-up shows a low restencsis rate The collaboration among the
integrated multidisciplinary team is indispensable for the realization in the
practice of this modern concept

| Percutaneous Transluminal Septal Myocardial Ablation
for Hypertrophic Obstructive Cardiomyopathy:
Six-Month Follow-up with Echocardiography

3086

Stephen G Worthiey ', H M Omar Farcuque ', Phillip M Mottram?,

Stuart Moir?, John S Gelman?, Yuvara) Malaiapan', R Andrew

P Skyrme-Jones', |lan T Meredith'. 'Cardiovascular Research Centre
Centre for Heart and Chest Research, Monash Medical Centre, Monash U
Australia, ¢ Department of Cardiology, Centre for Heart and Chest
Research, Monash Medical Centre, Australia

Background: Percutanecus transluminal septal myocardial ablation
(PTSMA) has emerged as a promising nen-surgical technique for the reduc-
tion of left ventricular outflow tract gradient (LVOT) and symptomatic improve-
ment in patients with hypertrophic obstructive cardiomyopatny (HOCM). We
desenibe our initial results including 6 week and 6 menth follow-up with this
procedure in our first 8 patients

Methods: Myocardial contrast echocardiography (MCE) and ischaemic
wall motion abnormality during balloon inflation enabled the selection of
an appropriate septal branch. Absolute alcohol (2-3 mLs) was used to ob-
tain septal artery occlusion. Baseline transthoracic echocardiographic (TTE}
data were obtained including post-valsalva LVOT gradient, These parame-
ters were repeatad prior to discharge, at 6 weeks and at 6 months post-
PTSMA. Demcgraphic data is presented as mean=5D, and TTE data as
mean=SEM. Paired data sets over the four time points were analysed using
repeated measures ANOVA, with statistical significance taken at a p value of
=0.05,

Results: Four men and four women underwent PTSMA for symptomatic
HOCM, refractory to medical therapy (age 63.5=16.8 years). The LVOT
gradient posi-valsalva was significantly reduced from 108 6=15 BmmHg to
50 0=13.7mmHg post-procedure (p=0.0005}, At B weeks and 6 months the
LVOT gradient post-valsalva was 24.2=13.4mmHg and 34.3=16 2mmHg
respectively. Similarly, the resting LvOT gradient was significantly reduced
from 79.5=20.9mmHg to 26.6=10.7mmHg post-procedure (p=0.02). Al &
wesks and 6 months the resting LVOT gradient was 17.0=10 7mmHg and
26 717 6mmHg respectively. Thers was no significant ditference in LV




Domenico PALOMBO

| The current role of
- MULTILAYER FLOW
MODULATOR STENTS
iIn COMPLEX AORTIC
o PATHOLOGY

EDIZIONI MINERVA MEDICA




ISBN: 978-88-7711-891-2

© 2017 — EDIZIONI MINERVA MEDICA S.p.A. — Corso Bramante 83/85 — 10126 Torino

www.minervamedica.it / e-mail: minervamedica@minervamedica.it

All rights reserved. No part of this publication may be reproduced, stored in a retrieval system, or transmitted
in any form or by any means.




PR s T

Authors

FERDINANDO AURICCHIO
Department of Civil Engineering and
Architecture, University of Pavia,
Pavia, Italy

ADRIAN BOICEAN
_Polisano European Hospital,
ibiu, Romania

RoBsON CHICRALA DE ABREU
Centervasc Rio, Rio de Janeiro, Brazil

MicuEeLE ConTr

Department of Civil Engineering and
Architecture, University of Pavia,
Pavia, Italy

AnDREA COSTACHE
Polisano European Hospital,

Sibiu, Romania

Vicror S. CosTACHE
Lucian Blaga University,
Sibiu, Romania

SarA D1 GREGORIO
Vascular and Endovascular Surgery Unit,

University Hospital IRCCS San Martino-IST,

* University of Genoa, Genoa, Italy

DaN-Minal DOROBANTU
Lucian Blaga University, Sibiu, Romania

ELENA FAGGIANO

Department of Civil Engineering and
Architecture, University of Pavia,
Pavia, Italy

MaARrco FEDELE
Department of Civil Engineering and
Architecture, University of Pavia, Pavia, Italy

Auice FINOTELLO
Department of Experimental Medicine,
University of Genoa, Genoa, Italy

CrisTINA GO1A
Polisano European Hospital, Sibiu, Romania

RaLr R. KOLVENBACH

Department of Vascular Surgery and
Endovascular Therapy,

Catholic Hospital Group Duesseldorf.
Augusta Hospital, Duesseldorf, Germany

KiicHiro Kumacar

Division of Cardiovascular Surgery,
Tohoku University Graduate School of
Medicine, Sendai, Japan

Horatiu MoLDOVAN
Sanador Hospital, Bucharest, Romania

Domenico Paromeo

Vascular and Endovascular Surgery Unit,
University Hospital IRCCS San Martino-IST,
University of Genoa, Genoa, Italy

Bianca PANE

Vascular and Endovascular Surgery Unit,
University Hospital IRCCS San Martino-IST,
University of Genoa, Genoa, Italy

Maria C. PErrFuMO

Vascular and Endovascular Surgery Unit,
University Hospital IRCCS San Martino-IST,
University of Genoa, Genoa, Italy

Ivo PeTROV
City Clinic Heart and Vascular Institute,
Sofia, Bulgaria

YOSHIKATSU SA1K1

Division of Cardiovascular Surgery,
Tohoku University Graduate School of
Medicine, Sendai, Japan

ADRIAN SANTA
Lucian Blaga University,
Sibiu, Romania




e g e N Al i

Authors

GIOVANNI SPINELLA

Vascular and Endovascular Surgery Unit,
University Hospital IRCCS San Martino-IST,
University of Genoa, Genoa, Italy

ZORAN STANKOV
City Clinic Heart and Vascular Institute,
Sofia, Bulgaria

SHERIF SULTAN
National University of Ireland,
Galway, Ireland

IvETA TASHEVA
City Clinic Heart and Vascular Institute,
Sofia, Bulgaria

CraupE D. VaisLic
Department of Cardiac, Vasculs
Thoracic Surgery,

Centre Hospitalier Privé Parly .
Le Chesnay, France

ALBERTO VESCOVI

Catholic University of Rio de Ja
Rio de Janeiro, Brazil;
Centervasc Rio, Rio de Janeiro,

ArNoO voN Ristow

Catholic University of Rio de Ja
Rig de Janeiro, Braz:l;
Centervasc Rio, Rio de Janeiro,




Contents

Introduction .............ccooeeviiiiiiiiiiin
Domenico Palombo

T P T T T PP TR TP PP

The theoretical and experimental basis of the Multilayer Flow Modulator .

Elena Faggiano, Giovanni Spinella, Marco Fedele, Alice Finotello, Michele Conti,
Bianca Pane, Maria C. Perfumo, Ferdinando Auricchio, Domenico Palombo

Contemporary strategies for repair of complex thoracoabdominal aortic
aneurysms: real-world eXperiences ...............cooceeeiiineniinnennsicssrerenenenes

Ralf R. Kolvenbach

The STRATO trial: a multicenter, prospective study of the Multilayer

Flow Modulator in high-surgical-risk patients presenting

with Crawford type Il and lll thoracoabdominal aortic aneurysms ..................
Claude D. Vaislic

Italian experience with the Multilayer Flow Modulator for treatment
of complex aortic disease ...................cevuee. -
Bianca Pane, Giovanni Spinella, Maria C. Perfumo, Sara Di Gregorio, Domenico Palombo

Treatment of complex aortic aneurysms and dissections with the Multilayer
Flow Modulator: Romanian registry experience ..

Victor S. Costache, Adrian Boicean, Andrea Costache, Cristina Gam, S}Jmf Suima,
Horatiu Moldovan, Adrian Santa, Dan-Mihai Dorobantu

Treatment of paravisceral and thoracoabdominal aneurysms
in high-risk patients over 80 years of age ..............c..cococvvnicninniiiniiinicnn
Arno von Ristow, Alberto Vescovi, Robson Chicrala de Abreu

Bulgarian experience with the Multilayer Flow Modulator for complex
aortic pathology .............ccocecvicnne

Tvo Petrov, Zoran Stankov, Tveta Tasheva

A new horizon for treatment of thoracoabdominal aortic aneurysm
in Japan: the Multilayer Flow Modulator .............ccccovvmviniiinnniiccnnnnnnnen
Yoshikatsu Saiki, Kiichiro Kumagai

17

31

45

58

69

79

86




BUIQéri'én '_experie'nCe'wifh '

the Multilayer Flow Modulator
for complex aortic pathology

I Petrav, Z. Stankov

INTRODUCTION

During the period from May 2012 to February 2016, at the City Clinic Heart and Vas-
cular Institute, 12 patients underwent implantation of the Multilayer Flow Modulator
(MEM) (Cardiatis, Isnes, Belgium) in different aortic segments with complex pathol-
ogy. The cases involved treatment of 10 thoracoabdominal aortic aneurysms (TAAA)
(1 Crawford type I, 1 type I1L, 6 type IV, and 2 type V), 1 abdominal aortic aneurysm
(AAA) extending distally into the left iliac artery, and 1 type A aortic dissection con-
sequent to surgical treatment and compression of the true lumen with critical visceral
and peripheral ischemia. All patients had clinical and anatomical characteristics plac-
ing them at significant risk for open surgery. Patient and aneurysm characteristics and
baseline medical history are summarized in Table 7.1. The mean patient age was 65 years

TABLE 7.1 - Patient and aneurysm characteristics and baseline medical history.

Number (%) or mean (range)

yetiale N. = 12 patients

Age (years) 65 (53-76)
Male sex 12 (100%)
Indication

Type | TAAA 1(8.3%)

Type Il TAAA 1(8.3%)

Type IV TAAA 6 (50.0%)

Type V TAAA 2 (16.7%)

AAA 1(8.3%)

Type A dissection 1(8.3%)
Previous PCI/PTA 10 (83.3%)
Previous TEVAR/EVAR 1(8.3%)
Previous ascending aorta surgery 1(8.3%)
Arterial hypertension 11 (91.7%)
Dyslipidemia 11 (91.7%)

AAA = abdominal aortic aneurysm; EVAR = endovascular abdominal aortic repair; PCl = percutaneous coronary
intervention; PTA = percutaneous transluminal angioplasty; TAAA = thoracoabdominal aortic aneurysm; TEVAR =
thoracic endovascular aortic repair.
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(range 53 to 76 years), all were male, and nearly all (91.7%) had undergone previous
endovascular or open surgical interventions. Serious comorbidities included hyperten-
sion and dyslipidemia for over 90%.

PROTOCOLS AND PROCEDURES

The details of the 12 index MEM implantations are summarized in Table 7.1I. The
implantation protocol involved routine radial percutaneous access allowing permanent
intraprocedural angiographic control in all 12 cases. For the 3 implantations thar did
not involve bifurcations, vascular access was achieved by unique unilateral surgical cut-
down. For the 9 implantations that involved bifurcations, vascular access was achieved
by a combination of unilateral surgical cutdown (for the introduction and implantation
of the main body of the aortic MFM and the ipsilateral iliac MFM) and a contralateral
sheathless percutaneous approach (for the implantation of the contralateral iliac MEM),
with final closure achieved upon completion using an Angioseal 8 F device. Local anes-
thesia and light sedation were used in 10 (83.3%) of the cases, while general anesthesia
was used in 2 (16.7%).

Overall, a total of 29 MFM devices were implanted in the 12 cases, 2 mean of 2.41
per patient. The devices were oversized 15% to 20%, in accordance with the MFM
instructions for use (IFU). Procedural success was achieved in all patients without perio-
perative complications. The implantations involved coverage of all visceral and renal
arteries in 11 cases (91.7%), while in 1 case the procedure was performed without cov-
ering visceral or renal branches but with crossover implantation from the aorta to the
left iliac artery (aorto-uni-iliac implantation) covering the right common iliac artery

TABLE 7.1I. - Procedural details of the 12 index MFM implantations.

Detail Number (%) or mean (range)

N.=12cases

Technical success 12 (100%))
Total MFM implanted 29
Mean MFM implanted 242 (1-3)
Cases with coverage of all visceral/renal arteries 11 (91.7%)
Arterial access

Radial percutaneous 12 (100%)

Surgical femoral (unilateral cutdown) 12 (100%)

Additional percutaneous (femoral) 9 (75%)
Anesthesia

General 2(16.7%)

Local 10 (83.3%)
Mean x-ray time (minutes) 14.1 (6-21)
Mean contrast volume (mL) 123 (80-250)
Mean procedure time (minutes) 50 (30-160)
Cases with periprocedural complications 0 (0%)
Mean intensive care unit stay (days) 0(0%)
Mean clinical and imaging follow-up (months) 20 (1-47)
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ostium. Mean contrast volume was 123 mL (range 80 to 250 mL). The mean x-ray time
was 14.1 minutes (range 6 to 21 minutes), the mean procedure time was 50 minutes
(range 30 to 160 minutes), and no patients required post-procedural intensive-care-unit
treatment. Patients were followed clinically and with computed tomography (CT) angi-
ography at 1, 3, 6, and 12 months, and annually thereafter.

OVERALL OUTCOMES AND CLINICAL CASES

The patients were followed clinically and by CT angiography for a mean of 20 months
(range 1 to 47 months). In 11 (91.7%) of the patients, 12 months follow-up was un-
eventful, with no report of adverse events such as ruptures or ischemic visceral or renal
complications. One patient (8.3%) was found to be symptomatic with stent thrombosis
and critical ischemia after premature discontinuation of dual antiplatelet therapy only
25 days after initial implantation. This patient was successfully treated with selective
fibrinolysis, restoration of dual antiplatelet therapy, and secondary femoropopliteal by-
pass to provide efficient distal run-off, and no further adverse events were observed. Se-
rial angiography demonstrated efficient isolation of the aneurysm sac (or false lumen),
in all patients, with complete or partial thrombosis of the sac and complete patency of
all major and minor vessels arising from the stented zone.

No aorta-related death was registered during the follow-up period. One patient died
from the complications of pancreatic cancer 25 months after the implantation (a non-
related death).

The following 5 cases summaries illustrate important aspects of the MFM treatment.

CASE 1

A 71-year-old male was admitted to the hospital with persistent acute severe abdomi-
nal and peripheral ischemia with invalidating abdominal angina. Two years before

FIGURE 7.1. A) digital subtraction angiography show-
ing dominant false lumen and severe compression of
the true lumen in a patient with previously operated type
: A dissection; B) positioning of a 35 by 200 mm MFM
stent with precise localization of the highly compressed ;

tone in the middle of the stent (under “road map"); C) expansion of the MFM stent and true lumen after balloon postdilata-
tion; D) CT angiography at 12-month follow-up showing excellent expansion and centralization of flow in the true lumen,
normal flow in all branch arteries arising from the stented area, and almost full exclusion (passivation) of the false lumen.
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this admission, he had undergone surgical treatment for a type A dissection involving
interposition of a surgical graft on the ascending aorta without arch reconstruction.
CT angiography showed expansion of the false lumen and a critical compression of
the true lumen (Figare 7.1A). A 35 by 200 mm MFM was successfully implanted
(Figure 7.1B, 7.1C). Control CT angiography at 12 months following the MFM
implantation (Figure 7.1D) showed excellent expansion and centralization of the
flow into the true lumen, full restoration of the flow in the visceral and renal vessels
(impaired before the implantation), and a significant decrease in the diameter of the
false lumen.

CASE 2

A 73-year-old male presented with arterial hypertension, hypercholesterolemia,
and episodes of paroxysmal atrial fibrillation. His history of previous percutane-
ous coronary intervention (PCI) included drug-eluting stenting of his left anterior
descending (LAD) artery. On the basis of Doppler echocardiography and CT angi-
ography, he was diagnosed with a symptomatic AAA involving the distal part of the
abdominal aorta and extending into his left common iliac artery (Figure 7.2A). A
28 by 200 mm MFM was successfully implanted from the abdominal aorta into the
left iliac artery (aorto-uni-iliac implantation) covering the ostium of the right com-
mon iliac artery. The significant step-down in diameter from the aorta to the iliac
artery did not cause malapposition or invagination of the MFM at any level (Figure
7.2B). Control CT angiography at 1 month follow-up showed good apposition of
the MFM, full isolation and thrombosis of the aneurysm sac, and equal excellent
patency of both iliac arteries, while flow was normal with an ankle-brachial index of

1 for both legs (Figure 7.2C).

FIGURE 7.2. A) CT angiogram showing an eccentric aneurysm in distal ab-
dominal aorta and extending predominantly into the left common iliac artery;
B) a 28 by 200 mm aorto-uni-iac MFM was deployed from the abdominal
aorta toward the left iliac artery, largely covering both the aneurysm and the
aortoiliac bifurcation. The significant step-down in diameter from the aorta to
the iliac artery did not cause malapposition or invagination of the MFM at any level; C) follow-up CT angiography showed
full exclusion of the aneurysm and normal (equal) flow in both iliac arteries.
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FIGURE 7.3, A) CT angiography
showing distal edge aneurysm
formation in a patient treated 8
years previously with an aortic
stent graft for TAA (shown fully
isolated by the stent graft); B) CT
angiography at 12-month follow-up
showing full isolation of the edge
aneurysm and normal flow in all
thoracoabdominal branch arteries
covered by the implanted MFM.

CASE 3

A 74-year-old male with arterial hypertension and coronary artery disease was successfully
treated with PCI and stent implantation in the first diagonal branch (RD1) in 2004. Also
in 2004 the patient was treated for thoracic aortic aneurysm (TAA) with implantation of
a stent graft in the descending thoracic aorta. Subsequently, in 2012 he was admitted with
acute chest pain and the diagnostic CT angiography at 8 years after the aortic stent graft
implantation showed progression of the aortic disease and formation of a TAAA distal to
the stent graft (edge aneurysm formation) (Figure 7.3A). Two 35 by 200 mm MEM were
successfully implanted with a large overlapping zone from deeply within the stent graft
to the abdominal aorta. Control CT angiography at 12 months following the MFM im-
plantation showed total aneurysm thrombosis and patency of all major and minor branch
arteries arising from the covered aortic area (Figure 7.3B).

CASE 4

A 75-year-old male with a history of two-vessel coronary artery disease had been suc-
cessfully treated with PCI of the right coronary artery (three drug-eluting stents) and
of the ramus intermedius artery (one drug-eluting stent). He also had a history of stage
IT peripheral artery disease and grade 3 arterial hypertension. He presented with ab-
dominal pain. Data from his medical history suggested the presence of an AAA that had
been asympromatic prior to the current presentation. The immediate diagnostic CT
angiography showed a further evolution of the AAA to a type III TAAA with partial cir-
cular thrombosis (Figure 7.4A). Successful MFM implantation involved a “homemade”
bifurcation stent system. The aortic main body (35 by 200 mm) of the MFM was de-
ployed from the Th12 intercostal artery with significant overlapping into healthy aorta
(without parietal thrombosis), distally almost “sitting” at the aortoiliac bifurcation. Two
“kissing” iliac MFM (16 by 200 mm) were deployed in an intentional ballerina maneu-
ver (left iliac wire going to the right side of the aortic body and wire from the right iliac

5
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FIGURE 7.4. A) CT angiog-
raphy showing evolution of

a previously existing AAA to

a type |l TAAA with partial
circular thrombosis and involv-
ing all visceral vessels; B)

CT angiography at 1 month
following successful implanta-
tion of 3 MFM (one 35 by 200
mm aortic main body and two
16 by 200 mm “kissing" iliac
MFM) showing complete Isola-
tion of the TAAA with preserva-
tion of excellent fiow in all the
covered thoracoabdominal
and pelvic branches.

artery going to the left side of the aortic body). The iliac MFM were implanted over two
superstiff Lunderquist (Cook Medical) wires with deep overlapping within the distal
part of the aortic body (recommended overlapping zone of at least 3 cm). Control CT
angiography at 1 month following the MFM implantation showed good device apposi-
tion and patency of all major and minor branch arteries (Figure 7.4B).

CASE 5

A 72-year-old male presented with ischemic heart failure and coronary artery disease
with previous PCI including implantation of two stents in the LAD artery. He had se-
vere pulmonary hypertension and permanent atrial fibrillation and a history of ischemic
stroke and stage 2 kidney disease. Diagnostic CT angiography showed a type IV TAAA

(Figtite 7.5A). A new-generation bifurcated MFM was successfully implanted with two

MFM iliac extensions. (Figure 7.5B). Completion CT angiography showed patency of
all major and minor branches of the abdominal aorta (Figure 7.5C). That outcome was
confirmed by CT angiography at 6 months following the MFM implantation (Figure

7.5D).

CONCLUDING COMMENTS ABOUT THE BULGARIAN EXPERIENCE
WITH THE AORTIC MFM

As demonstrated by the case series presented here, the initial Bulgarian experience treat-
ing complex thoracoabdominal aortic pathology with the MFM has been positive and
promising. Procedural success was achieved in all 12 of the seriously ill patients in this
series, without perioperative procedural complications. Through mean follow-up of 20
months (range 1 to 47 months), there were no deaths related to aortic pathology, no
reported ruptures, and no ischemic visceral or renal complications. The midterm fol-
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FIGURE 7.5. A) digital subtraction angiography showing a type IV TAAA in a 72-year-old male who presented with
ischemic heart failure and coronary artery disease with previous PCI and other serious comorbidities; B) a new-gen-
eration bifurcated MFM was successfully implanted with two MFM iliac extensions deployed in an intentional ballerina
maneuver for better stabilization; C) completion CT angiography showing immediate aneurysm isolation and normal
flow in all branch arteries arising from the stented zone; D) follow-up CT angiography at 6 months showing complete
aneurysm isolation and normal fiow in all the thoracoabdominal and pelvic branch arteries.

low-up was remarkable, with excellent clinical and imaging results. All of the covered
branch arteries in the 12 patients remained patent with preservation and improvement
of flow. It is important to emphasize that there were no neurological complications
either periprocedurally or during follow-up despite the great number of spinal cord
branches covered during the MFM implantation. Carefully executed serial CT angi-
ography showed efficient centralization of flow, isolation of the aneurysm sac (or false
lumen), and progressive thrombosis of the aneurysm sac.

In this initial Bulgarian experience, implantation of the MFM in the treatment
of complex aortic pathology has been effective and safe, allowing preservation of blood
flow in the branches arising from the stented areas. More systematic procedural and
clinical data are now needed in order to further establish the exact indications of this
novel technology.




