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Abstract

Aim. To evaluate the effectiveness of catheter-directed thrombolysis (CDT) in patients with critical lower limb
ischemia (CLI) due to thromboembolic arterial occlusions and to study the long-term outcomes of the treatment.
Materials and methods. Over 2020-2023, 35 patients (13 females, 22 males, aged 53-75) were studied.
A total of 57% of patients had femoro-popliteal and below-the-knee (BTK) thromboclusion, 43% had
BTK thrombotic occlusion. The study included 35 patients with acute limb ischemia (ALI) classified as
Rutherford Category IIA-IIB: 17 patients (48.6%) in Category IIA and 18 patients (51.4%) in Category
[IB. All patients underwent catheter-directed thrombolysis (CDT) after diagnostic arteriography and
confirmation of acute lower limb arterial thrombosis (ALLAT) with involvement of the outflow arteries.
Results. In most patients, significant ischemia regression, pain relief, and absence of critical haemorrhagic
complications were observed. In 93.3% of patients, limb preservation was achieved within 2 months
after CDT. Limb preservation was achieved in all 11 (100%) patients. CDT combined with percutaneous
transluminal angioplasty (PTA) does not affect the frequency of rethrombosis in the revascularized
segment, with a p-value of 0.0185 (statistical significance determined by the one-sided Fisher’s exact test).
The use of CDT led to a high frequency of revascularization and a reduced risk of recurrent thrombosis.
One (20%) of the 5 patients who underwent CDT (catheter-directed thrombolysis) developed lower limb
arterial rethrombosis, leading to subsequent amputation.

Conclusions. CDT is an effective treatment method for patients with lower limb arterial thrombosis and
arterial outflow lesions. It provides a high rate of revascularization, significant symptom relief, and a low
risk of complications. Regular monitoring and anticoagulant therapy are essential to maintain treatment
effectiveness and prevent recurrences. Optimising the CDT protocol in patients and ensuring close
monitoring during treatment are critically important for identifying cases that may require alternative
interventions. A key component in preventing rethrombosis is long-term angiographic follow-up after CDT
to identify causative stenoses or subocclusions involved in ALLAT progression.

Keywords: myocardial infarction (MI), arterial hypertension, revascularization, limb survival,
anticoagulant therapy

INTRODUCTION

Catheter-directed thrombolysis (CDT) is one of
the treatment methods for patients with acute lower limb
arterial thrombosis (ALLAT). According to the literature
[1], this method is effective and contributes to a reduction
in amputation rates and mortality. ALLAT develops acutely
and can rapidly progress to critical ischemia, which carries
a significant risk of limb loss if timely and proper treatment
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is not initiated. Acute limb ischemia (ALI) is followed by
ALLAT. This not only threatens the limb’s viability but
also affects survival rates. Without adequate treatment, ALI
progresses within the first two weeks [2], and the mortality
rate among such patients is approximately 15-20%. The
high mortality is associated not only with ischemic limb
injury but also with severe comorbidities, including
cardiovascular and cerebrovascular diseases, as well as
ischemia-reperfusion tissue damage.
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Therefore, the treatment of ALI should include not
only the local removal of thrombo-occlusion but also
a comprehensive systemic approach aimed at correcting
hemodynamic disturbances, preventing thrombotic
complications, and reducing the risk of recurrence [3].

AIM

The study aims to evaluate the effectiveness of
catheter-directed thrombolysis (CDT) in patients with
acute arterial thrombosis of the lower limb with outflow
artery involvement.

MATERIALS AND METHODS

Between 2020 and 2024, 35 patients with acute limb
ischemia (ALI) and acute lower limb arterial thrombosis
(ALLAT) were examined. All patients reported the onset of
symptoms 3-21 days prior to the current examination. The
cases were accompanied by clinical manifestations of ALI,
including rest pain and pain during walking, pallor, and
swelling of the lower limb, as well as cyanosis of the foot
and lower leg. Patients with ankle-foot joint contractures
were excluded from the study, also excluded restricted
knee joint mobility, a history of intracranial haemorrhage
within the past 2 months, recent open surgical interventions
(within the past 30 days), or active sources of bleeding.

The study included 35 patients with ALI
classified as Rutherford Category IIA-IIB: 17 patients
(48.6%) in Category IIA and 18 patients (51.4%) in
Category IIB. Among the patients, 13 (37.1%) were
women and 22 (62.9%) were men, with a mean age of
64.5 (£11.5) years. Comorbidities among the patients
were distributed as follows: 9 (25.7%) patients had
type 2 diabetes mellitus, 13 (37.1%) had hypertension,
5 (14.3%) had atrial fibrillation and hypertension, also
with a history of myocardial infarction, 5 (14.3%) had
hypertension and type 2 diabetes mellitus, and 3 (8.6%)
had hypertension and a history of myocardial infarction.
All patients underwent duplex ultrasound scanning (DUS)
of the lower limb arteries. According to the DUS results:
14 (40%) patients had thrombo-occlusion involving the
femoro-popliteal and below-the-knee (BTK) arterial
segments with involvement of the outflow arteries (absence
of blood flow in the BTK), and 21 (60%) patients were
diagnosed with thrombo-occlusion of the BTK arterial
segments with involvement of the outflow arteries.
Upon hospitalization and treatment planning for ALLAT
patients, a standard examination algorithm was followed,
which included performing DUS using the Samsung
Medison R3 ultrasound system. A linear ultrasound probe
with a variable frequency (9-15 MHz) was used to assess
the velocity and type of blood flow. Diagnostic angiography
and endovascular interventions were performed using the
Philips Alura F920 angiographic system.

The study included 35 patients who underwent
angiographic examination followed by endovascular
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intervention. During the angiographic examination, fine-
needle arteriography was performed through puncture
of the superficial femoral artery (SFA). Diagnostic
arteriography was performed to determine the level of
thrombo-occlusion, the presence and characteristics
of collateral compensation, and the contrast of the
outflow arteries. After diagnostic angiography, a 6F
introducer was placed using the Seldinger technique.
All patients underwent catheter-directed thrombolysis
(CDT) after diagnostic arteriography and confirmation
of ALLAT with involvement of the outflow arteries.
In this study, recombinant tissue plasminogen activator II
(rtPA) was used for thrombolytic purposes following this
scheme: an initial bolus infusion of 10 mg intra-procedurally
within the first 15 minutes, followed by a continuous infusion
of 10 mg/hour for 4 hours, and additional anticoagulant
therapy with an infusion of heparin at a rate of 1000 IU/hour
for 12 hours. During the bolus dose administration, vital
signs of the patients were assessed, and monitoring of basic
parameters (anaesthesia monitoring) was carried out.

During thrombolysis and subsequent heparin infusion,
continuous monitoring of vital signs was performed,
puncture site assessment, and ultrasound control of the
puncture site was done. The presence and characteristics
of blood flow in the tibial arteries were evaluated in
combination with clinical assessment every 30 minutes.

The study was conducted in accordance with the
European Convention on Human Rights and Biomedicine,
the Helsinki Declaration of the World Medical Association
on ethical principles for medical research involving human
participants, and the current regulations of the Ministry
of Health of Ukraine. All patients provided informed,
voluntary consent to participate in the study. The research
protocol was approved by the ecthics committee. This
study is based on the analysis of a limited sample of
patients. Data are presented in the form of absolute values
and percentage ratios. Statistical comparison of surgical
treatment results and limb salvage rates in patients with
ALLAT and outflow artery involvement was conducted
by constructing two-way tables and applying X? test and
Fisher’s exact test with Yates’ correction. Depending on the
pathogenesis of ALLAT with outflow artery involvement,
the main group of patients was divided as follows.

ALLAT with outflow artery involvement due to
stenotic-occlusive diseases of the lower limb arteries was
diagnosed in 17 (48.6%) patients. The average age of
patients was 67.4+8.4 years. There were 11 (64.7%) men
and 6 (35.3%) women. The comorbidities in these patients
were: hypertension in 8 (47%) cases, type Il diabetes
in 5 (29.4%) cases, combination of type II diabetes
and hypertension in 2 (11.8%) cases, and combination
of hypertension, atrial fibrillation, and coronary artery
disease in 2 (11.8%) cases. Patients with ALLAT due
to thromboangiitis obliterans numbered 4 (11.4%). The
average age of these patients was 57.5+2.5 years. There
were 3 (75%) men and 1 (25%) woman. Comorbidities
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included hypertension in 2 (50%) cases, and a combination
of hypertension and coronary artery disease in 2 (50%)
cases. The number of patients with ALLAT caused by
thromboembolism was 9 (25.7%). The average age
of patients was 61.6+5.4 years. There were 4 (44.4%)
men and 5 (55.6%) women. Comorbidities included
hypertension in 3 (33.3%) cases, type II diabetes in 3
(33.3%) cases, and a combination of hypertension, atrial
fibrillation, and coronary artery disease in 3 (33.3%) cases.

Additionally, the study included 5 (14.3%) patients
with ALLAT and outflow artery involvement that occurred

intra-procedurally during CTPA. The average age of the
patients was 66.6+11 years. There were 4 (80%) men and
1 (20%) woman. Comorbidities in these patients were:
hypertension in 2 (40%) cases, type II diabetes in 1 (20%)
patient, a combination of hypertension and coronary artery
disease in 1 (20%) case, and type II diabetes combined
with hypertension in 1 (20%) patient. All patients were
hospitalized for the first time with acute lower limb
ischemia of category Il-a and II-b (Rutherford). The
causes of ALLAT with outflow artery involvement are
presented in Figure 1.

The composition of the causes of ALLAT
with outflow artery involvement

Figure 1. The causes of ALLAT with outflow artery involvement.

B Stenotic-occlusive
diseases

B Thromboangiitis
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Intra-procedural
thrombosis

B Thromboembolism

The number of patients is distributed
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m Catheter-directed
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Thrombotic mass
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Figure 2. The number of patients is distributed according to the method of revascularization performed.

All patients underwent endovascular revascularization
of the lower limb using catheter-directed thrombolysis
(CDT).
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CDT was performed on 15 (42.9%) patients:
6 patients with thromboembolic arterial occlusion
(ALLAT) and arterial outflow lesions due to
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thromboembolism, 3 patients with thromboangiitis
obliterans, and 6 patients with stenotic-occlusive lesions.
CDT, supplemented with PTA after the completion of
heparin infusion, was performed on 11 (31.4%) patients
with stenotic-occlusive lesions of the lower limb arteries.

Thrombotic mass canalization followed by CDT
was performed on 9 (25.7%) patients: 5 cases of ALLAT
with arterial outflow lesions that occurred during CDT,
3 patients with thromboembolism and arterial outflow
lesions, and 1 patient with thromboangiitis obliterans.

RESULTS

In 30 (85.7%) patients, after performing catheter-
directed thrombolysis (CDT), a regression of the ischemia
degree in the lower limb by 1-2 levels was observed
according to the Rutherford classification. According
to the control angiography results, 29 (82.9%) patients
achieved recanalization of the arterial segment (Figure 1).

In 14 (40%) cases, complete contrast filling of the arterial
bed was observed, in 13 (37.1%) patients, heterogeneity
of the contrast-filled arteries was found due to the
presence of wall-adherent residual thrombotic masses,
and in 5 (14.3%) patients, there was no contrast in the
thrombosed segment with significant collateral pathways,
which were not identified on the initial angiography
(no recanalization of the arterial segment occurred, but
restoration of the collateral vessel network was noted).
During the first 2-3 hours of thrombolysis, 29 (82.9%)
patients experienced paresthesia in the affected limb,
accompanied by pain in the calf and foot area. In
28 (80%) patients, pain intensity decreased 4-7 hours after
the start of CDT. No serious haemorrhagic complications
(including intracranial or gastrointestinal bleeding)
were recorded in the group of patients treated with
endovascular therapy using CDT. A list of complications
that occurred during the procedure is presented in
Figure 3.

Complications during catheter-directed thrombolysis

Subcutaneous hematoma

Soft tissue hematoma of Hyperthermia during rtPA
the thigh

administration

%

Figure 3. Periprocedural complications during the implementation of catheter-directed thrombolysis (CDT).

During the initial ultrasound examination (US),
all patients (100%) showed the absence of blood
flow in the popliteal, calf, and pedal arterial segments
of the lower limb. Twelve hours after the catheter-
directed thrombolysis (CDT), 29 (82.9%) patients were
found to have a biphasic or triphasic blood flow in the
popliteal artery and arteries of the lower leg, indicating
a positive trend in recanalization. After the completion
of the heparin infusion, all patients underwent a control
angiography of the lower limb arteries to assess the
condition of the vascular bed.

In 3 patients (8.6%), no regression of the degree of
ischemia in the lower limb was observed. On the contrary,
an increase in pain intensity and a decrease in sensitivity
in the lower limb were noted, with the development of
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contracture in the ankle-foot joint. This complication led
to the need for subsequent amputation of the lower limb
after the normalization of coagulation parameters.

In 11 (31.4%) patients, after the control angiography
of the lower limb, angioplasty of the identified stenotic-
occlusive lesions in the recanalized segment was
performed, followed by secondary angiography.

Anticoagulant therapy was prescribed according to
the VOYAGER PAD protocol [4] in 30 patients (85.7%),
who also underwent scheduled control duplex ultrasound
(DUS) at 1, 4, 12, and 24 weeks after the procedure.

The number of patients with ALLAT having arterial
outflow disease in the context of stenotic-occlusive lesions
of the lower limb arteries was 17 (48.6%). Revascularization
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was performed using catheter-directed thrombolysis (CDT)
in 6 (35.3%) cases, and CDT supplemented with CTA in 11
(64.7%) cases.

Among patients with ALLAT and arterial outflow
disease who underwent catheter-directed thrombolysis
(CDT) followed by percutaneous transluminal angioplasty
(PTA) of stenoses and subocclusions in the recanalized
segment, no rethrombosis or amputations were observed
within 2 months of follow-up. In one of the six patients
who underwent CDT, rethrombosis of the lower limb
arteries occurred, and a subsequent revascularization
procedure was performed.

For patients with ALLAT and arterial outflow
disease on the background of thromboangiitis obliterans
(4 patients, 11.4%), revascularization was carried out
as follows: CDT in 3 (75%) cases, and thrombotic mass
canalization followed by CDT in 1 (25%) case.

Among the patients who underwent CDT, rethrombosis
of the lower limb arteries occurred in 2 (50%) patients,
one of whom (25%) underwent amputation of the lower
limb after 2 months of observation. In one (25%) patient,
who underwent thrombotic mass canalization and CDT,
rethrombosis occurred, followed by lower limb amputation.

The number of patients with ALLAT and arterial
outflow disease on the background of lower limb arterial
thromboembolism was 9. Revascularization was performed
through CDT in 6 (66.7%) cases, and thrombotic mass
canalization combined with CDT in 3 (33.3%) cases.

Among the patients who underwent CDT,
rethrombosis within 2 months of follow-up occurred
in 1 (11.1%) patient. In two (22.2%) of the 3 patients
who underwent thrombectomy with CDT, rethrombosis
of the lower limb arteries occurred, requiring repeat
revascularization. No amputations were performed during
the 2-month follow-up.

The number of patients with ALLAT and arterial
outflow disease who experienced intra-procedural
thrombosis during CTA was 5 (14.3%). Revascularization
was performed by thrombectomy with subsequent CDT in
5 (100%) cases.

One (20%) of the 5 patients who underwent CDT
(catheter-directed thrombolysis) developed lower limb
arterial rethrombosis, leading to subsequent amputation.
The results of endovascular treatment in patients with

ALLAT and arterial outflow disease are presented in
Table 1.

Table 1
Results of endovascular treatment in patients with ALLAT and arterial outflow disease
Revascularization method Limb preservation | Rethrombosis Amputation
within 2 months | within 2 months P within 2 months P

CDT (n=15) 14 (93,3%) 5(33,3%) 0,3061 1 (6,7%) 0,6096
Catheter-directed thrombolysis (CDT) o
supplemented with PTA (n=11) L (Ulo) ] DL ] e
Thrombotic mass canalization, CDT (n=9) 2 (100%) 4 (44,4%) 0,4212 2 (22,2%) 0,1558
Total 32 (80%) 9 (25,7%) 3 (8,6%)

An analysis of the results of endovascular treatment
in patients with ALLAT and arterial outflow disease was
conducted according to the method of revascularization.

Among the patients who underwent CDT (n=15):
5 (33.3%) were diagnosed with rethrombosis of the
popliteal-tibial arterial segment, and 1 (6.7%) of them
underwent amputation. Limb preservation within
2 months was achieved in 14 (93.3%) patients.

Catheter-directed thrombolysis (CDT) combined
with percutaneus transluminal angioplasty (PTA) of the
BTK arterial segment was performed in 11 patients,
among whom no instances of segment rethrombosis
or amputation were observed. Consequently, limb
preservation was achieved in all 11 (100%) patients. CDT
combined with CTA affects the frequency of rethrombosis
in the revascularized segment, with a p-value of 0.0185
(statistical significance determined by the one-sided
Fisher’s exact test).

Catheter-directed thrombolysis combined with CTA
of the popliteal-tibial arterial segment was performed in
9 patients. Thrombotic recanalization occurred in 2 (22.2%)
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patients within 2 months of follow-up, leading to amputation.
Limb preservation was achieved in 7 (77.8%) cases.

DISCUSSION

The results of the study demonstrate the high
effectiveness of catheter-directed thrombolysis (CDT) in
patients with ALLAT and arterial outflow disease. In most
cases, regression of ischemia to stages 1-2 according to the
Rutherford classification was observed, indicating a positive
response to the treatment and successful restoration of
blood flow. In some patients, follow-up arteriography and
angioplasty were performed to treat steno-occlusive lesions,
further enhancing the effectiveness of the intervention.
This combination of CDT and secondary angioplasty
demonstrates superior patient outcomes compared to
intraoperative intra-arterial thrombolysis alone [5].

Massive bleeding was also notably absent during the
procedure, which suggests that CDT can be an effective
and relatively safe method of restoring blood flow in
patients with critical limb ischemia (CLI), especially in
the presence of comorbidities [6].
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Despite the success of the CDT method, the results
highlight the importance of careful patient selection and
continuous monitoring during therapy to identify those
who may require alternative treatment methods. Catheter-
directed thrombolysis demonstrated a low rate of severe
haemorrhagic complications. No critical bleeding was
observed in the study sample, which aligns with the
findings of previous research. The low risk of critical
haemorrhagic complications has been described in other
CDT studies [7].

Due to the standardized dosing protocol for
thrombolysis and heparin therapy in the group of
patients who underwent CDT, no significant changes in
coagulation parameters were observed. This indicates
controlled systemic anticoagulation and a relatively
low risk of haemorrhagic complications. However,
routine monitoring of plasma fibrinogen levels was not
conducted. Its implementation could have provided
additional information about the impact of CDT on the
blood clotting system [8]. Most patients were prescribed
anticoagulant therapy in accordance with the VOYAGER
PAD protocol, which contributed to a reduction in the risk
of recurrent thrombosis. Regular ultrasound monitoring
of blood vessels at various intervals after the procedure
allowed for the evaluation of long-term therapy outcomes,
tracking potential recurrences, and obtaining valuable data
on the long-term effectiveness of CDT.

CONCLUSIONS

1. Optimising the CDT protocol in patients
and ensuring close monitoring during treatment are
critically important for identifying cases that may require
alternative interventions. A key component in preventing
rethrombosis is long-term angiographic follow-up after
CDT to identify causative stenoses or subocclusions
involved in ALLAT progression.

2. Long-term patient follow-up and anticoagulant
therapy played a decisive role in maintaining the
effectiveness of CDT and preventing recurrent thrombosis
in the majority of cases.

3. CDT combined with CTA does not affect
the frequency of rethrombosis in the revascularized
segment, with a p-value of 0.0185 (statistical significance
determined by the one-sided Fisher’s exact test).

In summary, CDT is a valuable and effective
treatment option for patients with critical limb ischaemia
(CLI) due to ALLAT without outflow pathways, providing
a high rate of successful revascularisation and improved
clinical outcomes.

Perspective  of future research. Conducting
multicentre randomized trials is warranted to compare the
effectiveness of Catheter-Directed Thrombolysis Therapy
(CDT) in combination with other revascularization
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methods (such as percutaneous transluminal angioplasty,
thrombus canalization, etc.), taking into account
individual anatomical characteristics and the stage of
ischaemia. Special attention should be given to the
development of patient selection criteria to identify
those who are most likely to respond positively to CDT,
as well as to the optimisation of thrombolytic dosing
regimens with consideration of haemorrhagic risk.
Investigating biomarkers that may predict the efficacy and
safety of CDT could represent an important step towards
a personalized approach to treating ALLAT.

Further research should also focus on long-term
treatment outcomes, with emphasis on patient quality
of life, functional status, and the rate of reintervention.
Additionally, integration of CDT into broader clinical
management protocols for critical limb ischaemia in the
context of ALLAT, as well as the evaluation of its cost-
effectiveness across various healthcare systems, should be
explored.
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Pe3rome

AHAII3 PE3YIIbTATIB KATETEP-CMPAMOBAHOI TPOMBOHITVI‘-IHO'I' TEPAMII Y NALIEHTIB 13 TPOMEO30M
APTEPIN HAXHbOI KIHLIBKW 3 YPAXXEHHAM APTEPIA BIATOKY
Omutpo A. MakiBuyk', FOpiit M. F'ynano’, Ceprin M. lineHko?

[lepxxaBHa HaykoBa ycTaHoBa «LleHTp iHHOBALiiHWX TEXHOMOTii  OXOPOHM 3A0POB's» [lepaBHOro ynpaeniHHs cnpaBamu,
M. Knis, Ykpaita
ZKniHiuHa nikapHs «Peodanis» [epxaBHoro ynpasniHHs cnpaBamu, M. Kuis, YkpaiHa

MeTa. OiHUTH edeKTUBHICTh KaTeTep-cnpsiMoBaHol TpoM6GosiTuyHoi Tepamnii (KCTT) y mauieHTiB i3 KpUTHYHOIO
imemieto HmwxkHbOI KiHLiBkM (KIHK) BHaciigok TpoM603y apTepid HMXXKHBOI KiHLIBKM Ta BUBYHUTH BiJJaJsieHi
pe3y/bTaTH JiKyBaHHS.

Marepianu Ta Metoau. Y 2020-2023 pp. o6crexeno 35 manieHTiB (13 kiHOK, 22 4YosoBika, BikoM 53-75 pokiB).
Y 57% piarHOCTOBaHO CTErHOBO-MiJKOJIHHUHM Ta TOMIJKOBHH apTepiaibHUHA Tpom603, y 43% - romiJKoBO-
nejaabHui. JocaimpkenHs Bkiodano 35 manieHTiB 3 KIHK, kiacudikoBaHoro 3a Rutherford (1997), xareropis
IIA-IIB: 17 manieHTiB (48,6%) karteropii IIA Tta 18 mnauientiB (51,4%) karteropii IIB. YciM mauieHTam micis
JiarHocTU4HOI apTepiorpadil miATBepAUIN TPOMO603 apTepili HMKHBOI KiHLIBKU i3 ypakeHHSIM apTepid BiATOKY,
MPOBOJUJIY KaTeTep-CpsIMOBaHy TpoM6osiTiuuny Tepamnito (KCTT).

Pe3ynbraTH. Y GiJbLIOCTI MAalliEHTIB criocTepiraBcst 3HAYHUN perpec imemii, 3HMKeHHsI PiBHA 60J110 Ta BiZiCyTHICTH
KPUTHYHUX reMopariyHux yckaagHeHb. Y 93,3% naiieHTiB 36epe)keHHs KiHI[IBKH JOCATHYTO NMPOTArOM 2 MicALiB
niciga KCTT. KCTT y noeaHaHHi 3 UTA He BIJIMBa€ Ha 4acCTOTY PeTPOMOGO3iB y peBaCKy/lspU30BaHOMY CErMEHTI,
i3 3HayeHHsAM p 0,0185 (cTaTUCTMYHA 3HAYYL[ICTb BU3HAYAETbCS OJHOOGIYHUM TOYHUM KpuTepieM @imepa).
Bukopuctanus KCTT npusBesio 0 BUCOKOI YaCTOTH peBacKyJisspu3aLlii Ta 3HUKeHHs] pU3UKY HOBTOPHOTO TPOMOO3Y.
Y opHoro (20%) i3 5 mauienTis, Aki nporman KCTT (kaTeTep-cnpsAMoBaHUN TPOMOOJII3KC), BAHUK PETPOTPOMOO3
apTepiil HUKHBOI KiHIiBKY, 110 IPU3BeJIO [0 N04albII0i aMIyTalii.

BucHoBku. KCTT € edeKTHUBHMM MeToOZOM JIiKyBaHHs HAaI[iEHTIB 3 TpoM6G030M apTepili HMXKHIX KiHI[iBOK
i ypaxkeHHsIM apTepiaJbHOro BiATOKY. BiH 3a6e3meuye BUCOKY MIBU/AKICTh peBacKy/sipu3allil, 3HaUHe perpecyBaHHs
CUMITOMIB I HU3bKUM DU3MK yCK/IaAHEeHb. PeryisipHUI MOHITOPHHI i aHTUKOAry/JsiHTHa Tepalif € BaXXJIMBUMHU
A/ NiATPUMKH eDeKTUBHOCTI JiKyBaHHS Ta 3anobiranHs penugrBaM. OntuMizanis npotokosy KCTT y manieHTiB
i 3abe3ne4yeHHs] peTeJIbHOr0 MOHITOPUHTY Mif Yac JiKyBaHHA € KDUTHUYHUM JJI1 BUSIBJIEHHS BUINAJKIB, AKI MOXYTb
NoTpebyBaTH aJbTEPHATUBHUX BTpy4YaHb. KI/IIOUOBMM KOMIIOHEHTOM 3amobiraHHsi peTpoM603y € BiagaseHe
aHriorpadiyHe cnoctepexeHHs micias npoBefeHHs KCTT s BUsAB/IeHHS NPUYMHHUX CTEHO3iB a0 CyOOKKJIIO3iH,
MOB’I3aHUX 3 IPOTPECYBAHHIM TPOMOO03y apTepill HUKHBOI KiHIiBKU.

Kawouoei caoea: iHpapKT MiokapAa, apTepiajibHa rinepreHsis, peBacKyispu3anis, 36epekeHHs KiHIIiBKH,
AHTHKOAry/JIsAHTHA Tepamisa
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