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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 
IIB. 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 

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 

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 ethics 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 Χ2 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 II 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 



Клінічна та профілактична медицина, № 3 (41) / 202578

ДОСЛІДЖЕННЯ

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 II-a and II-b (Rutherford). The 
causes of ALLAT with outflow artery involvement are 
presented in Figure 1.

 

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

 

All patients underwent endovascular revascularization of the lower limb using catheter-

directed thrombolysis (CDT).  

CDT was performed on 15 (42.9%) patients: 6 patients with thromboembolic arterial 

occlusion (ALLAT) and arterial outflow lesions due to 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. 
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Figure 1. The causes of ALLAT with outflow artery involvement.

 

Figure 2. The number of patients is distributed according to the method of revascularization 

performed. 
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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. 
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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).

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.

 

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 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, 
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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 

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 
within 2 months

Rethrombosis 
within 2 months p Amputation 

within 2 months p

CDT (n=15) 14 (93,3%) 5 (33,3%) 0,3061 1 (6,7%) 0,6096
Catheter-directed thrombolysis (CDT) 
supplemented with PTA (n=11) 11 (100%) - 0,0185 - 0,3092

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%) 

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 

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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Мета. Оцінити ефективність катетер-спрямованої тромболітичної терапії (КСТТ) у  пацієнтів із критичною 
ішемією нижньої кінцівки (КІНК) внаслідок тромбозу артерій нижньої кінцівки та вивчити віддалені 
результати лікування.
Матеріали та методи. У  2020‑2023 рр. обстежено 35 пацієнтів (13 жінок, 22 чоловіка, віком 53‑75 років). 
У  57% діагностовано стегново-підколінний та гомілковий артеріальний тромбоз, у  43% – гомілково-
педальний. Дослідження включало 35 пацієнтів з  КІНК, класифікованою за Rutherford (1997), категорія 
IIA‑IIB: 17 пацієнтів (48,6%) категорії IIA та 18 пацієнтів (51,4%) категорії IIB. Усім пацієнтам після 
діагностичної артеріографії підтвердили тромбоз артерій нижньої кінцівки із ураженням артерій відтоку, 
проводили катетер-спрямовану тромболітичну терапію (КСТТ).
Результати. У більшості пацієнтів спостерігався значний регрес ішемії, зниження рівня болю та відсутність 
критичних геморагічних ускладнень. У  93,3% пацієнтів збереження кінцівки досягнуто протягом 2 місяців 
після КСТТ. КСТТ у  поєднанні з  ЧТА не впливає на частоту ретромбозів у  реваскуляризованому сегменті, 
із значенням p 0,0185 (статистична значущість визначається однобічним точним критерієм Фішера). 
Використання КСТТ призвело до високої частоти реваскуляризації та зниження ризику повторного тромбозу. 
У  одного (20%) із 5 пацієнтів, які пройшли КСТТ (катетер-спрямований тромболізис), виник ретротромбоз 
артерій нижньої кінцівки, що призвело до подальшої ампутації.
Висновки. КСТТ є ефективним методом лікування пацієнтів з  тромбозом артерій нижніх кінцівок 
і ураженням артеріального відтоку. Він забезпечує високу швидкість реваскуляризації, значне регресування 
симптомів і  низький ризик ускладнень. Регулярний моніторинг і  антикоагулянтна терапія є важливими 
для підтримки ефективності лікування та запобігання рецидивам. Оптимізація протоколу КСТТ у  пацієнтів 
і забезпечення ретельного моніторингу під час лікування є критичним для виявлення випадків, які можуть 
потребувати альтернативних втручань. Ключовим компонентом запобігання ретромбозу є віддалене 
ангіографічне спостереження після проведення КСТТ для виявлення причинних стенозів або субокклюзій, 
пов’язаних з прогресуванням тромбозу артерій нижньої кінцівки.

Ключові слова: інфаркт міокарда, артеріальна гіпертензія, реваскуляризація, збереження кінцівки, 
антикоагулянтна терапія
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