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COAEP>XAHHUE

HEOTJ10>KHAAA KAPAUNOJIOTUA

Ponb acnmpauyioHHOM TPOMO3KTOMUM M OTCPOYEHHOIrO CTEHTUPOBAHUS NPU NPOBEAEHNN
3HO0BACKYNSAPHOr0 NieYeHna y 60J1bHbIX OCTPbIM MHMAPKTOM MUOKapaa ¢ NoAbEMOM cerMmeHTa ST,
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HEOTJIOXXHASI KARAWOJIOMns

Ponb acnupauMoHHOW TPOMOIKTOMUHM

U OTCPOYEHHOro CTEHTUPOBAHUS NPU NPOBEAEHUH
3HAOBACKY/IIPHOrO JlIeYeHUs Y O0JIbHbIX OCTPbIM
UH(papKTOM MHOKapAa c nogbeMoM cermeHTta ST,
006yCcnoBNIeHHbIM MAaCCUBHbIM TPOMOO30M UH(PAPKT-
OTBETCTBEHHOW KOPOHAapHOW apTepUH.

0630p nuTeparypbl

A.B. AzapoB’*, N.C. MesbHn4YeHKOo?

"Hay4HO-rpakTu4eCKkui LLeHTP MHTePBEHLUMNOHHOMV KapanoaHrnoaornv, Kagenpa nHTepBeHUNOHHO
kapamnoaHrnosaorum IHctutyra npogeccmnoHanbHoro obpasosaHus PrAOY BO lNepsebivi MITMY
umeHun .M. CevyeHoBa MuH3apaBa Poccuum (Ce4eHoBCckuvi yHuBepcuteT), Mocksa, Poccusi

2IbY3 MO “MbiTuiumHckas ropoackas knmHundeckas 6osbHuiua”, Mbituium, MockoBckasi 061acThb,
Poccus

MaHyasibHasi BakyyMHasl acrnvpaumoHHasi TPOMOIKTOMUS Yy MaLUMEHTOB C OCTPbLIM WHGAaPKTOM Muokapaa
Cc nogbemMom cermeHTa ST Ha ceroaHsiLLUHU AeHb rnepen nepBudHbiM YKB He pekomeHayetcs (knacc IA),
rocneaHvie pesynbrarbl MeTaaHanu3a, B KOTOPbIV BOLIO 17 mnccaegoBaHwub, He noka3aiv 3HaduMoro
CHVIXXEHWSI CMEPTHOCTU U 4acTOTbl [MOBTOPHbLIX WHOAPKTOB MPU PYTUHHOM BbINOJIHEHUN acrnpaLnoHHON
TPOMOIKTOMUM, B TOM YUCJIE M aHaIM3 B NOArpynnax rnocaeaHux nccaegoaHuii TASTE n TOTAL He noka3an
CYLLIECTBEHHOW 0J1b3bl aCr1pPaLMoHHON TPOMOIKTOMUM nepes nepBuyHbIM YKB y naumeHToB ¢ MacCyBHbLIM
KOPOHapHbIM Tpomb60o30M (TTG > 3).

KnioueBbie cnoBa: oCTpbili MHPAPKT MUoKapAaa, acrnvmpauyioHHas TPOMOIKTOMYS, KOPOHaPHbIK TPoM603,
YPECKOXHOE KOPOHaPHOEe BMELLaTe/IbCTBO, OTCPOYEHHOE CTEHTHPOBAHME.

The Role of Aspiration Thrombectomy and Delayed
Stenting during Endovascular Treatment in Patients
with Acute ST-Elevation Myocardial Infarction
Caused by Massive Thrombosis of the Infarct-
Related Coronary Artery. Review of Literature

A.V. Azarov'*, |.S. Melnichenko?

' Scientific and Practical Center of Interventional Cardioangiology, Department of Interventional
Cardioangiology of the Institute for Professional Education of the Federal State Autonomous
Educational Institution of Higher Education, I.M. Sechenov First Moscow State Medical University
of the Ministry of Health of the Russian Federation, Moscow, Russia

2 State Budgetary Healthcare Institution of the Moscow Region, Mytishchi City Clinical Hospital,
Mytishchi, Moscow Region, Russia

To date, manual vacuum aspiration thrombectomy in patients with acute ST-segment elevation myocardial
infarction is not recommended prior to the primary percutaneous coronary intervention (PCI) (Class Il A);
recent results of the meta-analysis which included 17 trials did not demonstrate significant reduction in
mortality and recurrent infarction rate during routine aspiration thrombectomy,; moreover, analysis in subgroups
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EMERGENCY CARDIOLOGY

of the recent trials TASTE and TOTAL did not demonstrate a significant benefit of the aspiration thrombectomy
prior to the primary PCI in patients with massive coronary thrombosis (TTG > 3).

Keywords: acute myocardial infarction, aspiration thrombectomy, coronary thrombosis, percutaneous

coronary intervention, delayed stenting.

OcTtpbin nubapkT muokapga (OMIM) B Ha-
CTOSLLEE BPEMSA ABMSETCHA OOHON U3 BEOyLMX
NPUYNH CMEPTHOCTW HaceneHusi B 60NbLUNH-
cTBe cTpaH Mupa. OcTpbIi TPOMOO3 KOpPOHap-
HOW apTepun BCNeaCcTBME MOBPEXAEHUS ate-
POCKIEPOTUYECKON ONALLKN SIBNSIETCA OCHOB-
HOWM NpuynHon paszsutus OVM. YCTaHOBEHO,
410 OMM c nogbemom cermeHta ST (OM-ST)
B OOJIbLUMHCTBE Cy4aeB 00yCroBiieH TPoMOo-
TUYECKOW OKKJTIO3UEN MarncTpasnbHOM apTepumn
Ny 2/3 NnauMeHTOB COMPOBOXAAETCA HANNYNEM
MacCCMBHOIro TpomMbo3a no AaHHbIM aHruorpa-
duryeckom OoueHKM unHaekKca KOPOHAPHOro
Tpombo3a — TTG > 3 (TIMI thrombus grade
score) (1, 2). Tpomb0O3 ABASETCHA KJIIOHEBbLIM
dakTopom B nartoreHese pasdsutua ONMM-ST,
a ero CBOEBPEMEHHOE BbIFB/IEHME N afeKBaT-
HOe yCTpaHeHue SABNATCA o00a3aTeNbHbIMU
COCTaBMALWMMMN, KOTOPbIE OKa3biBAOT HEMO-
CpencTBEHHOE BAUSHNE HA YCMELUHOCTb Ypec-
KOXHbIX KOpPOHapHbIX BMewartenscts (YKB)
y naumMeHToB Mpu JaHHOM Tune naTtosiornu.
OpHako B psge crydaeB OTMEYaeTCcs OCNoXHe-
HMe TeyeHusa 3aboneBaHus B BUAE Pa3BUTUS
cuHgpoma “no-reflow” B nmpouecce BbIMOAHE-
Hus HYKB.

TepMuH “no-reflow” Obln NpennioXxeH y4e-
HbIMW, WCCNEeOOBaBLUMMN BOCCTAHOBIEHNE
KPOBOCHaOXeHMS FOJIOBHOrO MoO3ra rocre
nwemun (G. Majno et al., 1967), a B Hauane 70-x
rogoB OH Obln onMcaH B 3KCNeprMEeHTalbHbIX
nccnegosaHuax ona mumokapaa (R.A. Kloner,
C.E. Ganote, R.B. Jennings, 1974).

R.A. Kloner u coasT. onucbiBaloT (peHOMEH
“no-reflow” kak cybonTumasnbHyto penepdysuto
Muokappga 6e3 aHrmorpaduyeckm BUOVMOWN
MexaHn4Yeckom o6CTpyKuMn MHPaAPKT-OTBET-
ctBeHHow aptepun (MOA). TpagMUMOHHO CYM-
Tanocb, 4TO HenosiHaa penepdysmsa B IOA no-
cne YKB Habnopanachk B pe3dynsrarte aJinTesb-
HOM wwWeMnum mn OBLIMPHOro MNOBPEXOEHUS
MMOKapaa, Y4To MPUBOAUIIO K MOBPEXOEHMUIO
MUKPOLMPKYISTOPHOro pycna (3).

B nocnegHee BpemMs CHMTAETCH, YTO OCHOB-
HYIO POSib B pasButum peHomMmeHa “no- reflow”
nrpaet amMbonusauuss MUKPOLMPKYIATOPHOrO
pycna dgparmMeHTamy paspyLleHHOW ONSALKn
1N Tpomba, BO3HMKAIOLWErO Mocne pasayBaHus
6annoHa B npouecce BbinosHeHun YKB. JaHHas

Teopus noaTeBepXxaeHa HabnaeHVEM, 4YTO
MaumMeHTbl, y KOTOPbIX Pas3BuUICS CUHOPOM “no-
reflow”, nmenn 3HaumMTenbHO Gonbluee KONU-
yecTBO amMbonunyeckoro matepuana (pubpwu-
HOTpoOMOOUUTapHbIE KOMIMIEKCHI, KpUcTabl
XoniectepnHa M makpodaru) B yCTpPOMCTBax
OMNCTasbHOW 3aLLUThI MO CPABHEHUIO C MALVIEH-
Tamu, y KOTOPbIX OTMEYanoChb afekBaTHOE BOC-
CTaHOBNEHME KPOBOTOKA (4).

ToyHas yacToTa pasBUTUS CMHApOMa “no-
reflow” Hem3BeCcTHa, nMpexae BCero noTomy,
4YTO aBTOPbI B CBOUX UCCIEL0BaHUAX NCMOJSIb-
3yl0T pa3Hble METOAbI €Ero guarHocTmnkn. Kpome
TOr0, UCXOOHbIE KJIMHUYECKME YCNIOBUS, METO-
Obl peBackynapu3aunn, CPOKM OLEHKU UX
YCMELLHOCTM, a Takxke CONyTCTBylOWAasa Megn-
KaMeHTO3Hasi noanepxka BapbupytoTcs (5).
Y nauyeHtoB ¢ OWM, kKOTOpbIM MpPOBOASAT
TpomMbonuTuyeckyto Tepanuto unu YKB, puck
pasButusa cuHapoma “no-reflow” cocrtaBnser
okono 30% (6). B pykoBoacTee EBponenckoro
obuectBa kapamonoroe (ESC) otmeueHo, 4TO
y 60nbHbix ONM-ST cuHpgpom “no-reflow”
BcTpeyvaeTcs B 10-40% cnyyaeB nocne ycnewu-
Horo YKB (5).

Passutne deHomeHa “no-reflow” aenaertcs
MAOXMM MPOrHOCTUYECKMM MPU3HAKOM MOCE
BbINOSIHEHMSA nepBuyHoro YKB y nmauveHTOB
¢ OUMM-ST, npuBOOSALWEro K YBENYEHUIO
MacCCbl HEKPOTU3MPOBAHHOIO MuoKapaa, 4YTo
B 3HAYUTENbHOW CTEMNEHW HEraTuBHO BAUSET
Ha COKpaTUTENIbHYID CMOCOOHOCTbL N1EBOro
xenypoudka (JOK) n cmeptHoCcTb. B ogHOM 13
nccnegoBaHui (8) aBTopbl nokasanu, 4To de-
HOMeH “no-reflow” accouumnpoBancs ¢ yMeHb-
LLEHNEM MaccChl XU3HECNOCOOHOro Mrmokapaa,
yBeENM4YeHmneM 30Hbl MHdapkTa n 6os1ee HU3KOoMN
dpakumein Bolbpoca JIK B TeyeHne 6 mec no-
cne nepsuyHoro YKB.

Bonbwoe konuyecteo (TTG > 3) TpomboO-
Tnyeckmnx macc npm OMM-ST Bo Bpemsa YKB
accoummpyeTcs C yBEJIMYEHMEM pucka BO3-
HUKHOBEHUS MUKPOUMPKYIATOPHON ANCEHYHK-
umm (9).

OaHuM 13 cnocoboB nNpeaynpeXxaeHnsa ma-
KPO- U MUKpPOSMOBOoImM3aummn SBASETCA MaHy-
anbHag BakyymMHasi acnmpaumoHHas TpoOMO3K-
Tomusa (MBA), nossonsiiowasa yoannutb 4acTb
U1 BeCcb 06bEM TPOMBOTUYECKMX MACC Nepes,
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BbIMOJIHEHMEM OanIoOHHON aHrMonnacTUKn
(BAIT) n cTeHTMpoBaHWSA MOPaXeHHOro cer-
meHTa MOA. JokasaTtenbHasa 6asa gaHHOro me-
ToAa OCHOBbLIBAETCH Ha MHOIMX Nyonnkauusx.
B 2002-2005 rr. 66111 ony6nvkoBaHbl 7 HEOO0b-
LIMX MCCnenoBaHui, nokasaBlimx 6Grnaronpwu-
ATHble pe3ynstatel MBA, 4 13 Hux nokasanu
3Ha4YMTenbHOE ynydilleHue kposotoka B MOA.

Tak, nepBbIM KPYMHbIM PaHOOMU3NPOBAH-
HbIM MCCliegoBaHMUEM, MOCBAWEHHbIM MBA,
ctano REMEDIA. OHo Bktounnio B cebs 99 na-
umeHToB ¢ OMM-ST. Ero uenbto Obina oueHKa
CTeneHm BOCCTAHOBNEHUSA MUKPOLUMPKYNATOP-
HOro KpoBOTOKa (Mo wkane MBG) n pezoniouun
cermenTa ST Ha 3OKI nocne npoeBeaeHuns YKB.
MccnepoBatenn nonydnnu obHagexuealowme
pesynbTtaTthl: B rpynne nauneHtos ¢ MBA yac-
TOTa HOpManmM3aumu nokasaTener mumokap-
ONanbHOro NponUTbIBaHUS 1 NOAHOW PEe30sto-
umnm cermeHta ST Oblfla OOCTOBEPHO Bbille
(MBG > 2, STR > 70%; 68 n 44,9%) npoTuBs
rpynnel nNaunMeHToB cO cTaHgaptHon YKB
(58 1 36,7%) (p = 0,034). Kpome TOro, yactota
HopManmaaumm o6oux OoNTMMalsibHbIX aHIMo-
rpamnyecknx mn anekTpokapgmorpapuryeckmnx
KputepueB penepdy3un Obla NoyTn B 2 pasa
BbiLLE B rpynne naumeHToB ¢ MBT (46% npoTuB
24,5%, p = 0,025) (10).

B paHoomMmsmpoBaHHOE uccrenoBaHue
EXPIRA Bowno 175 nauyueHToB C OMarHO30M
ONM-ST. 3gecb Takke cpaBHMBANUChL rpynmnbl
naumeHToB, noageprwmxca YKB B coveTtaHum
¢ MBA n co ctaHgaptHeim YKB. B rpynne
naumeHToB ¢ MBA oTMeYanucb 3Ha4YUTENbHOE
ynydwieHne ctenedn MBG 3 n nonHasa peso-
noums cermeHta ST. YHMKaNbHOCTb OAHHOrO
nccnenoBaHuss coctosna B TOM, 4TO Oblna
NpoM3BeAEHa OLeHKa pasmepa nHdapkrTa npu
MOMOLLM MarHUTHO-PE30HaHCHOW ToMorpadumn
(MPT), koTOpaa nokasasna, 4TO CTENEHb MUKPO-
LMPKYNATOPHOM OOCTPYKLMKM Bblna HUXe B Fpyr-
ne YKB, nononHeHHon MBA (11).

Mocnepyowme metaaHannabl NOATBEPAN-
nun, yto MBA, npeglectryiowada BAlN n cTeHTn-
pOBaHUIO, ynyywaeT penepdy3mio Mmokapaa
(12).

NMpocnekTMBHOE OOHOLEHTPOBOE paHOOMMU-
3MPOBAHHOE OTKPbLITOE uccrnegoBaHne TAPAS
(Hnpepnanpgpl), onybnukosaHHoe B 2008 r,
npoaemMoHcTpupoBano apdekTnsHocts MBA
BO BpemMsa nepsuyHoro YKB y naumeHTOB
¢ OUM-ST. UNccneposaHue Bkao4dano 1071
nauveHTa, paHOOMU3MPOBAHHOINO B Tpynmnbl
YKB c BbinonHeHnem MBA v TpaanumMOHHOIO
YKB, ¢ cumntomamm OMM o1 30 MuH no 12 u.
Vcknoyanmeb naumeHTbl, NoABEPrIMecs TPOM-

oonutuyeckon Tepanuu (TJIT). MNepBuUYHOM
KOHEYHOW TOYKOM mMccnepoBaHust 6LV noka-
3atenun nepdys3mn Mmmokapga no wkane MBG
nocrne YKB. Takxe oueHMBanacb CTeNeHb O0-
CTUXKEHUS KOPOHAPHOro kposotoka o TIMI 3,
pesonoumsa cermeHTa ST 1 4acTOoTa OCHOBHBbIX
HebNaronpuUATHbLIX CEPAEYHbIX COObITUIN B Te-
yeHune 30 cyT 1 1 roga nocne YKB. Peaynsrathl
nokasanu, 4to B rpynne naumeHtoB ¢ YKB,
OonofniHeHHbIM MBA, cTeneHb Muokapavanb-
HoW nepdy3nu n peosoumsa cermeHTa ST 6bin
JOCTOBEPHO BbilLIE, YEM B Fpynne TPaauLUNOH-
Horo YKB. lNpeBoCcxoacTBO HEMOCPELCTBEHHbIX
pesyneratoB HYKB, gpononHeHHoro MBA, coxpa-
HUAMCb 1 4Yepe3 1 rop HabnoaeHwui. OTme-
YyasioCb BreyaTnsoLLee CHMKEHNE CMEPTHOCTH
OT BCeX NMpuymnH Ha 43% B rpynne MBA (13).

PesynbraThl 4aHHOIMO nccnenoBaHms NO3BO-
nnn accouvauuam kapaunonoros ACC/AHA
n ESC BKIOUYNTb BbINONHEHWE PYTUHHON MBA
B pekoMeHgauuu ro Jie4eHWo nauneHTOoB
¢ OMM-ST c knaccom lIA n ypoBHEM OoOKa3a-
TenbHocTu B (14, 15). CTOUT OTMETUTL YTO 3TN
NCCNeaoBaHUS HE Y4YUTbIBANIM TEXHUYECKUE
C/TIOXHOCTU npu BbinoaHeHU MBA, B HUX He
OblJI0 YNOMMHAHUSA 00 OCNOXHEHUSAX, TakK Kak
adpdpekTnBHaa TpombOaKCTpakumMa aocTura-
nacb B nogasnsiiowem 60bLUMHCTBE Clly4aeB.

B 2013 r. Oblnn A0NOXEHbI pe3dynbTaThl ca-
MOro 60/1bLLIOro NPOCNEKTUBHOIO paH4OMN3U-
POBaHHOIO KOHTPOJMPYEMOro MCCneaoBaHus
TASTE, BkntoumBLLEro B cebs B 06LLEN CNnoX-
HOCTU 7244 nauueHTta (16). MaumeHTbl Obln
paHooMu3npoBaHbl Ha ase rpynnbi: MBA B co-
yeTaHUM ¢ nepsuyHbIM YKB mnnn Tonbko nep-
BuyHoe YKB. U xotqa ynyduweHve muokapau-
anbHO nepdy3nn yxe He OblI0 HACTOJNIbKO
SIBHbIM, Kak B mccneposaHum TAPAS, oaHako
obwmMii TpeHa ocTaBancsa B MONb3y rpynmnbl
MBA B co4eTaHuu ¢ nepsuyHbIM HYKB. B TO Xe
BpeMs OblI0 OTMEeYeHo, 4To rpynna MBA He
MMeeT LOCTOBEPHbLIX PasiMynini no yMeHblLUe-
Huto 30-gHEBHOW neTanbHOCTU. Ta Xe TEHAEH-
UM coxpaHunacb 1 4epes 1 rog HabnogeHUs
(17). Takxe B 2013 . 6171 ONYyOANKOBaAH MeTa-
aHanma no MBA (18), B koTopoMm 6bisia BbigBE-
Ha TEHOEHUUSA K YBEJIMYEHUIO YACTOTbl BO3HUK-
HOBEHUSA MHCYNbTA Y AAHHOW KaTeropmm naum-
€HTOB.

Ony6nrKoBaHHbIE Pe3ybLTaTbl ernv B OCHO-
BY 4151 CO30aHNSA MEXAYHAPOAHOrO MHOMOLLEHT -
pPOBOro nepcrnekTMBHOIro pPaHLOMU3NPOBAH-
Horo uccnepnosaHua TOTAL, cpaBHMBAOLLErO
nepenyHoe YKB ¢ nnun 6e3 BbINoIHEHUS PYTUH-
Howv MBA, B koTopoe Bowio 10 732 naymeHTa.
PesynbraTtbl okasanucb He B nonb3dy MBA,
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Tak Kak mccnegoBaHme nokasano, Y4TO BbINos-
HeHne pyTuHHOM MBA B codeTaHun ¢ YKB He
TONMbKO HE MPUBOAUT K YMEHbLUEHMIO puUcka
CMEPTUN OT KapAnasbHbIX MPUYMH, CHUXEHWUIO
BEPOSATHOCTM pa3BuTUs mnoBTopHoro OUM
MU KapAMOreHHoro woka B TedyeHue 180 gHen,
a, HanpoTMB, aCCOLUUNPYETCSH C yBEJIMYEHMNEM
pucka BO3HUKHOBEHUS MHCYNbTA (19).

B 2015 r. onybnmkoBaH MmeTaaHanm3 17 mnc-
cnepoaHuin, noceaweHHbIx MBA npmu ONM-ST,
KoTopbIh 06beamHun 20 969 naumeHToB. M3 no-
JIYY4EHHBbIX OAHHbLIX MOXHO CAEeNnaTb BbIBOA, YTO
YKB, pononHeHHoe MBA, He nokasasno ynyd-
LWEHNST KJIMHNYECKMX WCXOA0B MO CPaBHEHUIO
c TpaauumoHHbimM YKB. Kpome Toro, He 6bli10
OTMEYEHO 3HAYMMOIr0 YMEHbLUEHUSA NeTasbHO-
CTWU, Pa3BUTKUS NOBTOPHOIO MHGapkKTa MrUokKap-
noa nnm Tpombosa cteHTta. OgHako MBA 6bina
accoumnpoBaHa C He3Ha4YUTENbHbIM yBenye-
HMeM pucka pasBuTus nHcynsta (20).

Takum o06pa3omM, MOXHO caenaTb 3akitoye-
H1e, yto MBA gaBnseTcs HEe HACTONbKO BbIUr-
PbILHOW CcTpaTerven ong pyTMHHOIO MCMOJb-
3oBaHus npu YKB, kak Obl10 OTMEYEeHO B nep-
BbIX MCCNEeA0BaHMUSX.

PesynbraTtbl KPYMHbIX KIMHUYECKUX uccne-
noBaHui, Taknx kak TASTE n TOTAL, KOpeHHbIM
obpa3om noeamsann Ha nonoxeHne MBA B pe-
KoMeHpaumsax, npuceous lll knacc, ypoBeHb
nokasatenbHocTtn A (ACC/AHA/SCAI) n Il knacc
Cc ypoBHeM pokasaTtenbHoctu A (ESC, 2017)
(21, 22).

HecomHeHHO, nccneposartenu npoaenanm
OrpOMHYO paboTy, NpoaHann3npPoBaB KJIMHU-
yeckune peaynsTaTtbl NpUMeHeHns Tpomboacnu-
pauuvun. F. Mangiacapra n coaBT., aHann3npys
Hambonee KpynHble PaHOAOMU3NPOBAHHbIE UC-
cnepoBaHug, Takme kak TAPAS, TASTE n TOTAL,
OTMETUNN MPUHLMMMANbHBbIE PA3NnNYMe B NOA-
xohax K paHooMU3auuy NauneHTOB U OLEHKEe
MoJTly4eHHbIX JaHHbIX. Tak, HanpuMep, B uccne-
noBaHun TAPAS n TOTAL paHoommsaumvs naum-
eHToB Ha rpynnbl YKB n YKB, pononHeHHoe
MBA, npoucxoguna nepen BbINMOJIHEHNEM KO-
poHaporpadun, Torga Kak B uccrnegoBaHum
TASTE oHa BbINOfHAMACh NMOCAe aHrmorpadum
KOPOHapHbIX aptepun (23). Kpome ToOro, cre-
neHb Tpom603a MIOA B TAPAS n TOTAL oueHvBa-
nacb nepepn 3aBeeHMeM KOPOHaAPHOro NPoOBO4-
HMKa B KOPOHApHOEe pycno, Toraa kak B TASTE
nocne. 9TM JaHHbIE MOTYT OOBLSACHUTb, YTO CTe-
neHb Tpomb03a Ha ypoHe TTG (TIMI Thrombus
grade) >4 otmeyanacb y 74% nauneHToB B UC-
cnepoBaHun TOTAL, Torna kak B TASTE Takon
nokasatenb Obls1 OTMEeYeH Bcero nuub y 32%
naumMeHTOoB.

Takxe CTOUT OTMETUTb pasHuly B cbope
N MHTEpnpeTaumn AaHHbIX (B MCCNenoBaHUU
TAPAS He y4nTbiBaNINCb OCAIOXHEHUSA NpoLe-
Oypbl B BUAae BO3HUKHOBEHUS LlepebpoBacky-
NApHbIX cobbiTui, a B TASTE He oTmevanochb
pasHuubl MeXay MWWEMUYECKUM MHCYJbTOM
M TPaH3UTOPHOW MWLWEMUYECKOW aTakon).
Kpowme Toro, 3acny>xmBarT yNOMUHAHMNS HEKO-
TOpPbIE Pa3NMyMsa Mexay rpynnamMm naumeHToB.
Y naumeHToB B rpynne MBA Bpems OT Havana
BO3HMKHOBEHUS CUMMMTOMOB A0 MNpubbLITUS
B nepBuYHbIn YKB-LEHTP Heckonbko Gonblue
(190 MmuH npoTtme 185,5 muH, p = 0,025). Ota
pasHunua, Ha NepBbIv B3rNg4, MOXET Noka3aTtb-
Csl He3HauYuUTesIbHOW, OOHaKOo npu Oonbluen
BblOOpKe Bpems “60nb—6annoH” cuymTaeTcs
OLHVM M3 OCHOBHbIX MPEAVUKTOPOB MNPOrHo3a
ons naumeHtoB ¢ OMM-ST (24).

Kpowme Toro, y nauyeHToB, KOTOPbIM BbIMOJI-
Hanacb MBA, Hanbosee 4yacTo oTMeYyasics Bbl-
Oop cTpaternm npsAMOro CTEHTUPOBaHUS
(39,5% npotue 21,1%, p < 0,001) a Takxe
Oonee pegkoe MCNOb30BaHWUE MHIMOUTOPOB
peuentopoB llb/llla (32,3% npotuB 35,1%,
p < 0,001). MBA cuctematnyeckn Bansiaa Ha
BblbOp cTpaTternn YKB oTHOCUTENBHO BbIMNOJI-
HeHus GannnoHoW BasogmnaTauum v Bbidopa
pa3mepa cteHTa. B yactHocTn, MBA accounmn-
poBanacb ¢ 6osee 4yacTbiM BbIODOPOM METOaU-
KN MPSMOro CTEHTUPOBAHUS, YMEHbLUEHUEM
4acTOTbl NOCTAUNATaLMN, UMMAaHTaLUM MEHb-
LIEro KOJIMYeCcTBa CTEHTOB, OOHAKO OMaMeTp
MMMNAHTUPOBAHHbLIX CTEHTOB Obln 0OosblLue
Mo CPaBHEHMIO C FPYMNMNon naumeHToB, rae MBA
He BbInosiHAnach (25).

Takke CTOUT OTMETUTb, YTO HE CYLLECTBYET
4YETKOW MO3ULMM O NMPaBUIIbHOCTN TEXHNYECKO-
ro BbinosiHeHna MBA, meToauka BbINOAHEHUS
Tpomboacnmpaumm ocTaeTcsl Ha YCMOTpeHune
oneparopa, YTO B CBOIO O4Yepenb MOXET Oka-
3aTb HEMNOCPELCTBEHHOE BUSAHME HA pPe3ySib-
TaTbl Kak B 6nmxaniwem nocneonepaummoHHOM,
Tak 1 B OTOAIEHHOM nepunoae.

CTouT 3aTpoHYTbL BOMPOC 0 codeTaHum MBA
c npumeHeHnem 6nokartopos lIb/llla peuenTo-
pOB TPOMOOLMTOB Yy MauMeEHTOB C MAaCCUBHbIM
KOPOHapPHbLIM TPOMOO30M.

S.A. Pyxaras n coasT. (26) nokazanu npewu-
MyLLLeCTBa OaHHOW cTpaTternm y gaHHOM rpyn-
Mbl NALMEHTOB, OTMETUB 3HAYNTENBHOE YMEHb-
LUeHMe 4acToTbl HEGNAronpUATHbLIX CEPAEYHO-
cocyaucTbix cobbiTuii Yeped 1 rog nocne YKB
Mo cpaBHEHMIO C rpynnon 6e3 MBA.

MoNoXnUTENBHBIN KIMHNYECKU 3PDEKT, No-
KasaHHbIv B rpynne YKB, nononHeHHoro MBA,
Obl1 YACTUYHO HUBENNPOBAH YBENYMBLLENCS
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4aCTOTOMN BO3SHMKHOBEHUS MHCYbTA UKW TPaH-
3UTOpPHOM mwemmnydeckom atakm (0,9% npoTtus
0,5%, p = 0,04). BeposaTHee Bcero, AaHHbIE
pes3ynbTatbl MOryT HOCUTb Kak OnepaTtopcBsi-
3aHHbIN, TaK N YCTPOMCTBOCBA3AHHbLIN Xapak-
Tep, KOTOPbIE MOXHO OTHECTU K TEXHUYECKUM
acnekTam BbIMOSIHEHUS JaHHOW MaHUMYASaUmu.
Ciooa MOXHO OTHECTU KaTeTep-MHAYLUMPO-
BaHHYO 3M0O0IN3aLMI0 CUCTEMHOIO KPOBOTOKA
BBUAY arpecCMBHON MaHUNyA[aumMm npoBOgHN-
KOBbIM KQTETEPOM B a0OpTe 3a CYET Kak TpaBma-
TU3aUMM aTepPOCKIEPOTUHECKON BAALLKMK, TaK U
YOJIMHEHNST BPEMEHM MPOLEeaypbl, CBA3AHHOIO
C BbINOJIHEHMEM AOMNOSIHUTENLHOW MaHUMyIs-
ummn, Takom kak MBA (27). MNMonHaa acnupayms
Tpomba M3 KOPOHapHOW apTepun He Bcerga
npencTaBfsieTCs BO3MOXHOM, a ero ¢pparmMeH-
Tauus B COBOKYMHOCTU C BbIXOOOM MNPOBOAHMN-
KOBOIro KaTeTepa B NPOCBET aOPTbl MOXET Tak-
e cTaTb NPUYNHOM aMBoNM3aumm CUCTEMHOIO
kKpoBoToka (28). NonobHble HeoocTaTKM BO3-
MOXHO YCTPaHUTb MNyTEM CO34aHUS W BHEn-
PEHMST B MNPaKTUKy ONTMMAabHOrO MPOTOKOMa
BbinonHeHuss MBA, a Takxke coBepLUeHCTBOBaA-
HMS1 MaHyaslbHbIX HABbIKOB Oneparopa.
JaHHble, noJjiy4eHHble U3 MeTaaHanmaa
S.S. Jolly n coaBT. (27) n B ugnom ns nuteparty-
pbl 3a nocnegHue 10 neT, CBUOETENLCTBYIOT
0 TOM, 4TO PYTUHHOE BbINnonHeHne MBA B co-
yeTtaHum ¢ nepsuyHbIM YKB He npuBoguT K Cy-
LLLIECTBEHHOW KITMHMYECKOWM NoMb3e, a B HEKOTO-
pbIX Clly4yasix MOXeT OblTb M MNOTeHuManbHO
BpeaHbiM. TeM HE MEHEE Ka4yeCTBEHHO BbIMOJI-
HeHHasa MBA Bce eLe MOXET paccMmaTpumBaTb-

Acute myocardial infarction (AMI) presently
is one of leading mortality causes of the
population in the majority of the countries
worldwide. Acute thrombosis of the coronary
artery due to the rupture of the atherosclerotic
plaque is the main reason of the AMI. It has
been determined that acute ST-segment
elevation myocardial infarction (STEMI) in a
majority of cases is caused by the thrombotic
occlusion of the magistral artery and in 2/3 of
the patients is accompanied by the massive
thrombosis according to the angiographic
assessment of the coronary thrombosis index —
TTG > 3 (TIMI thrombus grade score) (1, 2).
Thrombosis is the key factor in pathogenesis
of acute STEMI development and its prompt
detection and adequate removal are mandatory
components which directly influence the
successfulness of the percutaneous coronary

CH KaK LEeHHada mMetoamka y onpegeneHHomn
rpynnbl NALWEHTOB C MAaCCUBHbBIM KOPOHAPHbIM
TPOMOO30M.

OTCpOYEHHOE CTEHTMPOBaHME NPWY NEPBUY-
HoM YKB wnccnegoBanocb kak BO3MOXHOCTb
YMEHbLINTb MUKPOCOCYAUCTYIO OBCTPYKLUIO
N Kak cneacTBue COXpPaHUTb MUKPOUMPKYIIS-
TOpHylo ¢dyHkuumto. MNpegnonaranocb, 4YTO OT-
cpoyeHHasa mmnnanTaums cteHta B MOA npe-
OOCTaBnsieT BPeMsS OJI9 YMEHbLUEHUS Bblpa-
XEHHOCTU TpoMOO3a B KOPOHApPHOI apTepumn
M BOCCTaHOBMEHUS (PYHKUUM MUKPOCOCYAOB,
3a CYET YEero CHMXaeTCs BEPOSATHOCTbL Pa3Bu-
TMa deHomeHa “no-reflow” mn Takas TakTMka
obycnoBrneHa yBenmyeHnemMm obbemMa “cnaceH-
HOro” Mmmokapaa.

B HepaBHO npoBefEHHOM UCClefoBaHUU
DANAMI3-DEFER (29), B KOTOPOM CpaBHMBaNu
OTCPOYEHHOE N CTaHOAPTHOE CTEHTUPOBAHME
y 1215 naumentoB ¢ OMM-ST, oTCpOYEeHHOEe
CTEHTUPOBAHME HE BAUASNIO Ha MEPBUYHbIN
KJIMHUYECKMI ncxo, (KOMOMHUPOBAHHYIO TOUKY
CMepPTU OT BCEX MPUYUH, HedaTasbHbin VM
Win peBackyngapmsaunsa He-nH@apKTCBA3aH-
HoW apTepumn). OCTPOYEHHOE CTEHTUPOBAHUE
ObIN0 accoumMnpoBaHO C OonblUelr 4acToTon
peBackynsapusaumm UeNeBoro cocyga, 4Y4em
ctaHpapTHoe nepsuyHoe YKB. Ha cerogHsawu-
HUI OEeHb MOXHO C YBEPEHHOCTbIO CKa3aTb, Y4TO
OTCPOYEHHOE CTEHTUPOBAHME Yy BCEX NaLMEH-
T0B ¢ OMM-ST He MMeeT NMpPenMyLLECTB, YTO
HaLIO CBOE OTPaXEHMe B MOCIEOHUX PEKO-
MeHgauuax ESC no neyenHuto naymeHToB
c OMM-ST ot 2017 r. (knacc Il B) (30).

interventions (PCI) in patients with this type
of pathology. However, in a number of cases
there are complications of the disease course
known as the “no-reflow” phenomenon during
the PCI.

The term “no-reflow” was proposed by the
scientists who investigated restoration of the
brain blood supply after ischemia (G. Majno
et al.,, 1967), and in the early 70-s it was
described in the experimental models of the
myocardium (R.A. Kloner, C.E. Ganote, R.B. Jen-
nings, 1974).

R.A. Kloner et al. describe the “no-reflow”
phenomenon as suboptimal reperfusion of the
myocardium without angiographic mechanic
obstruction of the infarct-related artery (IRA). It
was traditionally considered that incomplete
reperfusion in the IRA after PCl was observed
as aresult of a prolonged ischemia and massive
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myocardial damage which has led to the
microvascular damage (3).

Recently it has been considered that micro-
vascular embolization with ruptured plaque
fragments and thrombus after the balloon
inflation during PCI plays the main role in the
“no-reflow” phenomenon. This hypothesis was
confirmed by the observation that patients
with “no-reflow” had significantly more embolic
material (fibrin platelet complexes, cholesterol
crystals and macrophages) in distal protection
devices as compared to the patients with
adequate blood perfusion restoration (4).

The accurate rate of the “no-reflow” pheno-
menon is unknown, firstly, due to the fact that
the authors in their investigations use different
methods of its diagnostics. Moreover, initial
clinical settings, revascularization methods,
time frames of their successfulness assessment
as well as concurrent medication support vary
(5). The risk of “no-reflow” occurrence consti-
tutes approximately 30% in patients with AMI
who undergo the thrombolytic therapy or PCI
(6). It is specified in the European Society of
Cardiology (ESC) guidelines that “no-reflow”
phenomenon is detected in 10-40% of cases
after successful PCI in patients with acute
STEMI (5).

Developmentofthe “no-reflow” phenomenon
after the primary PCI in patients with acute
STEMI is a poor prognostic factor resulting in
the increased volume of the myocardial
necrosis which to a great extent negatively
affects the left ventricle (LV) contractility and
mortality. In one of the studies (8) the authors
demonstrated that the “no-reflow” pheno-
menon was associated with reduced myo-
cardial salvage, larger area of infarction and
lower LV ejection fraction within 6 months after
the primary PCI.

A large amount (TTG > 3) of thrombotic
masses in acute STEMI during PCl is associated
with increased risk of microcirculatory dysfunc-
tion (9).

One of the methods of macro- and micro-
embolization prevention is manual vacuum
aspiration thrombectomy (MVA) which can
partially or totally remove the entire thrombotic
mass volume prior to the balloon angioplasty
(BAP) and stenting of the damaged IRA
segment. Evidential basis of this method relies
on many publications. In 2002-2005 results of
7smalltrialswere publishedwhichdemonstrated
favorable results of the MVA: 4 of them
demonstrated significant improvement of the
blood flow in the IRA.

Thefirstlarge randomizedtrialever dedicated
to MVA was REMEDIA. It included 99 patients
with acute STEMI. Its objective was to assess
the grades of microcirculatory blood flow
restoration (in accordance to the MBG scale)
and resolution of ST-segment on the ECG after
PCI. Investigators obtained promising results:
therate of normalization of myocardial infiltration
parameters and compete resolution of ST-
segment was significantly higher in the MVA
group (MBG > 2, STR > 70%; 68% and 44.9%)
as compared to the standard PCI group (58%
and 36.7%) (p = 0,034). Moreover, the rate
of normalization of both optimal angiographic
and electrocardiographic reperfusion criteria
was approximately 2 times higher in the MVA
group (46% versus 24.5%, p = 0.025) (10).

175 patients with acute STEMI were enrolled
in the EXPIRA randomized study. Groups of
patients who underwent PCI in combination
with MVA and standard PCl were compared
in it as well. In the MVA group significant
Grade 3 MBG improvement and complete
resolution of ST-segment were observed. This
trial was unique because the infarction size was
assessed by the magnetic resonance imaging
(MRI) which demonstrated that the degree of
microvascular obstruction was significantly
lower in the group of PCI with MVA (11).

The following meta-analyses confirmed
that MVA preceding BAP and stenting improves
the myocardial reperfusion (12).

Single-center, prospective, randomized open
study TAPAS (Netherlands), published in 2008,
demonstrated the efficacy of MVA during
primary PCI in patients with acute STEMI.
1071 patients were enrolled into the study and
randomized into the MVA PCI group and
conventional PCI group with AMI symptoms
onset from 30 minutes to 12 hours. Patients
who underwent thrombolytic therapy (TLT)
were excluded. The primary study endpoint was
myocardial perfusion parametersinaccordance
with the MBG scale after PCl. The degree of
TIMI 3 coronary blood flow restoration, ST
segmentresolution and the rate of main adverse
cardiac events were assessed within 30 days up
to 1 year after PCI. The results demonstrated
that the myocardial perfusion grade and ST-
segment resolution were significantly higher
in the PCI-MVA group as opposed to the conven-
tional PCI group. Superiority ofimmediate results
of the PCI with MVA was also maintained in
1 year of the follow-up. Impressive overall
decrease in mortality rate due to all causes by
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The results of this study allowed the asso-
ciations of cardiologists ACC/AHA and ESC
to include routine MVA in the guidelines for
management of patients with acute STEMI
(Class IIA and B level of evidence) (14, 15).
It should be noted that these investigations
did not consider technical difficulties during
MVA; they did not mention complications since
the effective thrombus extraction was achieved
in the majority of cases.

In 2013 the results of the largest prospective
randomized controlled trial TASTE which
enrolled 7,244 patients in total were reported
(16). The patients were randomized into two
groups: MVA in combination with primary PCI
or PCI alone. Although myocardial perfusion
improvement was not so evident as in the
TAPAS trial, however, the general tendency
remained in favor of the MVA group with primary
PCI. At the same time, no significant difference
was reported in the MVA group regarding the
decrease in 30-day mortality rate. The same
tendency was also maintained after 1 year of
the follow-up (17). Moreover, in 2013 the meta-
analysis on MVA was published (18) in which
a tendency to increased incidence of stroke
was observed in this patient population.

Published results provided the basis for
development of international, multicenter, pro-
spective, randomized trial TOTAL comparing
primary PCI with or without routine MVA which
enrolled 10,732 patients. Results were not in
favor of the MVA since the study demonstrated
that routine MVA in combination with PCI not
only did not decrease the risk of cardiac
mortality or reduce probability of recurrent AMI
and cardiogenic shock during 180 days, but, on
the contrary, it was associated with the
increased risk of stroke (19).

In 2015 meta-analysis of 17 trials dedicated
to MVA in acute STEMI was published sum-
marizing 20,969 patients. According to the
obtained data it can be concluded that PCI with
MVA did not demonstrate improved clinical
outcomes as compared to conventional PCI.
Moreover, no significant decrease of mortality
rate, recurrent myocardial infarction or stent
thrombosis was reported. However, MVA was
associated with insignificantly increased risk
of stroke (20).

Thus, it can be concluded that MVA is not
that advantageous strategy for routine use in
PCIl as it was reported in the first trials.

Results of large clinical trials such as TASTE
n TOTAL cardinally affected the place of MVA in
guidelines by assigning Class lll to this pro-

cedure, level of evidence A (ACC/AHA/SCAI)
and Class lll, level of evidence A (ESC 2017)
(21, 22).

There is no doubt that investigators per-
formed a great work analyzing clinical results of
thrombus aspiration. F Mangiacapra et al.
analyzed the largest randomized trials such as
TAPAS, TASTE and TOTAL and noted funda-
mental differencesin approachesto the patients
randomization and evaluation of obtained data.
For example, randomization of patients to PCI
and MVA-PCI groups in TAPAS and TOTAL trials
was performed prior to the coronarography,
whereas in the TASTE trial it was performed
after angiography of the coronary arteries (23).
Moreover, degree of the IRA thrombosis in
TAPAS and TOTAL studies was evaluated before
placing the sheath in the coronary artery, while
in the TASTE study it was conducted after the
procedure. This explains why in 74% of patients
in the TOTAL study thrombosis grade (TTG
(TIMI Thrombus grade)) was >4, while this rate
was detected only in 32% of patients in the
TASTE study.

Also the difference in the data collection and
interpretation should be noted (e.g., procedure
complications such as cerebrovascular acci-
dents were not taken into consideration in the
TAPAS study, and no distinction was reported
between ischemic stroke and transient
ischemic attack inthe TASTE study). In addition,
some differences between the groups of
patients are worth mentioning. Patients from
the MVA group experienced a longer interval
from the symptoms onset to arrival to the

primary PCl center (190 vs. 185.5 min;
P =0.025). At first glance, this difference might
seem insignificant; however, in a larger

population “pain-to-balloon” time considers to
be one of the main prognostic predictors for
patient with acute STEMI (24).

Moreover, in MVA patients direct stenting
strategy was chosen with the highest rate
(39.5% vs. 21.1%, P < 0.001) as well as
inhibitors of lIb/llla receptors were used less
(32.3% vs. 35.1%, P < 0.001). MVA has been
consistently affecting the choice of PCl strategy
in terms of balloon dilatation and the stent size
selection. In particular, MVA was associated
with the higher rate of direct stenting, lower rate
of post-dilatation, implantation of a fewer
stents; however, diameter of the implanted
stents was larger as compared to the group of
patients without MVA (25).

It should also be noted that there is no clear
point of view regarding the correctness of MVA
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technical performance. The method of thrombus
aspiration is left at the operator's discretion
which may directly affect the outcomes in the
early post-operational and the late follow-up
period.

The issue of MVA combination with inhibitors
of lIb/llla platelets receptors in patients with
massive coronary thrombosis is worthy to be
mentioned.

Pyxaras et al. (26) demonstrated advances
of this strategy in this group of patients reporting
a significantly lower incidence of adverse
cardiovascular events in 1 year after PCIl as
compared to the group without MVA.

The clinical benefit demonstrated in the PCI
group of patients with MVA was partially
neutralized by an increased rate of stroke or
transient ischemic attack (TIA) (0.9% vs. 0.5%;
P = 0.04). Most probably, these results could
be both operator- and device-related which can
be referred to the technical aspects of this
procedure.

This includes catheter-induced embolization
of the systemic circulation due to aggressive
manipulation with the guiding catheter in the
aortaasaresult ofdamagetothe atherosclerotic
plaque and prolonged procedure time resulting
from the additional manipulation such as MVA
(27). A complete thrombus aspiration is not
always possible, and its fragmentation accom-
panied by the entry of the guiding catheter into
the aortic lumen can also cause the systemic
vasculature embolization (28). Such flaws can
be corrected by development and imple-
mentation into the practice of the optimal MVA
protocol and improvement of manual skills of
the operator as well.
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KOTOPpOE MpensiTcTByeT BO3MOXHOMY MOBTOPHOMY WCIMOJ/Ib30BaHUIO JTyHEBOV apTepun B KQ4eCcTBe apTepum-
A0CTyra AJis rpoBeAeHWs] dHA0BACKYJISIPHbIX MPoLeayp.

Llenb ncnepgoBaHuns: oLleHNTb BO3MOXHOCTb U LIe/1IeCo00bpa3HOCTb aHTerpaaHowv v peTporpaaHov pekaHam-
3aumm rnocTkaTreTepu3aLMOHHOV OKKJIH03UK JTyHEeBOVi apTepuin.

MeTtoasi. 3a nepuvon 2013-2017 rr. Hamu 6bi1s10 BeisiBiieHO 3,9% [MKOJIAT. PekaHann3aLmsi OKKJ1l03Ui rpoBO-
ANnack PETPOrpaaHbIM (AOCTYN — ANCTasbHbIM OTAE JIyHeBOV apTepun KUCTU) Wan aHTerpaaHbIM MeTOL0M
(aoctyn — urncunarepasibHasl JIOKTeBasi apTepusi) C OLLEHKON ANHAMMUYECKOW CWJibl NPy MOMOLUY KUCTEBOIro
acrnaHgepa 4o v rocse pekaHaai3aumn. [poxoanMocTb peKkaHaIn3npoBaHHOM apTepun OLeHVBaIach 4epes
1 mec nocne pekaHanuaaumm MeToLOM Y/bTPa3BYKOBOIro UCC/IeA0BaHMS U aHIMOrpagpuyecku.
Pe3ynbratsl. YcrneliHas pekaHan3aums ocylectsaeHa 'y 42 (77,8%) 60/bHbIx (HeyaayHble pekaHanmsaumm
BCTPEeYa/INCh TOJIbKO My aHTerpaaHoM MeToAe pekaHaam3aumm). YceneluHasi petTporpagHasi pekaHaan3awms
Obin1a BbirnosHeHa y 29% 60/bHbIX, aHTerpagHas — y 71%. KOHTPpOJib MpoxoanMOCTY pekaHaan3npoBaHHOM
[TKOJIA[ 6b11 ocylyecTBaeH y 81% 60JbHbIX. PEOKKII03MS Npy PeTporpagHoM MetToae bbisia BoisBraeHa B 42%
csy4aeB, npuv aHTerpagHom metoae — B 10%. [MOBTOpHOE MCrosib30BaHNE pekaHaan3npoBaHHOM J1y4eBOou
aptepuu Kkak aptepun-goctyna rnpu YKB 6b110 nposeaeHo B 12% cay4yaes.

BbiBoagbl. PekaHannsauuvs [MKOJIAI rno3BosissieT MOBTOPHOE €€ MnCrosib3oBaHue rnpuv nposeaeHun YKB.
AHTerpagHas pekaHann3awmsi OKKJIl031mn J1y4eBOV apTepumn npeanoYTUTesIbHee rno CPaBHEHWIO C PETPOrpan-
HOU. Ycnex aHTerpaaHov pekaHaam3aumm HUXe rno CPaBHEHUIO C PETPOrpaaHbiM MeToaoM. OTCYTCTBUE «KYJlb-
TU» OKKJTIO3MPOBAHHOM JIyHEBOM apTepun CHUXAET YCriex aHTerpaaHov pekaHanu3aumuv. PekaHanvsaums
[MKOJIAI noka3asia HeAOCTOBEPHOE YBEJINHEHNE ANHAMUYECKOM CUJTbI KUCTU U MPEANneYbs TO/IbKO Y MoJI0BU-
Hbl 60JIbHbLIX C pekaHam3aunen. OgHoBpemMeHHoe rpoBeaeHve pekaHamm3aumn NKOJIAI v aHaoBacKyisp-
HOW rpoLuenypkbl yBe/n4nBaeT obLLee BpemMs 06evx npoLeayp, BPEMS 1 A03Y PEHTIeHOCKOMNUu, a Takxxe 06bemMm
PEHTreHOKOHTPaCcTHOro BELLECTBa.

KnioyeBbie crioBa: roctkareTepu3almMoHHas OKKJIKO3WS JIy4eBOV apTepun, PeTporpanHasl, aHTerpazaHas
pekaHanm3awms.

Recanalization of the Post-Catheterization
Occlusion in the Radial Artery. Curiosity or necessity

A.L. Kaledin'*, I.N. Kochanov', P.S. Podmetin', S.S. Seletskiy’, V.N. Ardeev?, Yu.Yu. Garin?

' State Budgetary Educational Institution of Higher Vocational Education, North-Western State
Medical University named after I.I. Mechnikov, Saint-Petersburg, Russia

2 State Budgetary Healthcare Institution of Leningrad Region, Vsevolzhsk Clinical Interregional
Hospital, Vsevolzhsk, Leningrad Region, Russia

Post-catheterization occlusion of the forearm radial artery remains a complication which prohibits a repeated
use of the radial artery as an access artery for endovascular procedures.

Objective. To evaluate the possibility and advisability of antegrade and retrograde recanalization of the radial
artery post-catheterization occlusion.

Methods. During the period of 2013-2017 we detected 3.9% of PCOFRA cases. Recanalization of occlusions
was performed retrogradely (accessed through the distal part of hand RA) and antegradely (accessed through
the ILUA) with the dynamic strength assessment using the wrist exerciser prior to and after the recanalization.
Patency of the recanalized artery was assessed in 1 month after the recanalization via the ultrasound
investigation or angiography.
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Results. Successful recanalization was performed in 42 (77.8%) patients (unsuccessful recanalizations were
associated only with the antegrade method of recanalization). Successful retrograde recanalization was
performed in 29% of patients, antegrade — in 71%. Patency of the recanalized PCOFRA was controlled in 81%
of patients. Reocclusion associated with the retrograde method was detected in 42% of cases and in 10%
with the antegrade method. Repeated use of the recanalized radial artery as an access artery during PCI was
performed in 12% of cases.

Conclusions. PCOFRA recanalization allows its repeated use during PCIl. Antegrade recanalization of the
radial artery occlusion is more preferable as compared to the retrograde one. Success rate of the antegrade
recanalization is lower as compared to the retrograde one. Absence of “stump” of the occluded radial artery
reduces the antegrade recanalization rate. PCOFRA recanalization demonstrated an insignificant increase of
the hand and forearm dynamic strength only in a half of patients with recanalization. Simultaneous PCOFRA
recanalization and endovascular procedure increase a total time of both procedures, the time and dose of the

roentgenoscopy as well as the volume of the radiopaque agent.
Keywords: post-catheterization occlusion of the radial artery; retrograde, antegrade recanalization.

Cnucok cokpawieHu:

WJIJTA — nncunaTtepanbHas foKTeBas apTe-
pus

J1A — ny4yeBas aptepus

JIATT — ny4yeBas apTepusa npeanaeynd

MKOJIAIM — nocTkaTeTepmsaumoHHasl OK-
KT03Ms Ny4EeBOW apTepumn npennneybs

Y3W — ynbTpa3BykoBOE nccnegosaHmne

YKB - 4peckoXHOe KOpPOHapHOe BMella-
TenbCTBO

BeepnexHue

LLiInpokoe 1cCnonb30BaHUSA Ny4eBOro apTe-
puanbHOro Aoctyna rnpu npoBedeHun 4Ypec-
KOXHOro KopoHapHoro smewiatensctea (HYKB)
MOXET MPUBOLAUTb K BO3HUKHOBEHWIO MOCTKa-
TeTEPU3aLMOHHOM OKKJIIO3UM JTyHEBOWM apTeEpUMn
npeanneybsa (MKOJIAMM). YacToTa maHHOro oc-
JIOXXHEHWS, NO Pa3HbIM NCTOYHUKAM, KONebneT-
ca ot 1 po 10%, HeCcMOTpS Ha UCMOJIb30BaHNE
rMapodUIbHOrO0 MHCTPYMEHTA U MPUMEHEHNE
naTeHTHOro remocTasa. Hanunune y 60nbHOro
MKOJIAI npenaTcTByeT BO3SMOXHOMY MOBTOP-
HOMY MCMonb30BaHMIO JIA B Ka4ecTBe apTepumn-
noctyna gna nposegeHus YKB, kopoHapHOro
LWyHTa, remoauannaa nim MHBa3nBHOro MOHU-
TOPUHra.

MexaHnyeckoe noBpexaeHne CTEHKN apTe-
pun Npu ee katetepmsauu, BO3LENCTBME HaA
BHYTPEHHME CJION CTEHKU apTEPUN MHCTPYMEH-
TOM Agnga npoeeneHna YKB, KOMNPECCUOHHBIN
remMocTtad MecTta MyHKUUM — OCHOBHbIE MeXxa-
HM3MbI, KOTOPbIE 3anyCKalT MaTtogorm4yeckue
MPOLECChHI (BOCMAaneHne Megmm, HEKPO3 TKaHWU,
ONChHYHKUMS SHOOTENNs, NMoBpexXaeHue maga-
KOMbILLEYHOIrO CJ0s, runepnaasms UHTUMBbI,
KneTo4yHas nponmdepauus, CUHTE3 KOJlareHa,
HeoBacKynapusaumsa aaBeHTULNN, BHYTPEHHEE
pemogenupoanve u T.4.) (1), npuBogsame K
OKKJI03UW apTepuun-gocTtyna. lNpoBeneHHble ¢
MCMOAb30BaHNEM ONTUYECKOW KOrepeHTHOMN

Tomorpadumn HabnoaeHunsa NMKOJIAI (nocne ee
pekaHanusaunm) nokasanam BbIPAXEHHYIO -
nepnaasnio MHTUMbI HE TOJIbKO B MECTE MyHK-
UMM N KaTeTepm3aumn, HO N B MPOKCUMAaSIbHbIX
oTaenax aprtepuu-goctyna (2) (puc. 1).

Mpn Bo3HukHOBeHUM [MKOJIAIM apTtepuein
JOCTyna MOryT ChAyXuTb uNcunatepanbHasd
noktesasi aptepus (WUJ1J1A), aptepumn 6eppa,
nneya v apTepun npearnedbsa Opyromn pyku.
Takke BOSMOXHO MCMNOSIb30BaHNE OKKITIO3UPO-
BaHHOW JIA pmucTtanbHee 30Hbl OKK/O3Un (00-
nacTtb “aHaTomMmyeckon Tabakepku”, TbifibHaA
MOBEPXHOCTb kmnctu) (2). B paHHOM cnyvae
ancrtanbHas kartetepusauus JIA Ha nepBoOM
aTane TpebyeT pekaHanmM3aumn OKKJI3UpPO-
BaHHoOW J1A peTporpagHbiMm cnocobom (3) ¢ no-
clenyiouwmmMm UCNoSIb30BaHMEM peKaHanmau-
poBaHHOM JIA Kak apTepun-gocTyna gss npo-

Puc. 1. Ontnyeckas korepeHTHas Tomorpamma. Moct-
KateTepm3aumoHHble M3MEHEHUS CTEHKU apTepun:
runepnnasms UHTUMBbI (6onbluas cTpeska) U MeguiiHoro

cnos (ManeHbkasa cTpenka).
lMpumeyvaHne: cO6CTBEHHbIE HAONIOAEHNS.

PekaHannsaumsi noctkareTepusaumoHHOM OKKJIIO3UM Jy4eBOVi apTepun.
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27 JdunameTp aptepun
2.1 2,2
a. Radialis a. Radialis dist a. Ulnaris

(snuffbox + dorsum)

Puc. 2. lnameTp apTepuii npeanfieybss 1 KUCTU NPaBOi
BepxHen koHeyHocTW. Ouametp* JIAM, nyyeBon apTte-
pUn KUCTU N NOKTEBOW apTepumn Obin oueHeH y 319
©0NbHbIX METOAOM YJIbTPA3BYKOBOIO UCCeA0BaHUS.

* [laHHblE NpeacTaBneHbl MEOMAHOWN.

2%

I

[ a. Radialis M a. Radialis=a.Ulnaris [] a.Ulnaris

Puc. 3. CooTHOLWwEHME “AOMUHAHTHON” apTepun nNpea-
nneybs.

Radial artery

Deep palmar arch

Superfical palmar arch

BEOEHUA 3HOO0BACKYNApHbIX npouenyp. o
HeJaBHEro BPpeMeHn cuntanochk, 4to MNMKOJIATI
SIBNFEeTCAa NPOTUBONOKa3aHNEM K MCNOJIb30Ba-
HUIO MNcunaTtepanbHOM JOKTEBOW apTepumn-
poctyna. OgHako B nocnegHee BpeMs cTanm
NOSAABNATLCA COOOLLLEHNS O BO3MOXHOCTU UC-
nonb3oBaHma UJIJIA npu nposegeHun YKB c
OOHOBpPEMEHHOM pekaHanuaaumen (4) NKOJIAM
(vnn 6e3 Hee). MNpeanonoXxeHns 0 BO3MOXHOMN
nwemMmn Kuctm npu karetepusaumm WA
okasanmcb 6e30CHOBaTEeNbHbIMM, Tak Kak cyb-
CTpaTtoM AN BOSHMKHOBEHUST ULLEMUW Nasb-
LLEB KUCTM aBNSIeTCA ambonmaaumsa auctalb-
HbIX OTOENOB apTeEpUIn Mpeansedybss U KUCTU
(5). KateTepunsaums NOKTEBON apTepUn MMeeT
HEKOTOpble OCOOEHHOCTN MO CPABHEHUIO C Ka-
TeTepusaumenn J1IAT B cBs3um ¢ Tonorpago-aHa-
TOMUYECKMMU XapakTepucTmkamm (6onee rny-
Ookoe “3aneraHue”, MeHbLInn, Yem y JIAI,
anameTtp). OpgHako npu  BO3HUKHOBEHUM
MKOJIAI onameTp NOKTEBOM apTepumn Teope-
TUYECKM OOJIKEH YBENNYMBATLCS 3a CHET nepe-
pacnpeneneHnss KpoBOTOKa U3 OKKIHO3UPO-
BaHHOW J1A B NOKTEBYIO 1 MEXOCTHYIO apTepuu,
YTO OEeNnaeT IOKTEBYIO apTepuio 6onee JoCTyn-
HOV ONnd ee najbnaTOpPHOro onpeaeneHus u
KareTepusauun.

Mcnonb3oBaHue gucTanbHOro y4eBoro no-
CTyna Ha KNCTWN CHUXAET PUCK BOSHMKHOBEHUS
MKOJIAI (6). OgHako kaTteTepudaumsa J1A ku-
CTU UMEET HEKOTOPbIE CNOXHOCTU 1 OrpaHunye-
HUSA: MeHbLniA, Yem y JTIAT1, ognameTp (puc. 2),
npoasieHHas “kpuBasi obydyeHus” (6), cnabas
nynbcaums, 6onesHb NapknHcoHa.

AucTanbHbIl Ny4eBON apTepuasibHbli O0-
CTyn kMcTu (obnacTtb “aHaTomMumyeckor Taba-

Radial artery

Common

Deep palmar arch

Superfical palmar arch

Puc. 4. NMKOJAIN oT ycTbs (OTCYyTCTBUE “KYNbTL”) A0 OTXOXAEHWSI MOBEPXHOCTHOM nagoHHom ayru (1); MKOJIAMN Huxe
OTXOXAEHUS BO3BPATHOM apTepun, 00 OTXOXAEHUS MOBEPXHOCTHOM NagoHHon ayru (2); MKOJIANN B cpeaHEM CermMmeH-

Te (3).
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Kepkn”, TblJibHasd NMOBEPXHOCTb KUCTU) HE MO-
>KET MNOJIHOCTbLIO CTaTb 3aMEHOW CTaHAAPTHOMY
noctyny JIAT, koTopbii mcnonb3dyeTca “no
ymMmon4daHuio” (7), cnepoBaTesibHO, MOJSIHOCTLIO
NCKNIOYNTb Crlydanm BO3HUKHOBeHMs TMKOJIAT
HENb34.

Mo Hawwmm gaHHbIM, Yy 3/4 naumeHToB JIAT
Obina “pomMuHaHTHOW” (omnameTtp JIAIT Obin
60nblUE) NO OTHOLUEHUIO K JIOKTEBOW apTepuun
(puc. 3).

MKOJIAM - 6eccMMnTOMHOE OCJIOXHEHWNE
1 He Bbi3blBaeT 6ecnokomncTea y 60bHOro, oa-
HaKo AenaeT 3aTpyaoHUTENbHbIM BbIOOP apTe-
puu-gocTyna ansa xupypra. Mo Hawmm Habno-
neHnam MKOJIAIT MOXHO pasgennTb Ha Tpu
BapuaHTa (puc. 4).

PekaHanmsaunsa TKOJIAIT BO3MOXHaA Kak
aHTerpagHeiMm criocobom yepes UJJA (4), Tak
U peTporpagHo, OOCTYNOM, PaCrOSIOXEHHbIM
anctanbHee mecta okkasunm (3). N ecnn no
nepsomMy cnocoby pekaHanusauuu MNKOJIAT
OTOaNEHHbIX PE3yNbTaTOB B HACTOSLLEE BPEMS
HET, TO N0 BTOPOMY Crocoby N3BECTHO, YTO pe-
OKKJIO3MS  pekaHanmnaunpoBaHHow [MKOJIAM
BO3HMKaET npumMepHo B 48% cny4yaes (8).

Lenbio nccnepoBaHna SBASIETCS OLEHKA
BO3MOXHOCTU 1 Lienecoobpas3HoCTM aHTerpa-
HOW 1 peTporpagHomn pekaHanmnsauum NKOJIATT.

MaTtepuan n metoabl

B Hawen nabopatopum B nepuon 2013-
2017 rr. 6bino npoeeneHo 4080 kaTeTepusauunmn
JI1Al1, yTo cocTtaBuno 47% BCex KaTteTepmusaumnmn
apTepuin npeanneybs U KUCTW.

YacTtoTa nocTkaTteTepu3auyoHHOW OKKJIO-
3um J1Al B nepuon 2013-2017 rr. npeacrtasne-
Ha B Tabn. 1.

JnsanH nccnenoBaHms No pekaHanmsaumm
MKOJNAI Bkntovan B ceba cneayouwye aTansbi
(puc. 5).

TexHuka pekaHanmdauun MNKOJIAM Bkioya-
na aHTerpagHbiii U peTporpagHbii MeToAapl
(pwnc. 6).

dtanbl pekaHanusauum NMNKOJIAN

1. MNpw aHTerpagHoM MeToe Yepes 4ocTyn
B VJ1J1A nocne 3aBeplueHnsa 3HO0BACKYNAPHO-
ro BMewarenbCcTBa (OMarHOCTUYECKOro un
nle4ebHOro) nNpoBoauiachb OLEHKa XapakTtepa
MKOJIAI (NPOTAXEHHOCTb, HanuMuue nunn oT-
cyTcTBME “KynbTn” OKKO3UpoBaHHOW JIAT
(puc. 7), Hannuyme konnatepasibHblIX BETBEN
B MECTe OKKJII031U, KanbLUMHO3, YPOBEHb AUC-
TaslbHOrO KoanatepasbHOro 3anosiHeHusa JIA
yepes nagoHHble ayru). B yctee JIA nosvumo-
HMpoBascs NpoBOoAHUKOBLIN kaTeTep (JR, IM,

Ta6nuua 1. Yactota MKOJIAM B nepron 2013-2017 rr.

Bcero .
KaTeTepumaauui HOCTKaTK%TfT%V;iLJ:MOHHbM Okknio3us

JIAN

4080 1476 (36%) 3,9%

*KoHTtponb npoxogumocTtu JIAM ocywecTBasnca npwu
NMOBTOPHOM MPOBEAEHUN Yy MALUMEHTOB 3HA0BACKYNAPHBIX
npouenyp.

Bepudukauns y naumenta NKOJIAMN oo npoeeneHus
nosTopHoro YKB

J

OueHka AMHaMUYEeCKOM CUIbl™* NPY NOMOLLM KUCTEBOIO
acnangepa** oo npouenypbl YKB

v

AHTErpagHas unmn petporpagHas pekananudaums NMKOJIANN
C OAHOBpPEMEHHbIM nposeaeHnem HYKB

v

KOHTPOSIb NPOXOAMMOCTM y4EeBO apTepumn
(ynbTpa3BykoBOE MccnenoBaHve unm aHruorpadus),
NMOBTOPHAs OLEHKA AMHAMUYECKON CUbI* MPY MOMOLLLM
KMCTEBOro acnaHaepa yepes 1 Mec nocne pekaHanmaaumm

Puc. 5. Otanel nposeaeHus pekaHanusauuu MKOJIATM.
* OueHMBaNoOCh KOMMYECTBO CXaTUI KUCTEBOIO acnaHae-
pa B TeyeHne 30 c. ** Mpomnssoantens Torneo (ApTuKyn
A-115-15B) — 15 kr (cocTaB: pe3uHa, CUINKOH).

a. interossea

a. Ulnaris

PeTtporpagHbii meTop,
pekaHanmaaumm
(“aHaTOMMyeckas Tabakepka”),
Thil KUCTU

AHTErpagHbii MeToz,
pekaHanmaaumm
(nokTeBas apTepus)

Puc. 6. TexHMka aHTErpaaHoi 1 peTporpagHon pekaHa-

PekaHannsaumsi noctkareTepusaumoHHOM OKKJIIO3UM Jy4eBOVi apTepun.

JIlo60onbITCTBO MM HEOOXOANMOCTh

nm3auumn.



PEHTITEHOHAOBACKYJIAPHASA AVNATHOCTUKA U JIEHEHWE

Puc. 7. AHrnorpamma aptepuii npegnnedbs, noctyn UIJA (0o pekananusaumn). Otcytcteue kynbtn JIAM (ykazaHo
CTpenkoi) B 061acTy BO3BpATHOM apTepum (a). AHrMorpaMmmMa aptepuit npeanneybs nocne pekananusauum NKOJIAM
peTporpagHbiM MeToaoMm Yepes 4 Hed. MecTo (yka3aHO CTPEsIKOW) Havana pekaHanMa3npoBaHHOM okko3um (6).

XB), no kOTOpoOMy 4epe3 30Hy OKkIo3un J1A
B OaccelH rnyboKow nagoHHOM oyrn 3aBOvII-
Cs KOpOHapHbIn npoBoaHuk (0,014"). Mpea-
BapuTenbHasa 6annoHHas aHrMonaacTrka 30Hbl
OKKJTIO3MIN OCYLLECTBNSNACh OaNNIOHHbIM KaTe-
TEPOM, UCNOJIb3YEMbIM AJ19 KOPOHAPHbIX BME-
LIATENbCTB OT ANCTANIbHOIO K MPOKCUMaNbHO-
My otaeny JIAMN. 3aBeplialowias GanioHHas
aHryonaacTuka nposogunacb nepudepunye-
CKMM 6GanfsioHHbIM KaTeTepoM C AunaTtaumnen
B TedyeHue 3-5 MuH. NMocne nonyyeHns yaooB-
NIeTBOPUTENBLHOIr0 aHrmorpadumyeckoro pe-
3yfnbTata MHCTPYMEHTbl 3 UJIJIA ypananuce.
Ha mecTto nyHkuun UJTJA HaknaabiBancs Tyrom
6aHgax (O6UHT). B TeyeHMe nepBbIX CYTOK MO-
cne pekaHanusaumm 601bHOMY peKoMeHa0Ba-
NUCb GU3NYEeCcKme ynpaxHeHns KNCTK (Cxmma-
HVE U pas3>XnmMaHue B TedyeHre 1 MUH) C Lenblo
YBEJIMYEHMNS KPOBOTOKA MO peKkaHanm3npoBaH-
HOM apTepunm Ha ¢oHe “nepenaBneHHON”
WINA.

2. MNpwn peTporpagHoM MeTode NpoBOOM-
nacb kartetepusauua JIA kuctm (“aHaTomun-
yeckas Tabakepka”, TbllbHas MOBEPXHOCTb
KUCTKN). HYepes MHTPOObIOCEP OCYLLECTBA-
nacb pekaHanmsaumsa MKOJIAM kopoHapHbIM
NPOBOAHMKOM C nocrneayouien O6ansoHHOMN
aHIMMonNNacTUKOWM 30HbI OKK/HO3UK OANINIOHHBIM
KareTepoMm, UCNONb3yEMbIM AJ151 KOPOHAPHbIX
BMeLwaTenbCTB. lMapannenbHo KOPOHapHOMY
MPOBOAHMKY YepPEe3 30HYy pekaHanm3aumm npo-
BOOWMNCSA MPOBOAHUK OGonbllero auamerpa
(0,35") 0o NpokcMManbHOro oTaena njaeyvyeBon

apTepumn, N0 KOTOPOMY MNPOBOAHUKOBLIN KaTe-
Tep ON9 3HOOBACKYNSIPHOrO BMELLATENbLCTBA
3aBOAMICS OO ANCTANIbHOrO OTAENa Ne4eBon
aptepun. NpoBogHVKKM n3enekanncb. M3 npo-
cBeTa kateTtepa yagansanocb 15-20 mn KpoBu
(BbICOKa@sA BEPOATHOCTb HAXOXOEHUSA 3J1IEMEH-
TOB TKaHen pekaHanudupoBaHHoM JIAI).
MpoBoannoCh 9HOOBACKYNAPHOE BMeLUaTenb-
CTBO, MO 3aBEPLUEHUNN KOTOPOro Yepes NHTPO-
OblOCEP OLEHMBaNachb NPOXOANMOCTb peKaHa-
nuamnposaHHomn J1AT.

MpoxoonmocTb peKkaHann3npoBaHHOMN
MKOJIAI oueHvBanacb yepe3 1 mec ynbrpa-
3BYKOBbIM METOAOM (Mpu OTCYTCTBUU HEODOXO-
ONMOCTN B MNPOBEAEHUN OHOO0BACKYASPHOWN
npouenypsl) nnm aHrnorpaduryeckm, npu no-
BTOpHbIX YKB (puc. 8), ¢ ogHOBpEMEHHOWN
OLLeHKOW AMHaAMMYeCKOM Cusibl MpPpW NOMOLLN
KMCTEBOro acnaHaepa.

Pe3ynbTaThl UCCNepoBaHNS
PekaHanmnsauua NMKOJIAIM npoBeneHa y 54
nauvieHToB. YcrnewHas pekaHanm3aums Oocy-
wecteneHay 42 (77,8%) 6onbHbIX. He yaoanocb
pekaHanuauposaTtb NMKOJIAM 12 (22,2%) 60nb-
HbIM. BO Bcex cnyyasix HeyaayHol pekaHanu-
3aumMm KMCNONb30BaCA aHTerpagHbin MeTon,
pekaHanudauun. PeTporpagHblii MeTon peka-
Hannsaumsa NMKOJIAM npumeHancay 12 (28,6%)
60nbHbIX, aHTerpaaHbii meton — y 30 (71,4%)
naumeHToB. [pu peTporpagHon pekaHanmsa-
umm y 9 605bHbIX Mcrosib3oBanack JIA B o6nactu
“aHaToMum4eckon Tabakepkmn” n B 3 cnyyaax —
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Puc. 8. Otanbl aHTerpagHon pekaHanmsauum MNMKOJAT
poctynom ns UJIJIA.

a — aHrmorpamMma aptepuii npegrnnedba ¢ MKOJIAT
(yka3aHo cTpesnkoi) n 3anonHeHnem J1A B obnacTtu “aHa-
TOMMYecKorn Tabakepkn”.

6 - 3aBegeHMe KOpoHapHoro nposogHuka (0,014")
B BacceliH rnybokol nafoHHOM oyru.

B — BbINOJIHEHNE OannOHHOW aHrmomnnacTMkm B 30HE
MKOJIAM (B).

I — KOHEYHbIV pe3ynbrat pekaHanundaumn NKOJIAM.

0 — NOBTOPHOE 1cnonb3oBaHue JTIA (B0oCTyn AUCTasbHbIN
otaen J1A) yepes 2 mec nocne pekaHanusaumn NMKOJIATM.

PekaHannzaumsi noctkareTepu3anmoOHHON OKKITIO3UMN JTy4eBOV apTepuu.
Jlo6orbITCTBO M HEOOXOAMMOCTh
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v

YcnewHas pekaHannsaums

Pekananusauus NMKOJAMN

n=54 ¢

MonbiTka pekaHanmMsaunn

n=42
77,8%

Y

n=12
22,2%

Y

AHTErpagHblii METO, pekaHann3auum
n =30 (a. Ulnaris)

PeTporpaaHbiii MeTon pekaHanusaumm n = 12
(nyyeBas apTepus B “aHaToMum4eckoi Tabakepke”)

78% ycnex

{

100% ycnex

{

Peokkntosus
10%

Peokknioauns
42%

Puc. 9. Otanbl n meToapl pekaHanudaumm NKOJIAM. KoHTponb npoxoanmMocTu pekaHanudmposaHHom MKOJIAT.

Ha Tbine kuctu. MNpu peTporpagHoM MeTode
BCe pekaHanmnsauum 6bi1 ycneLwHbIMU.

KOHTpONb NMPOXOAMMOCTU peKaHannsmpo-
BaHHoOW MNMKOJIAIN 6b1n ocywecTBneH y 34 (81%)
nauneHToB. PeoKk3usa pekaHannsnpoBaH-
Hon TKOJIAI peTporpagHbiM MeToaoM Obina
BbisiBfieHa B 42% cny4aes, Npu aHTerpagHom
meTtone — B 10% cny4daes (puc. 9).

Mpwn npoBepeHun pekaHannsaunn NMKOJIATM
OLlEHVBANINCh CleayoLve napamMeTpbl: BpeMs,
3aTpadyeHHoe Ha pekaHanus3auuio MKOJIAIM;
BPEMS PEHTreHOCKOMUU; A03a PeHTreHOBCKO-

Tabnuua 2. KoHTposnb napamMeTpoB NpuW pekaHannsaumm
MKOMAMN

Bpewms, 3aTpayeHHoe 33,09
Ha pekaHanusauuio NMKOJAIM, MuH*

Bpemsi peHTreHockonuu, MnH* 14

[losa peHTtreHockonun, mp* 272,6
O61bem 1cnonb30BaHHOIO 98,5
PEHTITEHOKOHTPACTHOr 0 BELLECTBA, M*
* [laHHble NpeacTaBneHbl MeanaHom.
OcHoBHOI

B KonuuecTBo cxatuii
[0 pekaHanuaaumum*

[] KonuuecTBo cxatuii
rnocne pekaHanmaaunm™*
p=0,5
+“—>

OCHOBHOI

Puc. 10. IameHeHne guHaMmn4ecKkom cusbl (KOINYECTBO
cxaTtuii acnaHgepa OO0 W MOcfie pekaHanuaauuun
MKOJIAMM). * JaHHble npeacTaBieHbl MeANaHoON.

ro o6nyyeHusi; 06 bemM UCMOoNb30BAHHOINO PEHT-
reHOKOHTPACTHOro BellecTsa (Tabn. 2).

[MoBTOpHOE MCMONIb30BAHME peKaHann3u-
posaHHOM J1A kak aptepun-goctyna npu YKB
6b1n10 NpoBeaeHo B 12% cny4yaes.

MocTkaTeTepmnsaunoHHas OKK/I3Us apTe-
pun-goctyna (UJJ1A) npu pekaHanmsauunm
MKOJIAIN BcTpeyanack B 10% cny4yaes.

AHann3 gMHamMmn4eckom Cusbl nokasas, 4YTo
nocne pekaHanm3auum MNMKOJIAI oTmeyvanocb
HEeO0CTOBEPHOE YBEJSINYEHME KONIMYEeCTBa CxXa-
TUN KNCTEBOro acnaHaepa (puc. 10).

Mpu cpaBHEeHUN rpynnbl 60SbHLIX, Y KOTO-
pbiX Obls1 NPOBEAEH KOHTPOJIb MPOXOAMMOCTU
pekaHanuampoBaHHomn [MKOJIAI, O6bI10 oTMe-
4YeHO, 4TO TONbKO Y 52% oTmevanochb ynyulie-
HMe amHammyeckon cunbl. Y 48% O0NbHbIX
yayydwenma nnbo He npoucxoguno, nnbo no-
KasaTenn ocTaBajIMCb Ha NPEXHEM YPOBHE.

BbiBOAbI

1. Pekananmnsauwnsa MNMKOJIAI no3sondeT no-
BTOPHOE €€ MCMOJIb30BaHME Npu NPOBEAEHNN
3HA0BACKY/SIPHbIX BMELLATENbCTB.

2. AHTerpagHas pekaHanuaauusi OKKIl3um
JIATT npegnoyTmuTeNibHEE MO CPaBHEHUIO C PET-
porpagHon n3-3a MeHbLUEen YHaCcTOTbl PEOKKITIO-
31, 0gHaKO ycrex aHTerpagHom pekaHanuaa-
LN HUXKE NO CPaBHEHUIO C PETPOrpaaHON.

3. OtcytcTBME “KYNbTU” OKKTIO3MPOBAHHOMN
JIATT cHuXXaeT ycnex aHTerpagHom pekaHanm-
3aymu.

4. Pexanannzaumsa MNKOJIAIT nokaszana He-
OOCTOBEPHOE YyBENVMYEHVE  AOAVMHAMUYECKON
CWJibl KNUCTU 1 Mpeanneybs TOSbKO Y NOJIOBUHbI
60nbHbIX C peKkaHannsaumen.

5. OgHOBpPEMEHHOE NPOBEAEHME pEKAHANN -
3aunm NMKOJIAT 1 sHoOBaCKyNApHOM npoueny-
pbl yBenM4MBaeT obLuiee BpeMsi ob6eunx npoue-
Oyp, BPpEMS 1 003y PEHTTEHOCKONUK, a TakXe
06BbEM PEHTIEHOKOHTPACTHOIO BELLLECTBA.
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List of abbreviations:

ILUA - ipsilateral ulnar artery

RA — radial artery

FRA - forearm radial artery

PCOFRA - post-catheterization occlusion of
the forearm radial artery

USI - ultrasound investigation

PCI — percutaneous coronary intervention

Introduction

The widespread use of the radial arterial ac-
cess during PCl may result in PCOFRA. The rate
of this complication varies from 1% to 10%
in accordance to the different sources despite
the use of hydrophilic instrument and patent
hemostasis application. Presence of PCOFRA
in a patient prevents the possible repeated use
of RA as an access artery for PCI, coronary by-
pass, hemodialysis or invasive monitoring.

Mechanical injury of the arterial wall during
its catheterization, endothelial injury of the ar-
tery with the instrument for PCIl conduction,
compressional hemostasis of the puncture site
are the main mechanisms that trigger patho-
logical processes (media inflammation, tissue
necrosis, endothelial dysfunction, smooth mus-
cle layer damage, intimal hyperplasia, cell pro-
liferation, collagen synthesis, adventitial neo-
vascularization, inner remodeling etc.) (1)
which result in the access artery occlusion.
Optical coherence tomography of the PCOFRA
(after its recanalization) demonstrated intimal
hyperplasia not only at the puncture and cath-
eterization site but in the proximal parts of the
access artery as well (2) (Fig.1).

When PCOFRA occurs, ILUA, femoral, bra-
chial arteries and contralateral forearm arteries
may be used as access arteries. It is also pos-
sible to use the occluded RA distally to the oc-
clusion area (region of the “anatomical snuff-
box”, dorsal hand surface) (2). In this case dis-
tal catheterization of the RA at the first stage
requires retrograde recanalization of the oc-
cluded RA (3) with subsequent use of the re-
canalised RA as an access artery for endovas-
cular procedures. Until recently it has been
considered that PCOFRA is a contraindication
for the ipsilateral ulnar access artery to be
used. However, currently the reports appear on
the possibility of using ILUA during the PCI with
simultaneous PCOFRA recanalization (4) (or
without it). Hypothesis on possible hand is-
chemia during ILUA catheterization turned out
to be unsubstantiated since the substrate of the
fingers ischemia is embolization of the distal

Fig. 1.
catheterization changes of the artery wall: intimal
hyperplasia (big arrow) and media layer (small arrow).
Note: personal observations.

Optical coherence tomography. Post-

parts of the forearm and hand arteries (5).
Ulnar artery catheterization has some peculi-
arities in comparison with catheterization of the
FRA due to topographic-anatomic characteris-
tics (deeper “bedding”, smaller diameter as
compared to the FRA). However, when PCOFRA
occurs, the ulnar artery diameter theoretically
should be increased due to the blood flow re-
distribution from the occluded RA to the ulnar
and interosseous arteries which makes the ul-
nar artery more available for its palpatory iden-
tification and catheterization.

The use of distal radial access in the hand
diminishes the risk of PCOFRA (6). However,
catheterization of hand RA has some difficulties
and limitations: smaller diameter as compared
to the FRA (Fig. 2), prolonged “learning curve”
(6), weak pulsation, Parkinson’s disease.

Distal radial arterial access of the hand (re-
gion of the “anatomical snuffbox”, dorsal hand
surface) cannot serve as a complete substitute
for the standard FRA access which is used “by
default” (7), therefore, cases of PCOFRA can-
not be completely prevented.

According to our data, in 3/4 of the patients
FRA was “dominant” (diameter of the FRA was
greater) in reference to the ulnar artery (Fig.3).

PCOFRA is an asymptomatic complication
and does not disturb the patient; however,
it makes it difficult for the surgeon to choose
the access artery. In accordance to our obser-
vations, PCOFRA can be classified into three
variants (Fig. 4).

PekaHannsaumsi noctkareTepusaumoHHOM OKKJIIO3UM Jy4eBOVi apTepun.

JIlo60onbITCTBO MM HEOOXOANMOCTh
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2,7 Diameter of arteries
2,1 2,2
a. Radialis a. Radialis dist a. Ulnaris

(snuffbox + dorsum)

Fig. 2. Diameter of arteries of the forearm and hand of
the right upper extremity. Diameter* of the FRA, hand
radial artery and ulnar artery was assessed in 319
patients via the ultrasound examination.

Note: * data are presented as the median.

Radial artery

Deep palmar arch

Superfical palmar arch

Deep palmar arch

Superfical palmar arch

A&

r

2%

[ a. Radialis M a. Radialis=a.Ulnaris [] a.Ulnaris

Fig. 3. Correlation of the “dominant” forearm artery.

Deep palmar arch

Superfical palmar arch

Fig. 4. PCOFRA from the orifice (absence of the “stump”) to the origin of the superficial palmar arch (1); PCOFRA distal
from the recurrent artery origin to the origin of the superficial palmar arch (2); PCOFRA in the medium segment (3).

PCOFRA recanalization is possible both an-
tegradely through the ILRA (4) and retrogradely,
with the access located distally to the occlusion
site (3). While there are currently no long-term
results of the first method of PCOFRA recanali-
zation, it is known about the second method
that reocclusion of the recanalized PCOFRA
occurs in approximately 48% of cases (8).

Objective of this work is to evaluate the pos-
sibility and advisability of antegrade and retro-
grade PCOFRA recanalization.

Study materials and methods.

During the period from 2013 to 2017 4080
FRA catheterizations were performed in our
laboratory which constituted 47% of all cathe-
terizations of forearm and hand arteries.

FRA post-catheterization occlusion rate dur-
ing the period of 2013-2017 is presented in
Table 1.

The design of the study on PCOFRA reca-
nalization included the following steps (Fig. 5).

PCOFRA recanalization technique included
antegrade and retrograde method (Fig. 6).
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Table 1. PCOFRA rate in 2013 -2017

Total FRA Post-catheterization .
catheterizations control* Occlusion
4080 1476 (36%) 3.9%

Note: * FRA patency is controlled during repeated endo-
vascular procedures.

Verification of PCOFRA
in a parient prior the repated PCI

Assessment of the dynamic strength*
using wrist exerciser** prior to the PCI procedure

v

Antegrade or retrograde recanalization
of the PCOFRA with simultaneous PCI

v

Control of the radial artery patency
(ultrasound investigation of angiography),
repeated assessmant of the dynamic strenght*

using the wrist exedciser in 1 month after recanalization

Fig. 5. PCOFRA recanalization steps.

Note: * The number of grips of the wrist exerciser during
30 seconds was assessed. ** Manufacturer Torneo
(Article A-115-15B) — 15 kg (composition: resin, silicone).

a. interossea

a. Ulnaris

Retrograde method
of recanalization
(“anatomical snuffbox”,
dorsal hand surface)

Antegrade method
of recanalization
(ulnar artery)

Fig. 6. Technique of antegrade and retrograde recana-
lization.

PCOFRA recanalization steps

1. When using the antegrade method via the
ILUA access, the PCOFRA characteristics
(length, presence or absence of the occluded
FRA “stump” (Fig. 7), presence of collateral
branches at the occlusion site, calcification,
level of distal collateral filling of the RA through
the palmar arches) were assessed after the
endovascular intervention (diagnostic or thera-
peutic). Guiding catheter (JR, IM, XB) was po-
sitioned in the RA orifice through which the
coronary sheath (0,014") was inserted into the
deep palmar arterial arch basin through the
RA occlusion area. The preliminary balloon
angioplasty of the occlusion area was per-

Fig. 7. Angiogram of the forearm arteries, access to the
ILUA (prior to recanalization). Absence of the FRA stump
(indicated by the arrow) in the area of the recurrent artery
(a). Angiogram of the forearm arteries after the retrograde
PCOFRA recanalization in 4 weeks. The site (indicated by

the arrow) of the recanalized occlusion origin (b).

PekaHannzaumsi noctkareTepu3anmoOHHON OKKITIO3UMN JTy4eBOV apTepuu.
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Fig. 8. Steps of the antegrade PCOFRA recanalization
via the ILUA access. Angiogram of the forearm arteries
with PCOFRA (indicated by an arrow) and filling of the RA
in the “anatomical snuffbox” region (a). Insertion of the
coronary sheath (0,014") into the deep palmar arterial
arch basin (b). Balloon angioplasty in the PCOFRA region
(c). The final result of PCOFRA recanalization (d). Repea-
ted use of the RA (accesses through the distal part of the
RA) in 2 months after the PCOFRA recanalization (e).
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'

Successful recanalization

PCOFRA recanalization

n=>54 ¢

Recanalization attempt

n=42
77,8%

\

n=12
22,2%

Y

Antegrade method of recanalization n = 30
(a. Ulnaris)

Retrograde method of recanalization n = 12
(radial artery in the anatomical shuffbox)

78% success

!

100% success

|

Reocclusion
10%

Reocclusion
42%

Fig. 9. Steps and methods of PCOFRA recanalization. Patency control of the recanalised PCOFRA.

formed via the balloon catheter intended for
coronary interventions, from distal to proximal
part of the FRA. The final balloon angioplasty
was performed via the peripheric balloon cath-
eter with dilatation for 3 5 minutes. After
achievement of the satisfactory angiographic
result instruments were extracted from the
ILUA. The tight bandage (dressing) was applied
at the site of ILUA puncture. During the first day
after the recanalization physical hand exercises
(gripping and ungripping the hand for 1 minute)
were recommended to the patient in order to
increase the blood flow through the recanalized
artery when the ILUA is “strangled”.

2. When the retrograde method was used,
the hand RA (“anatomical snuffbox”, dorsal hand
surface) was catheterized. PCOFRA recanaliza-
tion was performed via the coronary sheath
through the introducer followed by subsequent
balloon angioplasty of the occluded region via
the balloon catheter intended for coronary inter-
ventions. The sheath of bigger diameter (0.35")
was introduced to the proximal part of the bra-
chial artery parallel to the coronary sheath
through the recanalization region through which
the guiding catheter for endovascular interven-
tion was inserted to the distal part of the bra-
chial artery. Sheaths were extracted. 15-20 mL
of blood was removed from the opening of the
catheter (high possibility of finding the tissue
fragments of the recanalized FRA). Endovascular
intervention was performed and after its com-
pletion the recanalized FRA patency was asses-
sed through the introducer.

Patency of the recanalized PCOFRA was
controlled in 1 month via the ultrasound exami-
nation (when there is no necessity in the endo-
vascular procedure) or via the angiography
in case of repeated PCls (Fig. 8) with simul-
taneous assessment of the dynamic strength
using the wrist exerciser.

Study results

PCOFRA recanalization was performed in
54 patients. Successful PCOFRA recanalization
was performed in 42 patients (77.8%). PCOFRA
recanalization failed in 12 patients (22.2%).
In all cases of the recanalization failure the an-
tegrade method of recanalization was used.
The retrograde PCOFRA recanalization was
used in 12 patients (28.6%), antegrade method
was used in 30 patients (71.4%). During the
retrograde recanalization the radial artery in the
“anatomical snuffbox” region and on the dorsal
hand surface was used in 9 patients and 3 cas-
es respectively. All recanalizations were suc-
cessful when the retrograde method was used.

Patency of the recanalized PCOFRA was
controlled in 34 patients (81%). Retrograde
reocclusion of the recanalized PCOFRA was de-
tected in 42% of cases and antegrade reocclu-
sion was revealed in 10% of cases (Fig. 9).

During the PCOFRA recanalization the fol-
lowing parameters were evaluated: time spent
on the PCOFRA recanalization; roentgenosco-
py time; X-ray dose; volume of the radiopaque
agent (Table 2).

Recanalized RA was repeatedly used as an
access artery during PCl in 12% of cases.

Post-catheterization occlusion of the access
artery (ILUA) during the PCOFRA recanalization
occurred in 10% of cases.

Dynamic strength analysis demonstrated
that after the PCOFRA recanalization an insig-

Table 2. Control of the parameters during PCOFRA recana-
lization

Time (min)*, spent on the PCOFRA
recanalization

Time (min)* of roentgenoscopy 14
Dose (mGy)* of roentgenoscopy 272,6
The volume of used radiopaque agent, (mL)* 98.5

33.09

PekaHannsaumsi noctkareTepusaumoHHOM OKKJIIO3UM Jy4eBOVi apTepun.
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Basic

Number of grips
before recanalization*

] Number of grips
after recanalization*

Fig. 10. Changes in the dynamic strength (number
of the wrist exerciser grips before and after PCOFRA
recanalization).

Note: * data are presented as the median.

nificantly increased number of the wrist exer-
ciser grips was observed (Fig.10).

When comparing a group of patients with
recanalized PCOFRA patency control, it was
registered that only 52% experienced improved
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BnusiHWe nona Ha pe3ynbTaTbl TPAHCKaTeTEePHOM
MMMNJIAHTAL WU aOPTaNIbHOIO K/lanaHa y NalyMeHToB
BbICOKOIO PUCKa C Bblpa)X€HHbIM aOPTaJibHbIM
ctreHo3oM. 0630p nutepartypbl

O.B. 3axaposa™

Hay4Ho-npakTu4deckuii LeHTp MHTEePBEHLIMOHHOV kapavnoaHruosiorim OrAOY BO lMNepsbiii MITMY
umeHn V.M. CedeHoBa MuH3apaBa Poccuun (CeveHoBCkuii YHuBepcuTteT), Mocksa, Poccusi

B HacTosLee Bpems TpaHcKateTepHasi MraaHTaLms aoptTaabHoro kaanaHa ( TAVI) ctana pacnpocTpaHeHHOm
71e4eOHOU TaKTUKOW Y NaLMeHTOoB MOXMII0ro 1M CTap4eCcKoro BO3pacTta C BbiPaxXeHHbIM CTEHO30M aopTasibHOro
Ks1anaHa vl BbICOKMM XUPYPrn4eCKnuM PUCKOM A1 OTKPbITOM onepaumn. C HakorieHuem 60/1bLLIoro marepuana
npoueayp TAVI nepen cneumanictamy BCTAET BOMPOC aHaam3a Pe3ybTaroB 3HAOBACKYJ/ISPHOIO J1e4eHus
BbIPaXeHHOro aopTasbHOro cteHo3a. CoBepLIEHHO MOHSITEH U O4EBUAEH UHTEPEC KIINHULINCTOB K N3YHEHUIO
MHOrMx pakTopoB pUCKa, B TOM YMCJIE BINSIHUE M0J1a, Ha bavxkariluve v otaaneHHble pesybtatsi TAVI.
KniouyeBbie cnoBa: BbipaXXeHHbIi CTEHO3 aopPTa/lbHOIro KjarnaHa, BbICOKUV XUPYPru4eCcKui puck, TpaHckare-
TepHas MnaaHTaums aopTaabHOro KaarnaHa, XeHCKUV roJl.

The Influence of Sex on the Results of Transcatheter
Aortic Valve Implantation in High-Risk Patients with
Severe Aortic Stenosis. Review of Literature

O.V. Zakharova™

Scientific and Practical Center of Interventional Cardioangiology, Federal State Autonomous
Educational Institution of Higher Education, I.M. Sechenov First Moscow State Medical University
of the Ministry of Health of the Russian Federation) (Sechenov University), Moscow, Russia

Currently transcatheter aortic valve implantation ( TAVI) has become a common treatment tactics in elderly and
senile patients with severe aortic valve stenosis at high surgical risk for the “open” surgery. While cumulating
a lot of data on transcatheter aortic valve implantation procedures, specialists face an issue of analyzing the
results of severe aortic stenosis endovascular treatment. The interest of clinicians to investigation of multiple
risk factors including gender impact on short-term and long-term TAVI results is absolutely comprehensible and
evident.

Keywords: severe aortic valve stenosis, high surgical risk, transcatheter aortic valve implantation, female

gender.

B nocnenoHune roabl aopTalibHbIM CTEHO3
(AC) siBnaeTca Hambonee pacrnpocTpaHeHHOMN
KNanaHHOM naTofiormen cepaua n 3aHMMaeT
3-e MecTo cpeau cepageyHo-cocyamncTbiX 3a-
6oneBaHui nocne aptepuanbHO rMnepTeH-
3N N uemmnyeckon 6GonesHun cepaua (1).
OCHOBHbIM 3TMOAOrM4ecknmMm PakTopomM Nopo-
Ka y B3POC/bIX NAUVEHTOB ABSETCS KalbLMHN-
poBaHMe CTBOPOK aopTanbHOro knanaHa (AK).
Habniopatolleecs 3a nocnegHne OecatuneTums
yBeNn4YeHne NpoAoJIKUTENbHOCTU XU3HU Ha-

cefleHns NpuBENoO K POCTY 4umcna O60NbHbIX
C KanbuuHMpoBaHHbIM AC, cpegn KOTOPbIX
[0S NAaLUMEeHTOB XXEHCKOro nosa A0BOJIbHO BE-
nuvka. Y naymeHtoB ot 60 go 80 net npuaHaku
ckneposa u kanbumHo3a AK gmarHoCcTmpyroTcs
npuonuautensHo B 40% cnydaeB, Torga Kak
cpeau 60nbHbIX cTapwe 80 neT aHanornyHble
M3MEHEHUs HabNAATCS yXXe C YacToTom 75%
(2, 3).

CornacHo pekomeHgaunsam ESC/EACTS ot
2017 r. (Baumgartner H. n coaBT.) no BegeHUO

Ne 54/55, 2018



MISCELLANEOUS

naumMeHToOB C KNamnaHHOM nmaTofliormen cepaua,
KITMHUUUCT Nog, BbipaxeHHbiM AC NOHMMAaEeT Co-
BOKYMHOCTb (PakTOpOB, @ MMEHHO: CKOPOCTb
noToka, CpefHWin rpagueHT OaBlieHns, YHK-
LMs neBoro xenyno4ka (JIK), paamep v Tonwm-
Ha cteHkn JDK, cteneHb kanbumdbdukauym AK,
apTepuanbHoe OaBrieHne N PYHKUMOHANbHbIN
ctatyc 60/bHOro (4). BelpaxeHHbIM cHMTaeTCs
AC c nnowaabio otBepctmna AK <1 cm? n cpen-
HUM rpagmeHToMm aasneHusa Ha AK 6onee 40 mm
PT.CT. (4). Y naumMeHToB C Masion NAoLwaabto rno-
BEPXHOCTN Tena uenecoobpasHee KpuUTuye-
ckum cumtatb AC ¢ nnowagbio otBepcTtua AK
<0,6 cm?. Tpm noctaHoBke amarHo3a AC Takxe
crnenyeT y4YnTbliBaTb CHUXEHHbIE CKOPOCTb MO-
TOKa, rpPagueHT CUCTOIMYECKOro AaBneHns Ha
AK 1 dpakumio BbIBpoca NEBOro Xenyanoyka
(PB JIXK) (nnowanp otBepctmna AK <1 cm?, cpea-
HUIN rpaameHT pasneHnsa < 40 mm pT.cT., PB JIK
Hke 50%, nHaekc yoapHoro obbema (SVi) <
35mn/m?). Ona onddepeHumansHoW amnarHo-
CTUKM C NCEBOOTAXENBLIM cTeHO30M AK Heob-
XOAMMO BbIMOJIHUTB CTPECC-3axokapamorpaduio
C HU3KOI 00301 nobytammnHa. Ha poHe Harpys-
K1 Npu ncesBgoTskesioMm cteHo3e AK yBennym-
BaeTca nnowaab AK 6onee 1,0 cm? c Hopmanu-
3aumen ckopocTu noToka (4).

Co BpeMeH knaccuyeckux paboT, NpoBeaeH-
HbiX J. Ross Jr. n E. Braunwald (5), eAUHCTBEH-
HO 9PPEKTUBHBIM METOOOM JlIeH4EHUS Bblpa-
eHHoro AC gBnseTcs Kapanoxmpyprmyeckoe
BMeLLaTeENbCTBO — npoTe3mpoBaHme AK. OnbIT
XUpypruyeckom dameHbl AK HacumTbiBaeT 60-
Jlee 4eM noJslyBeKoBYlO uctoputio (6-8).

O4yeBMAHO, Y4TO C BO3PACTOM YBEIMYMBAETCA
TAXECTb MCXOOHOIO COCTOSIHUS BGOJIbHbIX, FO-
pasno valle BCTpevyaeTcs nonmMmopounaHas na-
TOA0rnsl, TEM CaMbiM 3HAYNTENILHO BO3pacTaeT
PUCK KIAaCCUYECKOro XMpPyprnu4eckoro npoTe-
3upoBaHusa AK (European System for Cardiac
Operative Risk Evaluation (EuroScore) > 15 n The
Society of Thoracic Surgeons (STS) > 10) (9).

B MHOro4YMmcneHHbIx paHOoOMU3NPOBAHHBIX U
MYJBTULEHTPOBBIX MUCCNEnOBaHUSX MOKa3aHo,
4YTO OoMnepauns XMPYpPruyeckoro npoTe3mposa-
Hua AK y mauueHToB cTaplien BO3PacTHOM
rpynnbl C Pasfnn4yHOM CONYTCTBYIOLWEN NaToONo-
rMen compsiXkeHa C BbICOKMM YPOBHEM FOCMU-
TasbHOM NEeTanbHOCTM, KOTOpas, MO AaHHbIM
A. Gehlot 1 coaBT. (1996) n C.R. Smith n coasrT.
(2011), cocTtaBngaet ot 6 go 13,7% (10, 11).
JaHHbln pakT cTan pewarowmm anga paspadoT-
KN 1 BHEAPEHUS B KIIMHNYECKYIO NPaKTUKY ab-
TEePHaATUBHbIX METOLOB JIEYEHUSA BbIPa>XEHHOI0O
cTteHo3a AK.

BnepBbie B KNMHUKE NpoLueaypa TpaHckare-
TEPHOM MMMNJaHTaUMM aopTasibHOrO KjaanaHa
(TAVI) 6bina ycnewHo BbiNoOIHEHA ¢paHLy3-
cknmm xmpypramu Bo rmase ¢ A. Cribier B anpe-
ne 2002 r. naumeHTy ¢ BblpaxkeHHbIM AC 1 Tske-
non conytcTBytowen nartonornen (12). C tex
Mnop KOJIMYECTBO MpoLenyp TpaHCKaTeTepHOMN
mMmnnantaummn AK y nauneHTOB BbICOKOro
XUPYPrMY4eCKOro pucCka HEYKIOHHO pacTeT.
Ecnn e 2012 r. (P. Généreux 1 coaBT.) 6bIS10 Bbl-
nonHeHo 6onee 80 000 onepaumen, To B 2015
r. konmdecTBo npesbicuno 250 000 (J. Reindhl
n coasT.) (13, 14).

CornacHo pekomeHpaumsm EBponenckomn
Accoumaunmn KapamoTopakasbHbIX XUPYProB
(EACTS) n EBponeiickoro obuiectsa kapauo-
noroe (ESC) B coTpyaHuyecTBe ¢ EBponeinckon
Accoumauyen no 4YpeckoXHbIM CepaevYHO-COo-
cyamcTbiM BMewatenscteam (EAPCI), TAVI no-
KadaHa nauueHTam C TaXesbiIM CUMMTOMHbIM
AC 1 NnporHo3mpyemMom (C y4eToM COMnyTCTBYIO-
wmnx 3aboneBaHuii) MNPOAOIXKUTENIbHOCTbIO
XN3HNM 6onee 1 roga, KOTOPbIM MO OLEHKE
MYNbTUONCUMIIIIMHAPHOM KOMaHObl cneumanu-
CTOB MPOTMBOMOKAa3aHa Kiaccuyeckasi OTKpbl-
Tasa onepauyms nportesanpoBaHmns AK U y KOTo-
pPbIX MOXHO OXuaaTb YNyylleHne KayecTsa
XXN3HW B pe3yribTaTe KoppeKLMm nopoka (knacc
pekomeHgauuii | B) (15). Ha ocHoBaHumM peko-
meHgaunn AHA/ACC (2014) TAVI gasnsieTtcs
pasyMHON anbTepHaTUBON XUPYPru4eckomy
npote3upoBaHnio AK y nauneHTOB C BbICOKUM
XMPYPrUu4ECKMM PUCKOM (KflacC pekoMeHda-
unia Il AB) (16).

LLInpokoe BHEOPEHME B KITMHUNYECKYIO Npak-
Tuky TAVI npnBENO K 3HAYNTENBLHOMY YBENNYE-
HUIO KONMYecTBa OMNEepUPOBaHHbLIX OOJbHbIX
C BbICOKUM XUPYPrMYECKMM PUCKOM, KOTOPbIM
B kKjlaccu4eckom npote3mpoBaHun AK paHee
OblI0 OTKA3aHO MO NPUYMHE HANNYUS TSXKENON
COMYTCTBYIOLLEN NaTONOrnu.

Ha cerogHsawHWin geHb 9HO0BACKYNAPHOE
NledyeHne BbIpaXeEHHOro cteHo3a AK Takxke
BbINOJIHAIOT 60SIbHbIM C MPOMEXYTOYHbIM PU-
ckomMm onepaunm EuroSCORE <15% wnn STS
<8% npuv HaNM4YMKM BbIPAXEHHOr0 KasbLMHO3a
BOCXOOsILLEN aopThl, “dapPopoBon” aopThl
M MPOBEOAEHUN JIYHEBOM Tepanuu OpPraHoB
rPYAOHOM KNETKN U KapANOXNPYPrn4eCKnX BMe-
LwaTenbCTB B aHaMHe3e (4).

C yBenunyeHnem ymcna npouenyp TAVI y na-
LMEHTOB C BbIpaXeHHbIM cTeHo30oM AK cpeaun
cneumanncToB pacTeT 3amHTepPeCOBaHHOCTb
B U3Y4YEHUW PEIYNbTaTOB 3HO0BACKYIAPHOrO
nedyennsa AC, a Takke B aHanmse akTopoB

BnusiHne nona Ha peay/ibTarbl TpaHCKateTepHOV UMIIaHTaLmny aopTasibHOro KianaHa
y nauneHToB BbICOKOIO pycka C Bblpa>eHHbIM aopTta/lbHbIM CTEHO30M

pucka pasBuUTUS OCIOXXHEHUA.
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Bonpoc 0 ponu reHaoepHoOn npenpacnono-
)XEHHOCTU HEeMasiOBaXeH MNpPakTU4ecku and
BCEX KapAVOXUPYPrUYEeCKMX BMELLATENbCTB
y nauymeHtoB cTtapwe 60 net. CoBepleHHO
o4eBUOEH NHTEPEC KIIMHULUUCTOB K U3YYEHUIO
BAVSHUS nosia Ha Gavxanwme n otganeHHble
pesynstaTtel TAVI. Kpome TOro, Hem3BeCTHO,
Kak BAUSIOT Ha pe3y/ibTaTbl 9HO0BACKYIAPHOro
NleyeHns BblpaXkeHHOro crteHo3a AK gakTopsl,
CBSI3aHHbIE C >XXEHCKMM TMO0JIOM, a WMEHHO:
ocTeonopos, 6bepeMeHHOCTb B aHaMHe3e, BO3-
pacT HaCTyMNJIEHNS MEHOMAay3bl.

CpaBHUTENBHbIN aHaANN3 Pe3yNbLTATOB XNPYP-
rmyeckoro npoteampoBaHus AK n TAVI y 60b-
HbIX C BbICOKMM OMNEPALMOHHbIM PUCKOM MOKa-
3aj, 4TO rocnmTajnbHas NneTasbHOCTb O0CTO-
BEPHO BbIWE MPU XUPYPrUY4ECKON KOPPEKLUN
nopoka AK n coctaBndetr 13,1% y XeHLIVH
n 12,1% y myxuumn (M. Williams, 2014) (17).
JByxneTHaa netanbHOCTb NPU XUPYPrnyeckomn
3ameHe AK Takxe OOCTOBEPHO BbIWE U OOCTU-
raet 38,2% y xeHwuH un 32,3% y MYX4uMH
(M. Williams, 2014) (17).

Mccnenysa onuxanwmve pesyfbTaTbl NpoLle-
ayp TAVI, KNIMHNUUCTbI 3aKSo4nIn, YTo cpeam
naumMeHTOB >XXEeHCKOoro nosa vyactota 30-gHeB-
HOW NeTasbHOCTM OOBOJIbHA BbICOKA W KOne-
6netca ot 5,8% (J.K. Forrest u coast., 2016)
oo 11,5% (M. Katz n coast., 2017) (18, 19).
CornacHo M. Katz (2017), nokasaTtenn 30-aHeB-
HOW NeTanbHOCTU CPEeaM MYXHUH NPaKTUYECKN
B 2 pa3a Hmxe 1 coctaBnsaoT oT 5,4% (A. Czar-
necki, 2017) no 6,5% (M. Katz) (19, 20). N3-3a
6onee TAXENOro Te4EHNs paHHero nocreorne-
PaLMOHHOIo Neproaa y XEHLWH OJINTENbHOCTb
npebbiBaHUS NOCNeOHNX B CTauyoHape Bhbille.
Mo panHbIM R. Doshi n coasT. (2018), naumeH-
Tbl XXEHCKOr0 mojia Haxoauancb B CTaumoHape
nocne npouenypbl TAVI B cpegHem 8,3 OHsA
(MpoTMB 7,7 OHSA Yy MY>4UH) (21).

YacTtoTta pasBuTuUS OCTPOro HapyLleHus
MO3roBoro kposoobpauieHus (OHMK) nocne
npoueaypbl 3HOOBaCKyNsipHOM koppekumn AC
y XeHLnH konedbnetca ot 1,3% (A. Chieffo n co-
aBT., 2017) no 4,4% (S.A. O’'Connor, 2015)
(22, 23). Yactora OHMK cpeou naumeHToOB
MY>XCKOIO noJsia ConocTaBMMa C YaCcTOTOW B XXEH-
ckow BblIbopke 1 coctaenaeT oT 3% (S. Kodali,
2016) oo 5,4% (M. Williams, 2014) (17, 24).

YacTtoTa cocyamcCTbIX OCIOXHEHWIW Yy naum-
E€HTOB XXEHCKOro rnona Bbile, YEM Y MYXUUH, U
cocTtaensiet ot 7,7% (A. Chieffo n coasr., 2017)
no 17,3% (S. Kodali, 2016) (22, 24). Y naun-
€HTOB MY)XCKOrO rnoJsia gaHHbI nokasartesib KO-
neoénetcs ot 4,39% (J. Chandrasekhar, 2014)
no 10% (S. Kodali, 2016) (24, 25). JaHHoe

OCJIOXXHEHME Y XEHLIMH OObACHAETCS MEHb-
WM anameTpoM 6eapeHHor apTepun, Yyepes
KOTOPYIO BbINOSIHAETCS JOCTYN Npuv npoueaype
TAVI.

YacToTa XU3HEeyrpoXawLero KpoBoTeye-
HUS Y MAUUMEHTOB XXEHCKOro rnosia 3Ha4YnTeIbHO
BbilLe 1 cocTaenseT oT 4,4% (A. Chieffo n co-
aBT., 2017) pno 20,6% (M. Katz n coasT., 2017)
(19, 21). JaHHbli NnokasaTesib Yy MY>HUH Kone-
onetcsa ot 1,6% (A. Sannino, 2018) no 12,0%
(M. Katz n coasr., 2017) (19, 26).

Mocne npouenypbl TAVI, no gaHHbIM A. Chi-
effo (2017) n S.A. O’Connor (2015), yacTtoTa
“MAaaHTaumMm NOCTOSHHOrO BOAUTENS puUTMa
Yy XeHWwmnH BapbupyeT ot 12,1 go 19,4% (22,
23). Y MyX4H AaHHbIV nokasaTesb 3Ha4YnTe Nb-
HO BbilLe 1 pgocturaet 26,4% (S.A. O’Connor,
2015) (23).

Pa3Buntne napaBanbBYyfIpHOW perypruta-
UMM OT YMEPEHHOW A0 TSXKENION CTEMEHM Yaule
BCTpeYaeTcs y MyX4nH — oT 5,2% (S.A. O’Con-
nor, 2015) no 14,3% (S. Kodali, 2016) (23, 24).
CornacHo S.A. O’Connor (2015) n S. Kodali
(2016), y xXeHLWWH OaHHbIM nokaszaTtenb 6onee
yeMm B 2 pasa HMXe 1 BapbupyeT oT 2,8 0o 6%
(23, 24). Mpu4nHOM JAHHOrO OCJIOXHEHUS
Y MYXXUUH aBNsieTcs 60see BbipaxeHHas Kasb-
unpukaumsa AK.

Mcecnenys otoaneHHble pesynbraThbl NpoLe-
aypbl TAVI, KTMHUUWCTbI NPULLAN K BbIBOAY, YTO
cpeay naumMeHTOoB XEeHCKOro nosa yacroTa fe-
TaNbHOCTW CYLLECTBEHHO HMXe. Mo JaHHbIM
M. Williams (2014), 6-mecsa4Has netanbHOCTb
Yy XeHLWUH cocTaBuna 12,2% (y Mmy>4nH — 15%)
(17). B xxeHckoW nonynsaumm OOHOJIETHAS Je-
TanbHOCTb cocTtaBnaet oT 7,0% (A. Sannino,
2018) po 24,1% (J.K. Forrest, 2016) (18, 26).
Bonee BbiCcOKas HacToTa OQHOJIETHEN NneTalb-
HOCTK OTMeYeHa B MY>KCKOM NONynsuun v Ba-
pbupyeT oT 12,7% (A. Sannino, 2018) no 34%
(F. Conrotto, 2015) (26, 27). KnnHuumMCThbI
OBOBACHSAT HU3KUWA MPOLLEHT OTAANEHHON
JNIeTanbHOCTM Cpenu XeHWwmH 6onee 4acTbiM
MCNOoNb30BaHNEM OanIoOHPaCLUMPSEMbIX CTEH-
TOB npu npouenype TAVI y naumeHTokK C Bbipa-
XeHHbIM AC (A. Sannino, 2018) (26). Beicokuni
MPOLEHT OOHONIETHEN neTasibHOCTM CBA3aH
C BbICOKOW 4aCTOTOW MapaBaibBYJIIPHON pe-
ryprutauymn cpeay naumeHToB MyXCKoro nosna.

Mo paHHbiM S.A. O’Connor (2015) u M. Willi-
ams (2014), gByxneTHasa neTanbHOCTb BbilLE
cpean MyXudunH n coctasndet ot 32,2 0o 37,7%
COOTBETCTBEHHO, Y XEeHLUUH — OT 26 0o 28,2%
(17, 23).

Takum o06pas3om, Ha CEerogHsILUHUA OeHb
MOXHO CYMTaTb PELUEeHHbIM BOMPOC O 3Hauu-
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TensHOM npeumyuiectee TAVI nepepn knac-
cuyeckum npoteanpoBaHnem AK y OONbHbIX
C BbICOKMM XUPYPrnUyeckumMm puckom. BnuaHmne
rnosia Ha pesynbTaTbl 9HOO0BACKYIAPHOro fnedve-
HUA BblpaxeHHOro AC HEOAHO3HAYHO.

BmecTe c TeM BbiSIBIeHHOE OoTpuLlaTeibHoe
B/INSIHME XEHCKOro noJsia Ha 4acToTy pa3BuUTUSA
Takmx OCNOXHEHUI, KaK rocnuTanbHaa netanb-
HOCTb, >XXN3HeyrpoxaroLlee KpoBoTeYyeHue, Co-
CyOMCTble OCNOXHEHUA, TpebyeT nanbHenLwen

Over the recent years aortic valve stenosis
(AVS) is the most common cardiac valve pathol-
ogy and is ranked 3rd among the cardiovascu-
lar diseases after arterial hypertension and is-
chemic heart disease (1). The main etiologic
factor of the defect in adult patients is calcifica-
tion of the aortic valve cusps. Increased life
expectancy of the population observed during
the past decades resulted in the increased
number of patients with calcified AVS; propor-
tion of females among them is rather high. The
signs of aortic valve sclerosis and calcification
are diagnosed approximately in 40% of cases in
patients aged from 60 to 80 years old, while in
patients older than 80 similar changes are ob-
served already with the 75% incidence (2, 3).

According to the 2017 ESC/EACTS guide-
lines (Baumgartner H. et al.) on management of
patients with heart valve pathology, the clinician
considers the combination of the following fac-
tors as severe aortic valve stenosis: flow rate,
mean pressure gradient, left ventricular (LV)
function, LV size and wall thickness, degree of
aortic valve calcification, blood pressure as well
as the patient’'s functional status (4). Aortic
valve stenosis is considered severe if the aortic
valve orifice area is <1 cm? and the mean aortic
valve pressure gradient is more than 40 mm Hg
(4). In patients with a small body surface area it
is more rational to consider aortic stenosis with
an aortic valve (AV) orifice area of <0.6 cm? as
severe. When diagnosing an aortic valve steno-
sis low flow rate, AV systolic pressure gradient
and left ventricular ejection fraction (LV EF)
should be taken into consideration (aortic valve
orifice area of <1 cm?, mean pressure gradient
of < 40 mm Hg, LV EF less than 50%, systolic
output index (SVi) < 35 mL/m?). Low dose dob-
utamine stress echocardiography should be
performed for differential diagnosis with pseu-
do-severe aortic stenosis. The aortic valve area
during stress in pseudo-severe aortic valve
stenosis increases by more than 1.0 cm? with
the flow rate normalization (4).

pa3paboTkn TakTUKM obecnevyeHmsa onepaumu,
BeneHunsa 60bHbIX B 6iimxailiemM nocneonepa-
LMOHHOM Nepuoae C uenblo NpoduaakTukn
BbILLEOMUCAHHbIX OCJIOXXHEHUN. Y4uTbiBas
OOonbLUYIO 4acTOTy MapaBasibBYASIPHON peryp-
rmtaumm nocne npouenypbl TAVI y nauneHToB
MY>XKCKOIro nosa, Heo6xoaumMo fasibHenLee co-
BEPLUEHCTBOBAHNE TEXHMYECKUX XapakTepwu-
CTUK caMuX NpOTE30B C LESbI0 MUHMMU3aLUN
OCTaTO4YHOWM NPOTE3HOW HELOCTATOYHOCTN.

Since the classical works performed by
J. Ross Jr. and Braunwald E. (5), the only effec-
tive treatment method of severe aortic stenosis
is cardiosurgical intervention — AV replacement.
Experience of AV surgical replacement has a
history that goes back for more than a half of a
century (6-8).

Obviously, the severity of patients’ primary
condition worsens with age, polymorbid pathol-
ogy is more frequently observed, thus, signifi-
cantly increasing the risk of classic surgical
aortic valve replacement (European System for
Cardiac Operative Risk Evaluation (EuroScore)
> 15 and The Society of Thoracic Surgeons
(STS) > 10) (9).

In multiple randomized and multicenter trials
it was demonstrated that the surgical AV re-
placement in elderly patients with various con-
comitant pathology is associated with the high
hospital mortality rate which according to the
data of A. Gehlot (1996) and C.R. Smith (2011)
constitutes from 6% to 13.7% (10, 11). This
fact has become determinant for development
and implementation of alternative methods for
severe aortic valve stenosis treatment into the
clinical practice.

The transcatheter aortic valve implantation
(TAVI) was successfully performed for the first
time by French surgeons guided by A. Cribier in
April 2002 in the patient with severe aortic ste-
nosis and severe comorbid condition (12).
Since then, the number of procedures of tran-
scatheter AV implantation in patients at high
surgical risk is consistently rising. If in 2012 over
80,000 surgeries were performed (P. Généreux
etal.), in 2015 their amount exceeded 250 thou-
sands (J. Rein6hl et al.) (13, 14).

In accordance with the guidelines of the
European Association for Cardio-Thoracic
Surgery (EACTS) and European Society of
Cardiology (ESC) in collaboration with European
Association of Percutaneous Cardiovascular
Interventions (EAPCI), TAVI is indicated in pa-
tients with severe symptoms of AVS and pre-
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dicted (considering comorbid conditions) life
expectancy over 1 year, in whom the classic
"open” surgical AV replacement is contraindi-
cated in accordance to the assessment of the
multidisciplinary team of the specialists, and in
patients with expected improvement of the
quality of life as a result of the defect correction
(I B recommendation class) (15). Based on the
AHA/ACC recommendations (2014), TAVI is
a reasonable alternative to surgical aortic valve
replacement in patients at high surgical risk
(I' A B recommendation class) (16).

Wide implementation of TAVI into the clinical
practice resulted in a significant increase in a
number of operated patients at high surgical
risk in whom classical AV replacement was ear-
lier rejected due to the presence of a severe
comorbid condition.

Nowadays, endovascular treatment of se-
vere aortic valve stenosis is also performed in
patients at intermediate risk of surgery
(EuroSCORE <15% or STS < 8%) if there is se-
vere calcification of the ascending aorta, “por-
celain” aorta and a history of the chest radio-
therapy and cardiosurgical interventions (4).

Due to the increased number of the tran-
scatheter aortic valve implantation procedures
in patients with severe aortic valve stenosis, the
interest is rising among the specialists in study-
ing the results of endovascular AS treatment
as well as in analyzing the risk factors of compli-
cations development.

The issue of gender predisposition is impor-
tant for almost all cardiosurgical interventions
in patients older than 60 years old. The clini-
cians interest to investigation of the gender
impact on short-term and long-term results of
transcatheter AV implantation is absolutely ob-
vious. Moreover, it is unknown how the factors
associated with the female gender, specifically,
osteoporosis, a history of pregnancy, the age of
menopause, affect the results of the endovas-
cular treatment of severe AV stenosis.

The comparative analysis of the surgical AV
replacement and TAVI results in patients at
high surgical risk has demonstrated that hos-
pital morbidity is significantly higher during
surgical correction of the AV defect and con-
stitutes 13.1% in females and 12.1% in males
(M. Williams, 2014) (17). 2-year mortality rate
during surgical AV replacement is also signifi-
cantly higher and reaches 38.2% in females
and 32.3% in males (M. Williams, 2014) (17).

During investigation of the short-term re-
sults of transcatheter aortic valve implantation
procedures, the clinicians have come to the

conclusion that in female patients 30-day mor-
tality rate is rather high and varies from 5.8%
(J.K. Forrest et al., 2016) to 11.5% (M. Katz
et al., 2017) (18, 19). According to M. Katz
(2017), 30-day mortality rate in males is almost
2 times lower and constitutes from 5.4%
(A. Czarnecki, 2017) to 6.5% (M. Katz) (19, 20).
Due to the severer course of the early post-
operative period in females, duration of their
in-patient stay was longer. According to R. Doshi
et al. (2018) data, female patients stayed at the
in-patient department after transcatheter aortic
valve implantation procedure for on average
8.3 days (versus 7.7 days in males) (21).

The incidence rate of acute cerebrovascular
accident (CVA) after the procedure of aortic
stenosis endovascular correction in females
varies from 1.3% (A. Chieffo et al., 2017) to
4.4% (S.A. O’Connor, 2015) (22, 23). The inci-
dence of acute CVA in male patients is compa-
rable with the frequency in a female population
and varies from 3% (S. Kodali, 2016) to 5.4%
(M. Williams, 2014) (17, 24).

The incidence of vascular complications in
female patients is higher than in males and
constitutes from 7.7% (A. Chieffo et al., 2017)
to 17.3% (S. Kodali, 2016) (22, 24)]. In male
patients this parameter varies from 4.39%
(J. Chandrasekhar, 2014) to 10% (S. Kodali,
2016) (24, 25). This complication in women is
explained by smaller diameter of the femoral
artery through which the access is performed
during TAVI procedure.

The incidence of life-threatening bleeding
in female patients is significantly higher and
constitutes from 4.4% (A. Chieffo et al., 2017)
to 20.6% (M. Katz et al., 2017) (19, 21). This
variable varies in males from 1.6% (A. Sannino,
2018) to 12.0% (M. Katz et al., 2017) (19, 26).

Accordingto A. Chieffo (2017)and S.A. O’Con-
nor (2015), the incidence of the permanent
pacemaker implantation in females varies from
12.1% to 19.4% (22, 23). In males this variable
is significantly higher and reaches 26.4%
(O’Connor S.A., 2015) (23).

Paravalvular regurgitation (from moderate
to severe) is more frequently observed in males
(from 5.2% (O’Connor S.A., 2015) to 14.3%
(Kodali S., 2016)) (23, 24). According to
S.A. O’'Connor (2015) and S. Kodali (2016),
in females this variable is more than 2-times
lower and varies from 2.8% to 6% (23, 24).
The reason of this complication in males consti-
tutes in more prominent calcification of the AV.

While investigating the long-term outcomes
of the transcatheter aortic valve implantation
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procedure, the clinicians have come to the
conclusion that in female patients the mortality
rate is significantly lower. According to M. Willi-
ams (2014), 6-month mortality rate in females
constituted 12.2% (15% in males) (17). In the
female population 1-year mortality rate ranges
from 7.0% (A. Sannino, 2018) to 24.1%
(J.K. Forrest, 2016) (18, 26). The higher rate
of 1-year mortality is reported in the male popu-
lation and varies from 12.7% (A. Sannino, 2018)
to 34% (F. Conrotto, 2015) (26, 27). Clinicians
explain the low proportion of a long-term
mortality in females by more frequent use of
balloon-expandable stents during TAVI proce-
dure in patients with severe AS. The high per-
centage of 1-year mortality rate is associated
with high frequency of the paravalvular regurgi-
tation in male patients.

According to S.A. O’Connor (2015) and
M. Williams (2014), 2-year mortality rate in
males is higher and constitutes from 32.2%
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This paper discovers philosophical and anthropological fundamental reasons of the medical error phenomenon.
Liability of a physician for a false move is incredibly high; however, the punishment (including self-punishment)
must not always put an end to the physician’s right to perform his/her duties.
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B3anmooTHOWEHNA Bpada v nauueHta -
4acCTb XN3HU NOOOro N3 Hac. ATo HemsbexHas
OAHHOCTb HECOBEPLUEHHOM YEeN0BE4YECKOM Npu-
poabl. 3TN OTHOLUEHUS MPOXOAAT Yepe3 BCHO
Hally >XXM3Hb, COMPOBOXAAsi HAC OT POXOEHMUS
N 00 PU3NYECKOW CMepTU: OT pPyK akyulepa
[0 pyK nartosioroaHaToma.

CBoOWCTBEHHAA COBPEMEHHOCTW aBTOMaTuU-
3aums, MexaHusaumss U KoMmepumanualaums
3TUX B3aMMOOTHOLLEHMNIM NPMBOAAT K HEN36eX-
HOMY POCTY HEOOBEPUS, OTHYXXAEHUS N HEMO-
HUMaHNSA, BO3HMKAKOLWMX B NPOLECCE KOMMY-

Jlloackue HyXabl 3acTaB/isiOT Hac peLuarb
un pervictBoBatb. Ho ecnu mbl 6ynem Tpebo-
BaTtesibHbl K cebe, TO HEe TOJIbKO YCrexw,
HO U OLLUMOKW CTAaHYT MCTOYHUKOM 3HaHWA.

rmnnokpar

HMKaLWM KaK Mexay BpayoM 1 NaumMeHToOM, Tak
n Mexnay noabmm Boobuie. Bpay, HensbexHo
obOpeyeHHbIN 1 Ha poNnb NMaumeHTa, He Bcerga
MOMHUT O TOM, 4YTO BCE ero npeHeodbpexeHue
K BOMPOCY MEX/IMYHOCTHON KOMMYHMKaLUN
C OONbHbIM MOXET 006epHyTbLCHA N 0bepHeTCs
MPOTWUB HEero camoro. A nauuieHT, BUASLNN
B CBOEM Bpaye rofyio GyHKUM, CHoBa nopa-
KaeTcs ero 4esoBevyeckomy 6e3pasnnymnio.

B nogobHom cutyaumm B3aMMHOIrO HEMOHU-
MaHUS 1 OTYYXXAEHUS MOBbLILLAETCH PUCK BO3-
MOXHOCTM BpadebHom owmnbkn. Knaccmnyeckoe

BpayvebHas owmbka kak aHTPOMOI0rM4eCcknii, 3TUHECKNIA 1 NpaBoBoOLi peHoOMeEH



PUNJIOCODPCKUE ACIMEKTbI MEANLINHBI

aTnyeckoe onpeaeneHne 9Toro ¢eHomeHa
BbIMSOUT Tak: 3abnyxnoeHuve Wnnm HeBepHoe
pelweHne Bpadya B ero npodeccmoHasrbHOMN
O0esaTenbHOCTU, MMeloLLLee B OCHOBE HECOBEP-
LLEHCTBO COBPEMEHHOr0 COCTOAHUA Meau-
LMHCKOW Hayku U MeTomoB ob6cnenoBaHus
60NbHOrO, OOBLEKTMBHbIE BHELLHWE YCNOBUS
paboTbl Bpaya, a Takxke HegoCTaTOuYHYo Noa-
roTOBKY U noBnekulee 3a cob60i HeyMbILUJIEH-
HOE HaHeceHue THAXKOro Bpena 340pPOBblO
O0onbHOrO.

BpauebHas ownbka (medical blunder) B oT-
Jn4yMe OT HEBEPHOro nMocTynka unm opdorpa-
duryeckom owmbku (mistake) n craTucTuyeckom
OLLIMOKN UK OWNOKN B pacyeTax (error) aBns-
eTCs UMEHHO nyTaHunuen, cmateHmem (blunder),
4YTO BEPHO OTPAXAET HE TONbKO ee Npupoay, HO
N COCTOSIHME Bpaya, COBEPLUMBLLUENO TaKylo
oLnoKy. PopmMasnibHO NPUHATO pasnuyaTth Takme
BUAObl BpadeOHOW OWMOKU, Kak AuarHocTuye-
ckasi TexHuyeckas (“copBanacb pyka”) n ne4eo-
Has (HeBepHO nomobpaHa cxema JIe4YeHUs, He
yyTeHbl MoOOo4YHble 3PPeKkTbl MnpenapaTos).
BpauebHyo owmnbky cneaoyeTt oTimMyatb OT Xa-
NaTHOCTU, B CJ/ly4ae KOTOPOW MPUYUHON HaHe-
CeHus Bpeda naumeHTy CNnyXuT BpadebHas He-
KOMMETEHTHOCTb UM HEHaaexallee oTHoLle-
HMe Bpaya K UCNOJIHEHNIO CBOUX 0OA3aHHOCTEN.
“MpodeccrnoHan — 3To TOT, KTO 3HAEeT BCe O TU-
MUYHbIX oKnbKax B cBoen obnactu, 1 NOToMy
[OCTaTOYHO OMbITEH, YTOObI YCTOATbL OT MX CO-
BepweHuns” (1), — HanoMrHaEeT HaM N3BECTHbIN
N ONbITHEWLUMI Bpad-aHecTe3nonor npodec-
cop A.Tl. 3unbbep.

M3BecTHO, 4TO 3akOHOOATENIbCTBO, perna-
MeHTUpYyloLlee OTBETCTBEHHOCTb MeOMKOB 3a
BpayeOHble OLIMOKK, MOSIBUIOCH ELe B y-
6okon gpeBHOCTU. OOgHMM M3 Hambonee uU3-
BECTHbIX 3aKOHOOATEJIbHbIX aKTOB, OOLUEALLINX
[0 Hac, 9BNSIETCS BbiCEYEHHbIN Ha kamHe CBof,
3aKkOHOB XamMmmypanu. B HeM OTBETCTBEHHOCTU
3a BpadeObHyIo oLLnbKy OTBeAEeHO Tpuy naparpa-
da, roe nocnegoBaTesibHO OMUCLIBAIOTCS
owunbkm Bpayen BO BpeEMS NMPUrOTOBJIEHUS OT-
BapoOB, CHao00buii, a Takke onepauuu, noBJek-
wme 3a cobolo yBedbe mnm rmbenb 60NbHOrOo.
B cooTBeTCTBUM C NpUHLUMNAMUN ECTECTBEHHO-
ro npaBa BaBWJIOHCKMI Bpay HEC HakalaHue,
ajekBaTHOe Bpeny, HaHeCEeHHOMY BCleACcTBuE
owmnbKku: nNun BpedHoe cHagobbe, nuliancs
KOHEYHOCTU U T.N.

B OpesHen Haoun, cornacHo Ceoay 3ako-
HOB MaHy, Bpay 3a owunbo4YHOEe fieYeHne noa-
Beprascsa wrpady, pasamep KOTOpOro onpege-
N491Ccsa B 3aBUCMMOCTW OT KaCTOBOIO MOJIOXe-
HMS1 OONBHOIO.

B JpeBHei peunmn BpayedbHOe MacTepCcTBO
LLEHUIOCb OYEHb BbLICOKO, MO3TOMY MeEAUVKU
3a oWwmnbKM 0CBOOOXOANNChL OT OTBETCTBEHHO-
CTn, ecnn 60/1bHO ymupan “npoTmMB BONU Bpa-
yyloLLero”.

Pumckoe npaBo npepnycmaTpuBano Haka-
3aHuMe Bpaya 3a rpyoble owmnbkm, npuyem no-
HATUEe “BpayvyebHble owmbkn” OblINO BECbMa
wmpokmm. Cioga OTHOCUINCH M HEOMbITHOCTb,
M HEOCTOPOXHOCTb Bpayen, M HeokasaHume
MeOULIMHCKON nomMowun. PruMcKkoe npaBo yXxe
[0onyckasno NpaBOMEPHOCTb CMepPTU BOTbHOIO
BCNeacTBue TAXeCTn 3aboneBaHns. YMbILLNEH-
HOoe ymepLUB/ieHMe B0NbHOro, OTpPaBieHNE ero
C nomoulbio 42, abopT, KacTpaumus He OTHO-
cunmMcb K NpodecCUOoHanbHbIM MpecTynie-
HUSAM, OTBETCTBEHHOCTb MEOMKOB 3a HUX Oblna
Takow Xe, Kak 1 opyrmux rpaxaaH.

B uctopumn peHen Pycu BpavyeBaHue npu-
paBHMBANOCb K BOJIXOBAHWIO N 4apOAdencTBy.
MoaToMy 3a BpayebHble OLWKMOKM Bpady Hec
OTBETCTBEHHOCTb KakK 3a YMbILLJIEHHOE MPEeCcTy-
nneHve. NprUMepoM MOXET CNYXUTb yMepPLL-
BfieHMe nekapsa JleoHa, KOTOpbIV nedun 6onb-
HOro CblHa BeNMKOro kHa3a Moanna lll, HO He
CMOTr ero cnacTtu ot cmeptu. B 1686 1. B 0ogHOM
13 LAapCKMX YKa30B fiekapu npeaynpexxganmcb,
4yTO “Oyae N3 HUX KTO HAPOYHO MU HE HAPOYHO
KOrO YMOPSIT, @ NP0 TO CbIWeTCs, UM ObITb Ka3-
HEHHbIMU CMEPTHIO”.

B AHrnnm B XV Beke Xnpypr, KOTOPbIA HAaHEC
ywepb nauneHTy, npeacTaBasn rnepen cynom
M3apa ropoga M NO NPUroBOpy NocnegHero
noggeprasnca wrpady, TIOPEMHOMY 3aKove-
HMIO WX Ha onpenefieHHbIn CPOK NuLiancs
BpayebHOWM nNpakTukn (2).

Cyxum opuamndyeckmm s3bIkOM BpavebHas
owinbka HbiHe kBannpuuupyeTcsa kak “aobpo-
coBecTHoe 3abnyxaeHne” — To ecTb CUTyaums,
B KOTOPOI COBepLUaloLLNIi OLLINOKY 1 BNOCnea-
CTBUN HECYLLNI 3a HEE OTBETCTBEHHOCTb YEJ0-
BEK HE NOO03pPEBAET, YTO ero OencTBue aBns-
€eTCa OWKnBOYHbIM U MOXET NOBJeYb 3a COOOM
“BpeaHbIn MeOULIMHCKUM addekT”.

10T “adpdekT” NMbo HencnpaBUMbIA, TMOO
KparHe TPpyOHO MCMpaBuUMbIV, Ha NpuUMepe
BpayebHOW owmnbKy (Kak HU OOHOW OpPYroin)
WNNIOCTPUPYET NPUpPoay NOHATUS OLUMOKK Kak
“noxHoro wara” (un faux pas), no cosep-
LLIEHNN KOTOPOro Mbl YXX€ HE BOJIbHbI “LLArHyB
obpaTHO”, 06paTUTb ero NOcNeacTBuS.

B aTtom cmbicne BpadebHas owwmbka poa-
CTBEHHA MNOHATUIO rpexa, MOCKOJIbKY BCSKUMA
rpex ecTb, NO CYyTU, HECOBMNAAEHME LEenn N pe-
3ynbrarta, “npomax”, AOCTOWHbIA UCKYMEHUS.
Ho Bpady nmog4ac He OCTaBAsOT LWaHca Ha

Ne 54/55, 2018



PHILOSOPHICAL ASPECTS OF MEDICINE

ncKynneHme, a To 1 TOponaTcs 0OBUHUTL Aaxe
Nnpw OTCYTCTBUM BUHbI.

“OLwmnbKN MOTyT CNy4aTbCs B IIOOON AeAaTeNb-
HOCTM 4efioBeKka, OOHaKO HM B OOHOMN ApPYromn
obnactn (B oTnnyMe OT MeAULMHbI) OHU He
nprobpeTaloT Takom 0OLLECTBEHHOW 3HAYMMO-
cTu... Moatomy nbon MeguLMHCKM paboT-
HUK O0/KEH MMEeTb NpeacTaBfeHne O puan-
YeCcKO OTBETCTBEHHOCTU, KOTOPYIO OH MOXET
MOHECTN 3a HEBbLINOJIHEHNE WU HeHagnexa-
Llee BbIMOJIHEHME CBOUX NPOGECCMOHANbHbIX
obasaHHocTen” (3).

o Bctynnenua B cuny ®3 Ne 323, perna-
MEHTUPYIOLLErO Yro/IOBHYIO M aAMUHUCTPATUB-
HYl0 OTBETCTBEHHOCTb Bpada 3a BpayvyebHylo
owmnbKy unnn BpavyedbHylo XanaTHOCTb, Bpad,
cornacHo 3akoHoAaTesnbCTBY, Obl1 HageneH
0COObIM IOPUANYECKUM CTaTyCOM, COCTOSIB-
LM B TOM, Y4TO peLLEeHME O NPUBEYEHNN Bpa-
Yya K OTBETCTBEHHOCTM 3a COBEPLLUEHHYIO UM
ownbky B OONbLUEN CTENEHN 3aBUCENIO HE OT
€e HeraTMBHbIX NOCNEeACTBUI, a OT COCTOSAHUS
ero coeecTu (3).

HopMbl NpaBa v npakTuka rnpaBonpuMeHe-
HUS, NpuU3HaloWMe COBECTb CYObLEKTUBHOWN
KaTeropmemn, HactampaloT Ha HeEOOXOOMMOCTHU
Haka3aHusa Bpadva, OOMNYCTUBLUEro oLnoky,
B COOTBETCTBMU CO CTENEHbLIO (PU3NYECKOro
1 MOpPanbHOro Bpeaa, HAHECEHHOIO NALUMNEHTY.

Mpn aTOM TPYAHOCTb M HEOAHO3HAYHOCTb
afeKBaTHOro NPaBONPUMEHEHUS B Clly4ae Bpa-
yebHoWM oWnbKKM NnexaT B MIOCKOCTU, BbIXOOdA-
LWen naneko 3a pamMKy IpUaMHeCKMX KONIU-
3uii. leno B ToM, 4TO 0OLLECTBO, NpeBpaTuB-
LLIee NPOoLLeCC OKa3aHUss MeaMLUMHCKON MOMOLLM
B NMPOLLECC OKa3aHUSA MiaTHbIX YCAYT, Npu KOTO-
POM MauUUEHT CTAHOBUTCH KJIMEHTOM, anpuop-
HO CHMMaeT C MnocnegHero OTBETCTBEHHOCTb
3a COOCTBEHHOE 30POBbE, COCTOSILLYIO B TOM
4yucne M B HagneXxallem MCMOMHEHUN nauu-
€HTOM >XXM3HEHHO BaXXHbIX OJ11 HEFO PEKOMEH-
Jaumin Bpada. HemcnonHeHne a9Tux pekoOMeEH-
Jauuni, nexawiee Ha COBECTU NaumeHTa, HMKak
IOPUOMNYECKM HE PEINAMEHTMPOBAHO U HE NOfA-
pasymMeBaeT HUKAKOW IOPUANYECKOW OTBETCT-
BEHHOCTW KakK C ero CTOPOHbI, Tak U CO CTOPO-
Hbl ero 6NM3KKUX, HECMOTPS Ha 0b6s3aTeNbHOE
noanvcaHme MMM MUCbMEHHOrO Cornacust Ha
npoBedeHne BpadyebHbix MaHunynauuin. Bcs
OTBETCTBEHHOCTb 3a BpPayebHYyl0 OLIMOKY Of-
HOCTOPOHHE NOXMUTCSA Ha Mae4n Bpaya n meau-
LMHCKOroO KOMEeKTUBa, He UMelowmx npasa
CCbINIaTbCs Ha xanaTHOE OTHOLUEHME naumeHTa
K CBOEMY 3[0pPOBbIO B C/lydae pacCMOTPEHUS
nena o BpadedbHom owmnbke. OcobeHHO 60NbHO
aTa npakTuka 6beT Mo Bpayy B CUTyauumm, korga

HEBO3MOXHOCTb OKasaHus NOMOLLN 6e30TBeT-
CTBEHHOMY MNaLMEeHTY NPUBOAUT K MHBANOHO-
CTU NN CMEPTESTbHOMY UCXOaY.

Jaxe Bpaun-topunCTbl BbIHY>XAEHbI NPU3HATb
TOT dakT, 4TO nogobHadA npakTMka OBOMHbIX
CTaHOapTOB 3a4yacTylo npeBpaliaeT Bpaya
B 3aJ10XXKHMKA MPaBOBOMN CUCTEMBbI, MOYTU BCEr-
[a HaxogsWencsa Ha CTOPOHE nauueHTa u rno-
3BOJSISIIOLLEN eMY U ero 6NM3K1UM CcTapaHUaMu
CBOMX IOPUCTOB MaHUMNyNMpoBaTb KOHMIUKT-
HOW cUTyaumnen.

Bonee TOro, naumeHT Ha nNpaBax KIMEHTa
Brpase TpeboBaTb HakalaHUsA o9 Bpava n ero
KONNEeKTUBa 3a HeokasaHue VMK OrnyadyeHHOoMN
yCNnyru BHE 3aBUCUMOCTU OT MEONLUMHCKON
COCTaBnsAOLWLEN Aena, NOCKONIbKY B YC/IOBUSAX
C/TIOXMBLLENVCH CUTyaLumM aBTOPbl MCKOB K Bpa-
4yaM U MeaULIMHCKNM y4pexaeHnsam popmanb-
HO 3alMLAalT He TOAbKO MpaBa nauueHTa
Ha XW3Hb, HO U €ro Npaea NoTpebuTens, B TO
BpPeEMS Kak OoKasaBLUMCS B NOA0OHOW cuTya-
L1m Bpay pakTUHeCKn NULLEH MexaHn3ma rnpa-
BOBOW 3aLLUUTHI.

MHadye roBops, nuwasi Bpaya npaea pyko-
BOACTBOBATbCA MNpW aHanmMae rocreacTBuit
CBOEW OLINOKM KaTeropmei CoBeCcTu, HO Lenu-
KOM OCTaBfigs AaHHOE MpaBo 3a OnjaTUBLLMM
yCNyry naumeHToM, Mbl, MO CYTU, UMEEM AEN0
C topuanyeckm O0BOCHOBAHHOM Mpe3ymnumen
BMHOBHOCTM Bpaya, HernacHo ObITylowen
B MPaBOBOW N 3TUYECKON MPaKTUKE COBPEMEH-
HOro obuiecTBa.

JaHHoe nonoxeHune gen npeactaBnsieTcs
Tem bonee yrpoxatouwim, 4To 0OLLeCTBEHHOE
MHEHVe, He B MNOCJeaHIO odepedb chopmMu-
poBaHHOE MpoLleccamu NpPoTUB Bpaden, B CO-
3HaHUKM OObIBaTENSA OPOCAET TeHb Kak Ha Liefble
oTpacaM MeauuViHbl, Tak U Ha oduLUManbHYO
MeOMLMHY B LLENIOM, YTO HErATMBHO CKa3blBaeT-
Cs1 HE TONbKO Ha penyTaLumm Bpaden, nogsepras
COMHEHMIO COLMANbHYIO M INYHOCTHYIO COCTaB-
NSIOLLYIO LIEHHOCTU UX XU3HU HO, — YTO B KO-
HEYHOM UTOre Kyga BaXxHee — 1 Ha 340POBbe
obuiecTBa B LLESIOM, MOCKOJIbKY He3alMLLEH-
HOCTb Bpaya, nNpuBOAsALIAs K YBEINYEHUIO
yrucna MeauLMHCKNX MCKOB, Ha aene npMeoauT
K HUBENMPOBAHMIO €ro aBToOpuTeTa B rasax
nauveHToB 1 oOLEecTBa, YBENMYEHUIO Yucna
XPOHUYECKMX U TPYOHO U3NEYUMbIX OOJSbHbIX,
YXYZALLIEeHNIO YCNOoBUiA paboThl Bpaya, TpyasLie-
rocsa nog NoCTOSAHHbIM AAaB/IEHNEM CO CTOPOHBDI
obLecTBa MU 3akoHa, POCTY pucka BpayebHoM
OowKnbKM N Kak cnencTtBme HOBbIM CyaebHbIM
TsKOaMm.

B0O3MOXHbIN BbIXOO N3 3TOr0 3TUKO-NpaBoO-
BOro 3aMKHYTOIrO Kpyra 3ak/4aeTcsi BO BHe-
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CeHUW B 3aKOHOO4ATENIbCTBO M3MEHEHUN, NMpen-
nonarawLyx He 0cobblii cTaTyc Bpaya, HO CO-
BOKYMHYIO OTBETCTBEHHOCTb Bpaya 1 nauyeHTa
3a cuTyauuun, CBA3aHHble C COCTOAHMEM 300-
poBba nocnenHero. HageneHue Bpada COOT-
BETCTBYIOLWMVMMN MPAaBOBbIMYA MeXaHU3MaMu,
HEeoOXoAMMbIMUM €My B BONPOCax 3allUTbl CBO-
ero npogeccroHanbHOro U 4esoBE4YEeCKOro
IOOCTOMHCTBA, Takxe 00s3aHO uUrpaTb BaXKHYHO
pPOJib B BOMPOCE O MEANLMHCKNX NCKaX.
B3anMOOTHOLLEHNS Bpaya 1 naumeHTa HOCAT
MHTEPCYOBbEKTUBHBIN, TO ECTb MEXJIMYHOCTHBbIMN,
xapakTtep, nNpu KOTOPOM OENCTBME Kaxaoro
13 OBYX B3aIM0O3aBUCMMbIX CyObEKTOB 3TUX OT-
HOLLEHUW BAUSIET Ha COCTOAHUE U OENCTBUS
apyroro. LleHTpanbHbIM NPUHLMIOM 3TUX He-
MPOCTbIX B3aMMOOTHOLUEHUN SBNSEeTCs unaes
LLEHHOCTU 4enoBevyeckon XunsHu. Ho npexae
4eM Mbl paccMoTpuM (peHoMeH BpadvebHoMn
owmnbkM B CBeTe OaHHOW maewn, npennaraem
CHOBA KpPaTKO OMpeaennTbCs B TEPMUHAX.
[MoHATNE LEHHOCTN YENOBEYECKOW >XN3HU
npeanofnaraeT OTHOLLUEHME K YeNTOBEKY KakK K pa-
3YMHOMY CYLIECTBY, KOTOpOMY Heobxoamma
abcontoTHasa nonHoTa GU3NYeckoro, coumanb-
HOrO W NMNYHOCTHOro 6bITMA. Mo puamnyeckomn
MOJIHOLLEHHOCTbIO Mbl MOHMMaeM BO3MOXHOCTb
€CTEeCTBEHHOW peanusauuu noteHumana emsmn-
4eCKOoro ”n MNCUXOJIOrMYECKOro 340p0BbA.
CoumanbHbli acnekT UEeHHOCTU XWU3HW Mnpes-
rnonaraeTt He TOJSIbKO BCTPOEHHOCTb JINYHOCTU
B TOCMOAOCTBYIOLWLYIO COUMANIbHYIO CXemy
M peanusaumio B pamMkax 3TOW CXeMbl BOCTpe-
OoOBaHHbIX 0OLWECTBOM NPOdPECCMOHaNbHbIX
Ka4yecCTB, HO 1 YBaXXEHME K YEeNT0OBEKY CO CTOPO-
Hbl 00LlEecTBa Kak K CBOEMY MNOJIHOLEHHOMY
YJSIEHY M PABHOMPABHOMY YYaCTHUKY couMasb-
HOM >XM3HW. JINYHOCTHLIN XapakTep LEeHHOCTU
4EeNOBEYECKOW XN3HN OonpenensieTca oTHolle-
HMEeM YyenoBeka K caMmoMy cebe N OTHOLLIEHMEM
K HEMY ero 6nmxaniero okKpy>KeHus.
OTnyeckmnii peHoMeH BpayebHOW OoLINOKM
nepeBoanT B3aMMOOTHOLLEHUsT Bpada u 00rb-
HOro B Ty “CKONb3KYK” MAOCKOCTb, roe nopg,
BOMNPOCOM 0Ka3blBaeTCH LLIEHHOCTb XNU3HU 000-
nx cybbEeKTOB B3aMMOOTHoLeHu. CTpapaeTt
M penyTtauma Bpada B NpodpeCcCUoHaIbHOM CO-
obLecTBe (Kak 4acTb COUManbHOM COCTaBSAIO-
WEen UEHHOCTU XWNU3HWU), N ero OTHOLUEeHue
K camoMy cebe KakK K 4esioBeky, A0MNyCTUBLLEMY
npomMax (To eCcTb JIMYHOCTHasi cocTasrdaloLLas
LLEHHOCTU >XN3HU). log, yrpo3on MOXeT oKa-
3aTbCs N GU3BNYECKNIN aCNEKT LLEHHOCTU XXN3HU
Bpaya B chny4dae yrpos (unm ux peanmsauymm)
CO CTOPOHbI NaUyeHTa nnm ero 6ImM3knx, cTpa-
JaloLumx B pe3ynbrate BpadyebHoM omnbKu.

BonbHOW, KOTOpPbLIN B pe3ynbrate 3Toun
oLndbKM, MoryLlen noeneds 3a coboin ero UH-
BaNIMOHOCTb, MOBTOPHOE AINTENIbHOE NiedeHne
WY netanbHbIM UCX0n, TakXe oKa3blBaeTcs
B MOJIOXEHUN, B KOTOPOM OLLUNOOYHbIE OeWn-
CTBMSA Bpava 06eCcuUeHNBAIOT XMN3Hb OOIbHOIO.
Yacto 601bHOM U ero 6nn3Kknue CKIIOHHbI 0OBU-
HATb Bpa4a, O0MNyCTUBLLUEro OLWMOKY, B OTCYT-
CcTBUM npodeccmnmoHannama unm oObIYHOIO
4eNOBEYEeCKOro BHMMAHUSA K KOHKPETHOMY
6onbHOMy. CNOXHOCTb 3aKJ/llo4aeTcsl B TOM,
4yTO MHorga 60/IbHOM 1 ero 6anM3Kne MoryT ro-
BOPUTb O BpayebHoW owwunbke, Oyayyin Heno-
BOJIbHbIMU pe3ynbTaTaMu JIe4eHUs.

Hu ognH npodeccmoHan CBOEro gena He
MOXeT ObITb 3acTpaxoBaH OT OLIMOKM, HO Tak
CJIOXWUJIOCb, YTO MMEHHO Bpay MMEEeT MnpaBo
Ha MOAOOHYI0 POCKOLLb B MEHbLUEN CTEMEHMU,
yem gpyrme. Kak npaBuno, gaxe ObIT NpakTu-
Kylouwiero Bpada (0COOEHHO B HEOTNOXHOMN
MeOUNLVHE) Tak UM nHa4ve CBs3aH C peanmsamm
ero paboThl. [MoaTomy nabbl CBECTU K MUHUMY-
MYy BO3MOXHOCTb OLLUMOOK, CBA3aHHbIX C yCTa-
NIOCTbIO U PaCCTPONCTBOM BHUMAaHUSA, Bpad
[OJIXEeH MMeTb NpaBo Ha JINYHOE BPEMS U BO3-
MOXHOCTb MOJIHOUEHHO OTAbiXxaTb. OTO TeM
Oonee BaXxHO, y4uTbiBas TO OOCTOATENLCTBO,
4yTO O/19 Bpaya MeauuyHa 9BnseTcs He NpPoCcTo
paboTon, HO 06Pa30M XNU3HU 1 0OPA3OM MbIC-
nen. NockonbKy MOOJSIMHHBINA Bpay HE MOXET
nepectaTtb ObiTb Bpa4OM, 4eM Obl OH B JAHHbIN
MOMEHT HU OblN1 3aHAT, BOMPOCHI €ro O0JIbHbIX,
ero gosjra, kak 1 60onb O0NyLEHHbIX UM OLLU-
00K, HMKOrga He NoKUOAloT ero.

B npakTuyeckon OesTenbHOCTM Bpaya He-
OLEHVMYIO POJiIb UFPaeT ero HactaBHUMK. on
PYKOBOACTBOM YHUTENS, BCENSAOLWErO YBEPEH-
HOCTb B y4YeHunka, OKTOp nmMeeT Oorblie BO3-
MOXHOCTEW AJ19 NpPodecCuoHanbHOro pocTta
1 pa3sutus. CnydyaeTcd v Tak, 4TO HaCTaBHUK
OepeT OTBETCTBEHHOCTb 3a OWMOKY y4eHuka
Ha cebs.

bnaroxenartenbHaa 1 cnokomnHas atmocde-
pa B KOMJEKTUBE MO3BOJISIET CreumanmcTam
HE NPOCTO KA4eCTBEHHO BbIMOJIHATL CBOIO pa-
00Ty, HO N yunUTbCcsa apyr y apyra. Oby4deHue,
CaMOCOBEpPLUEHCTBOBAHME — OAUH U3 acnek-
TOB BpayebHoro gosnra.

Bo3MOXHOCTb 06MeHa npodeccroHanbHbIM
OMNbITOM MeXay Koeramm LgHHa B Jtoboi
npodeccun. B megmumHe ata BO3MOXHOCTb,
KpoMe BCEero rnpo4yero, no3ponsieT nsbexartb
MOBTOPEHUST Yy>KOrO FOPbKOro onbiTa. Takmm
obpa3om, paboTta 1 obLieHMe Bpaven Ha pas-
NINYHBIX CEMMHapax M KOHPEPEHLMsax Takxke
SIBNSIIOTCS CBOEro poaa nNpodunakTnkowm Bpa-
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yebHoM ownbkn. bonee Toro, oOMeH TeopeTU-
YECKMM OMbITOM Ba&>KEH, HO YaCTO HEAOCTATOYEH
0719 MOBbILLEHVST BPAQYOM CBOEro npogeccuo-
HaNbHOro ypOBHS. YBMOETb N NEPEHATb 30ECh
OblBaEeT HYaCTO BaXXHEE, YEM MPOCTO YCbILLATb.

Henb3a cOpacbiBaTb CO CYETOB M 3HAYEHUS
TEXHMYECKNX, aBTOMaTUYECKMX CPpencTB gua-
FHOCTUKN 1 MOAOEPXaHMS XXN3HECNOCOOHOCTHN
nauueHTa, K KOTopbiM Npuberaetr COBPEMEH-
Hbin Bpady. C OOHOW CTOPOHLI, 3T CPEeacTBa,
6e3yCcnoBHO, MO3BOJIAIOT HE TOJIbKO NMPOBOAMNTL
psn, CNOXHENLWMX MaHUNynauuin, HO 1 obner-
YUTb U JaXe CnacTu XU3Hb MauMeHTy B yCNO-
BUAX, MPeXae He OCTaBASBLUMX €MY HUKAKOMN
Hagexabl. “OCHOBHasi N0Jfib3a Takon [TEXHONO-
rM4yecKor] MeauuUVHCKOW peBontoummn — 3To 60-
Nee BbiCOKasi peHTabenbHOCTb JsledebHo-apnar-
HOCTMYECKOro npouecca, OxBaT OrPOMHOro
KONM4YecTBa 340POBbIX M BONbHbLIX NIOAEN NPO-
OUNAKTNYECKNMMN, ONAFHOCTUYHECKUMU U Nne-
4yebHbIMM MepaMu. B koHeYHOM cyeTe addek-
TUBHOCTb, pauMOHaIN3M U 3SKOHOMWYHOCTb
MeOMLMHBI OT 3TOro Bo3pactatoT” (2).

C ppyron e CTOPOHbI, U3ULIHUIA “Tex-
HU3M”, MeXaHVULUU3M, BHEAPEHHbIV B 1e4eOHbI
npouecc, MoXxeT He crnocobcTBoBaTb NMPUOB-
PETEHMIO BPA4YOM HOBOrO OMbiTa M POCTY €ro
JINYHOrO aBTOpUTETA B rnasax 60/bHOro, yBe-
nuMymBas OUCTaHUMIO MeXay B3anmMO3aBUCK-
MbIMW BPa4yOM M NaumeHToM. [JencTBuTesnsHOo,
“ogHa u3 rnmaBHbIX 00513aHHOCTEN Bpa4va-roc-
nuTanucta — 39TO KOHTPOJIb KOMPOPTHOCTMU
6051bHOro, TO eCcTb NPOBAEMBI, HE OTHOCSLLME-
Cs K TEXHONOMMK CNeumanm3npoBaHHOro oTae-
JIeHns!, B KOTOPOM OO0JIbHOW HE HaxoOuT Yesno-
BEKA — Bpaya WM CecTpy, 3anHTEPECOBAHHbIX
B JINYHOCTM OONbHOrO, a He B ero cuHagpome!
[a n kak peanm3oBaTtb JIMYHOCTHbIA KOHTAaKT —
Ons 9TOro Bedb Hago pas3roBapuBaTtb, a BCIO
CcoMaTuKy MOXHO N3MePUTb N 3adUKCUpPOBaTb
TO4YHbIMMK Npubopamu!” (2). MMeHHo aeduunt
«JIMYHOCTHOIO KOHTaKTa», 3a4acTyld PUCKYIO-
WM NPeBPATUTLCHA B OePULNT KIIMHNYECKOro
onbiTa, MOXET CTaTb MPUYMHOW JIOXHOIO Lwara
CO CTOPOHbI Bpaya.

Bpau-TpyaHT B.W. Janb coobuiaeT Ham, 4To
pyccKoe C/NoBO “Bpad” mpoucxoamT OT CJioBa
“Bpatn” — “roBoputb”. OCHOBOW BpavyeBaHUS,
KakK 1 niobon Apyrov coumanbHOW Haykn, sBJsi-
eTCd yMeHue Bpaya “yCrnoKOouTb, BbICNyLLIATb
1 yoeaouTb naumeHTa B crpaBeniIMBOCTU CBOUX
[O0BOAOB”, B TOM, YTO CTPaXXOYyLIMA HAXOOMUTCS B
HaAEXHbIX PyKax, N TYT Y>K BOUCTUHY “Mbl B OT-
BeTe 3a Tex, Koro npupyyinnm”. CeBoeobpasHbiM
KOHTparnyHKTOM pycckomy “Bpay” sBAseTcs
CpefHEBEKOBBIA €BPONencknin TepMmnH  “Ook-

TOP”, BOCXOASLWWMKA K JATUHCKUM KOPHSIM
docere — “yuntb” n discere — “y4nTb, n3yyatb”.

MoXHO ckazaTb, 4TO “Bpay”, yBelleBalo-
LWmMii, 0683aH ObITb M “O0KTOPOM”, N3yYaloLLVM,
3HaowuM. Tak Xe, KaK 3HalLwWuni, O0SKEH
yMeTb yoexaaTtb. B 9TOM BOMNCTBEHHOCTN Bpa-
yeOHO NpMpOoAbl WU OTKPbLIBAETCA HaM OAHa
M3 NEPBUYHbLIX MPOBNEM AEOHTONOrMN B Me-
ONUMHE: coYeTaHMe BpavyoM HeobXoOMMbIX
3HaHWIN 1 HaBbIKOB C 00A3aTeNlbHbIMU OJ151 ero
Henerkoro Tpyaa JMYHOCTHbIMU Ka4yeCcTBaMMU:
YYTKOCTbIO, BHUMaHMEM, OT3bIBYMBOCTLIO, TEP-
MeHMem, ycepamem.

JenctBua, noBedeHHble oo “aBTtomartmama’”,
4aCTO 3acC/yXXEHHO CYMUTalTCa MNPU3HAKOM
BpayebHoro npodpeccuonanmama. OgHako 13-
NMwHee noBepue aBToOMaTy Hepeako BpydaeT
cyobOy Bpada M ero naumeHta onacHowm ciy-
yarmHocTn. Begb aBTomMar OT rpeyeckoro
aUTONATOG — CAy4YalHbIn. A nonaralowuinca Ha
CJ/Tly4aHOCTb PUCKYET COBEPLUNTbL OLLMNOKY.

Ona Bpaya, coBeplmBLIErO OLWWIMOKY, MNO-
MOLLIb 1 NoaaepXKa ero ceMbmn U 6amxxanLero
OKPY>XXeHUs1 B YCNOBUNAX OABJIEHUS U Oenpec-
cuun, cuTyauuu, Korga ero npodeccmoHanmam
M LEeHHOCTb COOCTBEHHOM XN3HU CTaBATCHA UM
caMuM Nnofd, COMHeHne, MOXET okasaTbCs cna-
CUTENbHOM.

B 0COBGEHHO TsXenbIX crydasx, korga npu-
YMHOM OLWNOKM MOXET CTaTb CUHAPOM Mpo-
deCccMoHanbHOro BbIFOpPaHUs, Bpay O0JKEH
MMeTb BO3MOXHOCTb 06paTuTbCcs 3a npodec-
CMOHaJIbHOM MOMOLLBIO K NCUXOTEPANEBTY.

Mcxonsa ns paga npuydnH, B JaHHOW CTaTbe
Mbl HE BO3bMEMCS pacCcMaTpmBaTb KOHKPETHbIE
KnMHmn4eckme npumepbl. OgHako npupoga Bpa-
4yebHOM OLWMBKM MO CYTU CBOEN MOXET BbIXO-
ONTb JANEKO 3a PaMKM KITMHNYECKOW MPaKTUKN.

OOVH K13 M3BECTHbIX XUPYProB Havyana
XX Beka (no ceugetenbctBy W.[1. NaBnosa)
BCnomMuHan: “Ha ytpeHHem obxoge oauiH 13
MOJI04bIX KOJUIEr CMPOCUST MEHS O TOM, BEPIO
N 9 B XXN3Hb MOCNE CMePTU. H OTMaxHyncs ot
3TOro BONpOCa 1 He NMPEMUHY NMOXYPUTb MO-
Nlogoro Bpaya 3a HeHay4HOCTb ero B3rmsga.
Beyepom TOro xe gHsa MHe CTano U3BECTHO,
4yTO OHEM paHee y Bpada, 3agaBaBLUEro 3TOT
Bonpoc, ymep oteu. Oco3HaB, 4TO KOHOLWA
obpallancs Ko MHe Kak K cTapLueMy 1 3HatoLLe-
My 3a yTelleHMeM, s UCnbiTan gocany v CTbif,
3a COBEPLUEHHYIO MHOIO OLINOKY. Beab K Bpayy,
npexae NHoro nayT 3a Hagexaon” (4).

KpaiHas onacHOCTb Bpa4debHoOM owmnbKn
OTHIOOb HE 03HA4YaeT, YTO PUCKY HE MECTO B pa-
6oTe Bpaya. MegmumHa — 3TO NOUCK, N paau
OTKPbITUS HOBbIX NyTeN 60pbObI C 6ONE3HLIO
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Bpay 06a3aH natn Ha puck. OoHUM N3 XPECTO-
MaTUNHbIX MPUMEPOB TakOro pucka sBNsieTcs
OTKpbITME BaBapaoM [KEeHHEPOM BaKLUWHBbI
OT ocnbl. [)XeHHep Obll CeNbCKMM Bpa4vyoMm,
Korga obpaTtui BHMMaHME Ha TO, YTO A0SPKU,
3apas3uBLUMECS KOPOBbEW OCMon, He 3aborne-
BalOT HaTypanbHOW, 4yenoBedeckow. OnacHas
60ne3Hb OrpaHNYMBAETCS Y HUX MOABNEHNEM
Ha pyKax OCNEHHbIX My3bIPbKOB (MYCTYJ) N NNLWb
MHOrga conpoBoXaaeTcst He60bLLIMM HEAOMO-
raHmem. HabniopgaTtenbHbli Bpay 3agymarncst
Hag 9TUM MHTEPECHbIM saBneHmem. Bckope
OH NpoBen onbIT: NpuBun cebe 1 8-neTHemy
Ixerimcy duncy KopoBbio, a Yepes3 nontopa
MecsLLa — YEeNOBEYECKYIO OCMy; ONbIT OKa3ascs
yoayHbiM. BO3MOXHOCTb ¢aTanbHOW oLndkm
B cnyvae [>keHHepa Oblnia Benvka, Ho, He Hanam
OH B cebe oTBarm, 4tobbl MONTU HA 3TOT PUCK,
Ham Obl BPSA I CTaN0 M3BECTHO O BaKLIMHALNK,
1 MHOXECTBO XW3HEN He Bblo Obl cnaceHo.

Bpay HepeaKko BbIHYXXAEH NAOTWN C OTKPbITbIM
3abpasioM NPOTUB BETPSAHbLIX MeNbHUL,. MoTOMYy
Tak nokasaTeslbHO 3aMevyaHne W3BECTHOrOo
Bpaya ®. Maiio: “4Tobbl CTaTb XOPOLUMM Bpa-
yom, yutanmte JoH Kuxota” (9).

MepauyuyHckas npakTvka, pasymMeeTcs, Bnsa-
€TCs KpanHe paumoHalibHbIM MoJIEM OesTesb-
HocTu. M Bce-Taku, BbiBaeT, 4TO camMoro 00Jib-
LLOro onbiTa N BUPTYO3HOIrO YMEHUS HeJocTa-
TOYHO A9 PELleHns OCcTpor npobnemsbl. B aton
cuTyaummn Bpad, nogobHO BceM Ham, npubera-
eT K MOMOLWM umppaumoHanbHoro. Hepegko
MOXHO YCNbllLaTb O HEBEPOATHON MHTYNLUN
TOro UM UHOro cneumanucta. “B yenoseve-
CTBE, 4aCTb KOTOPOro Mbl COCTaBASIEM, UHTYU-
ums Oblna MnoYTu UENIMKOM NOoXepTBOBaHa
B NONb3y nHTeekTa... CoxpaHunacs, npasga,
U NHTYMUUS, HO CMyTHas M oTpbiBo4Has. OHa
MOXOOMUT Ha MNOYTU yracuwyto samny, Kotopas
BCMbIXMBAET BPEMS OT BPEMEHW, BCEIO HA HEC-
KOJIbKO MrHOBeHMin. Ho, B 00LLLEeM, OHa BCTbIXM-
BaeT MMEHHO TOraa, korga aeno naet O Halux
XXN3HEHHbIX MHTepecax. Ee cBeT ocsewaer
Hawe 9, Hawy cBoboay, TO MEeCTO, KOTOPOE Mbl
3aHMMAaeM B LIEJSION BCEJIEHHOMN, Halle Npouc-
XOXAeHne, a Takke, MOXET ObITb, M HaLLy CyAb-
Oy; NnpaBga, STOT CBET, Konebnowmiica n cna-
Oblii, HO OH BCE X€e NPOSACHSET TY HOYHYIO TbMY,
B KOTOPOW OCTaBASIET HAC MHTENNEKT”, — MULLET
AHpun bBeprcoH. KoHuenuuito WHTYUTUBHOrO,
CO30aHHYI0 dpaHLYy3CKUM GUIocodom, MOX-
HO KpaTKO NpeacTaBUTb Tak: XXM3Hb — 3TO MOTOK
(duré), B kKOTOPOM BCe yOblBalLLlee BpeMs BCe
npubaBngeT Ham namatn v onbita. OgHako
B LAHHOM MNOTOKE 3a NMOBTOPEHMEM N COBEpP-
LUEHCTBOBAHNEM YYXMX YMEHUN M CNOCOOHO-

CTel Mbl MHOrga HavYvMHaeM OBUraTtbCcs NpoTuB
TeyeHus, oTpuLasa onbIT 1 NaMATb U NPUHUMAas
Ha Bepy (justifier) He4YTO Kaxylieecsa n HeBO3-
MOXHoe. BOT 3Tu BCrbILLKM 6e3ymMus, KOTOpbIEe,
no MHeHuio beprcoHa, aBNAKOTCA BOBCE He
HEOCO3HaHHbIM OMbITOM, a OCOObIM [apoMm
(cpooHU My3biKaslbHOMY CHyXy) U SGBASIOTCS
UHTYNUMEN.

“... Hawa mbICnb B CBOEW YNCTO JIOFMYECKON
dopme HecnocobHa npenctaBuTb cebe nen-
CTBUTENbHYIO NPUPOAY XU3HU, FYOOKUIA CMbICH
3BOMIOUMOHHOIO AmxeHus. XXKnU3Hb co3gana
ee (MbIC/b) B onpeaesieHHbIX 06CcToATeNbCTBax
019 BO3OENCTBUS HA ONpedesieHHble npegme-
Tbl; MbICJIb — TOJIbKO NPOSIBNEHUE, OOMNH N3 BU-
OOB >XM3HU, — KaK Xe MOXEeT OHa OXBaTuTb
XN3Hb?” — cnpawmBaeT oH. bonee Toro, MUMeH-
HO npencTtasneHma beprcoHa o cBga3M mupa
M yenoBeka (Ha Haw B3rnsg) Hanmbonee poa-
CTBEHHbI MEOVLMHCKOW npakTuke. B n3BecT-
HOM CMbIC/E€ Bpay, Kak HUKTO OpPYyron, OCO3Ha-
€T, 4TO “4enoBeKk NpeacTaeT B €AMHCTBE C NpuU-
pondow, co Bcell BceneHHol, cynbOy KOTOPOW
OH HEe TONbKO pasfenser, HO U HanpaBigeT
CBOVMM CO3HATESNIbHbIMU YCUNTUAMU, a 3HAYNT,
M HECET 3a Hee OTBETCTBEHHOCTb...” (6).

OTBETCTBEHHOCTb, YX €C/in He 3a BCEeJleH-
HYIO, TO 3a >XXM3Hb CBOWX MAUMEHTOB, TArOTUT
Bpaya. Ho 4acTo MMEHHO OMbIT Y BO3MOXHOCTHU
KOHKPETHOr0 YesioBeka UrpatoT OrPOMHYIO POJib
B CNACEHUM XN3HeN. [10aTOMY Aaxe COBEpPLUEH-
Has UM pokKoBas ownbka, 3a KOTOPYO OH UMEET
MY>KECTBO NOHECTW Haka3aHne, He OoJIKHA you-
BaTb B HEM Bpauya.

B 3aBepweHue noaBenem Ckal3aHHOMY
KpaTKUii NTOT.

Hn oauvH npodeccuoHan He 3acTpaxoBaH
oT owmnbku. OOHaKo, MOCKOJIbKY BpadebHas
owmbka YacTo MMeeT Ons naumeHTa U Bpaya
Cepbe3HblE NOCEACTBUS, BOSMOXHOCTb Takmx
owmMboK aomkHa BbITb CBeAeHa K MUHVMYMY.

CoBpemMeHHOe 006wecTBO nNoTpebneHus,
HM3BOASLLEE MEAVNLMHY 00 YPOBHSA chepbl yC-
nyr, B cnyyae Bpa4dyebHOM ownbkm anpuopHO
3aWMLLI@EeT nauyeHTa Kak “knmenTta” n “notpe-
ouTena”, octaBnss Bpavy nmilb GopMasibHOE U
cnabo puandeckm NogkpensieHHoe npaso Ha
IOPUANYECKYIO 3aLMTY ero MHTEPECOB.

Habbl MakcumManbHO COCPeaoTO4YUTLCHA Ha
BOJIHYIOLLEN ero npobneme, Bpay, BO nsbexa-
HMe OLNOOK, BbI3BAHHbLIX YCTANOCTbIO 1 NMoTe-
pen KoHUeHTpaumu, LO/DKEH (B uaeasne) UMeTb
BO3MO>HOCTb NMOJSIHOLEHHO OTAbIXaTb.

Bpau - cneumanuct, oby4yalolminca BCIO
XN3Hb. OrpOMHOE 3HAYEHME NMEET Takxke ca-
MooOpa3oBaHue Bpada. Bennka B cTaHOBNEHUN
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Bpaya poJsib yYNTeNs- HacTaBHMKa 1 Npodeccu-
OHasIbHOro KOIEKTUBA. YMeHMe Ucrnosib3oBaThb
Yy>KOI OMbIT CHMXaeT PUCK OLLINOKN.

B cTonkHOBEHUM CO CBOMM Bparom — 6ones-
HbO Bpay 4acTo 06a3aH UATU HA PUCK, conps-
>KEHHbI C UCNOSIb30BAHNEM HOBATOPCKUX NN
NPOCTO HEOYEBUOHbIX METOA0B. BO3MOXHOCTb
oLmMOKM B cnyyHae nogobHOro pucka HeBeposiT-
HO BefMKa, HO BHE 3TOr0 pmMcka HEBO3MOXHbI
npopbiBbl B 60pbbe ¢ Heayrom.

na pewerHns npobaembl nevyeHns 60n1e3Hn
B psige cnydaeB npodeccuoHanbHOro onbita
M MacTtepcTBa OblBaeT HeaocTaToyHo. ITO
ob6sa3biBaeT Bpava K TOMy, 4TOObl HE MNPOCTO
OblTb BCECTOPOHHE Pa3BUTOW JIMYHOCTbIO, HO U
“3amMmeyaTb Heo4YeBuaHOE”.

Mutual relations between a physician and
a patient are a part of everyone’s life. It is an
unavoidable reality of the imperfect human na-
ture. These relationships last through our entire
life accompanying us from birth to physical
death: from the obstetrician's hands to the
hands of a anatomic pathologist.

Automatization, mechanization and com-
mercialization of these relationships typical
for modern era results in unavoidable increase
of mistrust, alienation and miscommunication
occurring during communication both between
a physician and a patient and between people
in general. A physician who is inevitably des-
tined for the role of a patient does not always
remember that his/her ignorance towards the
issue of the interpersonal communication with
the patient may be and will be turned against
him/her. And the patient who sees only a bare
function in the doctor again and again is sur-
prised by his/her human indifference.

In such a situation of communications gap
and alienation, the risk of medical error in-
creases. Classical ethical definition of this phe-
nomenon is as follows: mistake or a wrong
decision of a physician in his/her professional
activity based on imperfect modern state of the
medical science and methods of patients’
investigation, objective ambient operational
environment of a physician as well as insuffi-
cient training resulting in unintentional grievous
bodily harm to the patient.

HecmoTps Ha To 4TO BpadedOHasa olimbka
CTaBUT NOA, Yrpo3y MOHATME LEHHOCTU XU3HU
Kak ©05bHOro, Tak M Bpaya, oHa He OO0JIKHa
BMOCNeacTBUN CTAaHOBUTbLCS HEMNPeoaosIMMON
nperpanov Mmexay BpadomM 1M 605bHbIM, PaBHO
Kak 1 Mexay BpayoM U ero Kosneramu.

OTBETCTBEHHOCTb Bpaya 3a HeBepHbIN Liar
HEBEpPOATHO BbiCOKA, 04HAKO Haka3aHue (B TOM
4yucre U caMmoHakasaHume) He Bcerga O0JIKHO
CTaBUTb KPECT Ha NpaBe Bpaya UCMNOJIHATL CBOMN
0oJr.

Kaxpasa BpadyebHasa owwmbka mosikHa ObiTb
noageprHyTa TUaTeNbHOMY aHanu3y BO Bpa-
yeOHOM KonnekTnee, Aabbl caenaHHble BbIBOAbI
MOITIM NIeYb B OCHOBY NOCenyoLero onbita.

Human needs force us to make decisions
and act. But if we are self-rigorous, then not
only successes but errors as well will become
the source of knowledge.

Hippocrates

Medical blunder, unlike a mistaken action or
spelling mistake (mistake) and statistical error
or computational error (error), is particularly
a confusion, perturbation (blunder) which cor-
rectly reflects not only its nature but also a con-
dition of the physician, who made such blunder.
Formally, it is conventional to distinguish such
types of medical blunder as diagnostic technical
(“an arm slipped out”) and therapeutic (incor-
rectly selected treatment regimen, adverse ef-
fects of drugs were not considered). Medical
blunder should be distinguished from negli-
gence in case of which the harm to the patient is
caused by the physician's incompetence or im-
proper physician’s attitude towards fulfillment of
his/her duties. “Professional is the person who
knows everything about typical errors in his field
and therefore is experienced enough to avoid
them” (1), reminds us Professor A.P. Zilber, fa-
mous and very experienced anesthesiologist.

It is known that the legislation regulating lia-
bility of the healthcare professionals for me-
dical blunder is dated back to antiquity. One of
the most known extant legislative acts is the
Code of Hammurabi engraved on the stone.
It contains three paragraphs dedicated to the
liability for medical blunder where physicians’
blunders during preparation of decoctions, po-
tions are consecutively described as well as the
surgeries which resulted in the patient's injury
or death. According to the principles of natural
justice, the Babylonian physician was punished
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adequately to the harm caused as a result of
the blunder: drank harmful potion, was de-
prived of the extremity etc.

According to the Laws of Manu in the Ancient
India, the physician was incurred a penal fine
for incorrect treatment amount of which was
determined in accordance with the caste status
of the patient.

In the Ancient Greece the medical skill was
highly valued, therefore, medical professionals
were not held liable if the patient died “against
the doctor’s will".

The Roman law prescribed punishment of
the physician for major blunders provided that
the term “medical blunder” was very compre-
hensive. It included not only the lack of experi-
ence, but also negligence of physicians and
failure to provide health care. The Roman law,
however, permitted lawfulness of the patient's
death due to the disease severity. Intentional
killing of the patient, poisoning him by the poi-
son, abortion, castration were not considered
as professional crimes, liability of healthcare
professionals for them was the same as of oth-
er people.

In the Ancient Rus history practice of medi-
cine was equal to sorcery and witchery. There-
fore, a physician was liable for it as for inten-
tional crime. For example, Leon the Healer
who treated the ill son of Grand Prince John lli
but could not save him from death was killed. In
one of the Tsar's orders dated 1686 healers
were cautioned that “if one of them intention-
ally or unintentionally kills somebody and it is
proved, he/she will be executed”.

In England in the XVth century the surgeon
who harmed the patient faced the trail con-
ducted by the mayor of the city and in accord-
ance with the verdict was incurred a penal fine,
imprisoned or deprived of the medical practice
for a specified period (2).

The barren style legal language qualifies the
medical blunder as an “honest misapprehen-
sion” which means that the situation in which
the person who makes the blunder and as
a consequence is liable is unsuspicious that
his/her action is wrong and can result in a
“harmful medical effect”.

This “effect” is either incurable or extremely
difficult to cure and, as exemplified by a medi-
cal blunder (as no other), it illustrates a nature
of the blunder term as a “false step” (un faux
pas) after which we are not able to take a step
back and reverse its consequences.

In this context medical blunder is related to
sin, since any sin is ultimately a non-conformity

of the goal and result, a “fault” worthy of re-
demption. However, a physician sometimes has
no chance for redemption or even is pushed to
be blamed even in the absence of guilt.

“Mistakes can happen in any of human acti-
vities, however, they are not as socially signifi-
cant in any other field [as in the medical] ...
Therefore, any healthcare professional should
know about legal liability which he/she may
bear for non-fulfillment or improper fulfillment
of his/her professional duties.” (3)

Prior to the Federal Law No. 323 coming into
effect which regulates criminal and administra-
tive liability of a physician for medical blunder
or medical negligence, a physician in accord-
ance with the legislation was granted a special
legal status stating that the decision on physi-
cian's liability for his/her blunder to a great
extent depended not on its negative conse-
quences, but on the of physician’s conscience
(3).

The legal standards and administration of
the law enforcement, that declare the con-
science as a subjective entity, insist on a neces-
sity to punish a physician who made a mistake
in accordance with the extent of physical and
moral harm to the patient.

Moreover, difficulty and uncertainty of the
adequate administration of the law enforce-
ment in case of the medical blunder is centered
far beyond the boundaries of legal collisions.
The thing is that the society which converted
the process of medical care provision in the
process of commercial services provision with
a patient becoming a client, a priori waives
the responsibility from the latter for his/her
own health which consists, among other things,
of appropriate fulfilment by a patient of life-
critical physician's recommendations. Non-
fulfillment of these recommendations that lies
on the patient’s conscience is not regulated
legally and does not involve any legal liability
both from his/her side and from the side of his/
her relatives, despite their mandatory signing of
the written consent for medical manipulations.
Entire responsibility for the medical blunter uni-
laterally falls on the shoulders of a physician
and medical staff, who do not have the right to
refer to the patient’s negligence of his/her
health during the case hearing on medical
blunder. Especially this practice stings the phy-
sician in the situation when impossibility to pro-
vide care to the irresponsible patient results in
disability or lethal outcome.

Even physicians-lawyers are bound to ac-
knowledge the fact that such practice of double
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standards often converts the physician into
a victim of the legal system that almost always
takes the patient side and allows him/her and
his/her relatives using the efforts of their layers
to manipulate the conflict situation.

Moreover, the patient as a client has a right
to require punishment for the physician and his/
her staff for a failure to provide purchased ser-
vices regardless of the medical component of
the case because in the current situation the
authors of claims to physicians and medical in-
stitutions legally protect not only the patient's
rights for life, but also his/her right as a con-
sumer while the physician in this situation is
practically deprived the legal defense.

In other words, depriving a physician of the
right to be guided by the conscience category
when analyzing consequences of his/her blun-
der, and entirely reserving this right for the pa-
tient who purchased the service, as a matter of
fact, we are dealing with legally valid physician's
presumption of guilt, in a quiet way existing in
legal and ethical practice of the modern society.

This state of things is particularly dangerous
since the public opinion, in no small part shaped
by trials against physicians, in the layman’s
consciousness overshadows the entire fields of
medicine and official medicine in general, which
negatively affects not only physicians reputa-
tions discrediting social and personal compo-
nents of their life value, but, more importantly,
the health of the society in general, since the
physician's insecurity that leads to increased
number of medical claims in reality results in
his/her authority levelling in the minds of the
patients and the society, increasing number of
chronic and hardly treatable patients, worsen-
ing of physician’s working conditions who works
under the non-stop pressure from the society
and the law, increasing risk of medical blunders
and, as a result, in new litigations.

The possible exit from this ethical-legal end-
less circle consists of implementing changes to
the legislation that propose cumulative liability
of a physician and a patient for situations relat-
ed to the health condition of the latter rather
than a special status of a physician. Providing
a physician with appropriate legal instruments
that he/she needs to protect his/her profes-
sional and human dignity should also play an
important role in the issue of medical claims.

Relationships between a physician and a pa-
tient are of intersubjective or in other words
of interpersonal nature, during which an action
of each of two mutually dependent subjects
in this relationship impacts the condition and

actions of the other one. The central principle
of such complicated relationships is the con-
cept of value of a human life. However, before
we review the medical blunder phenomenon
in the light of this concept, | suggest to briefly
define the terms once again.

The concept of human life value refers to
a human being as a reasonable being, who
needs the absolute completeness of physical,
social and individual existence. By the physical
full value we mean that there is possibility to
naturally implement the physical and psycho-
logical health potential. Social aspect of life
value suggests not only integration of an indi-
vidual into the dominating social scheme and
implementation of professional qualities re-
quired by the society within the frames of this
scheme, but also the respect of an individual by
the society as fully valid and equal member of
social life. Personalization of the human life
value is determined by an attitude of the person
towards himself/herself and the attitude of his/
her immediate circle.

The ethical phenomenon of medical blunder
transfers relationships of a physician and a pa-
tient into the “slippery” plane where the life
value of both subjects of the relationship be-
comes questionable. Both physician's reputa-
tion in the professional association (as a part of
a social component of the life value) and his/
her attitude towards himself/herself as a per-
son who made a mistake (i.e. personal compo-
nent of the life value) suffer. Physical aspect
of physician’s life value may also become at risk
in case of threats (or theirimplementation) from
a patient or his/her relatives, suffering from
consequences of the medical blunder.

The patient who as a result of this blunder
that may cause his/her disability, repeated
long-term treatment or lethal outcome, also
falls in a state in which physician’'s erroneous
actions devaluate the patient's life. Often a pa-
tient and his/her relatives are inclined to blame
the physician who made the mistake for a lack
of professionalism or usual human attention
to the certain patient. It is challenging that
sometimes the patient and his/her relatives
may talk about the medical blunder when they
are not satisfied with the treatment results.

Neither one expert could be fail-safe but,
historically, namely a physician has the right
for such luxury to a lesser extent than the
others. As a general rule, even the daily routine
of a medical practitioner (especially in the
emergency medicine) one way or another is
related to realia of his/her work. Thus, in order
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to minimize the possibility of errors related to
fatigue and loss of concentration, physician
must have a right for personal time and a prop-
er rest. This is even more important considering
the fact that for a physician medicine is not only
just work, it is the way of living and a mentality.
Since the true physician cannot stop being
a physician no matter what he/she is doing
at the present moment, issues of his/her pa-
tients, his/her duty, as well as the pain of the
mistakes he/she made never go away.

In practice, physician’s mentor plays an in-
valuable role. Under the guidance of a teacher
who instills confidence in a student, a doctor
has more possibilities for professional growth
and development. It also happens that the
mentor takes responsibility for the student's
mistake.

Kind and quiet atmosphere in the team al-
lows specialists not only to perform a high-
quality work but also to educate each other.
Training and self-perfection are one of the as-
pects of physician's duty.

The possibility of professional experience
exchange between colleagues is valuable in
any profession. In the medical field this possi-
bility, additionally, allows to avoid someone
else’s bitter experience. Thus, work and com-
munication of physicians during different work-
shops and conferences also prevent from
a medical blunder. Moreover, sharing of theo-
retical experience is important, but often not
sufficient for a physician to increase his/her
professional level. To observe and adopt is of-
ten more important here than simply to hear.

Importance of technical, automatic means
of diagnostics and life support of a patient,
which are used by modern physicians, should
not be disregarded. On one hand, those means
certainly allow not only to perform a variety
of complex manipulations but also to alleviate
and even save the patient's life in conditions,
in which no hope was left for him/her earlier.
“The main benefit of such [technical] medical
revolution is higher profitability of the treat-
ment-diagnostic process, coverage of a great
number of healthy and diseased people by pre-
ventive, diagnostic and treatment measures.
Finally, efficacy, rationality and cost effective-
ness of medicine benefit from that.” (2).

On the other hand, excessive “technicaliza-
tion”, mechanization implemented in the treat-
ment process may not contribute to accumu-
lating new experience by the physician and the
increase of his/her personal authority in in the
eyes of a patient, thus increasing the distance

between mutually dependent physician and
a patient. Indeed, “one of the main duties of
a hospital physician is to control the patient's
comfort, i.e an issue that is not related to tech-
nology of the specialized department, in which
the patient cannot find a human - physician
or a nurse interested in the patient's individual-
ity and not in his/her syndrome! How is it pos-
sible to make a personal contact — you should
talk in order to do so, and all somatic signs can
be measured and documented by accurate de-
vices!” (2). In particular, the lack of a “personal
contact” which often is at risk to transform into
a clinical experience deficit, may be a cause
of the physician’s wrong step.

Truant physician V.I. Dal informs us that
Russian word “doctor” (“vrach”) originates from
the word “to speak” (“vrati”). A skill of the physi-
cian “to soothe, hear and assure a patient in
correctness of his/her conclusions” and that
the striken is in good hands and “we are truly
responsible for what we have tamed” is the ba-
sis of practicing medicine as of any other social
science. Peculiar counterpoint to the Russian
“vrach” is a medieval European term “doctor”
which originated from the Latin routs “docere”
(“to learn”) and “discere” (“to learn, to study”).

It can be said that “vrach”, exhortative, also
must be a “doctor” who is learning and skilled.
And the knowing person must be able to per-
suade. In this duality of medical nature one of the
primary deontological problems in medicine,
combination of necessary knowledge and skills
with personal qualities mandatory for the physi-
cian’s hard work (sensitivity, kindness, empathy,
patience, diligence), has been revealed to us.

Actions which are practiced until they be-
come automatic are often rightly considered as
an attribute of medical professionalism. However,
excessive confidence to an automated device
often entrusts the destiny of a physician and his/
her patient to a dangerous chance. The word
“automatic” is derived from Greek avTépaTOg
which means accidental. And the one who re-
lies on a chance risks to make a mistake.

For the physician who made a blunder help
and support of his/her family and immediate
circle may become salvational under the condi-
tions of pressure and depression, in a situation
where his/her professionalism and life value are
questioned by himself/herself.

In extremely severe cases, when the syn-
drome of professional burnout can cause the
blunder, the physician should have an opportu-
nity to seek professional help of a psychothera-
pist.
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For a variety of reasons, we will not review
specific clinical cases in this article. However,
the nature of medical blunder fundamentally can
extend well beyond the clinical practice frames.

One of the famous surgeons of the early
XXth century (according to I.P. Pavlov) recol-
lected: “During the morning rounds one of my
younger colleagues asked me if | believe in af-
terlife. | waved aside this question and repri-
manded the young physician for his unscientific
view. In the evening | became aware that the
farther of physician who asked me that ques-
tion passed away a day earlier. When | realized
that the young man reached out to me as
a senior and experienced person for consola-
tion, | felt disappointment and shame for the
mistake | made. Indeed, first of all, we go to the
physician for hope” (4).

Extreme danger of a medical blunder does
not really mean that there is no risk in the work
of a physician. Medicine is a search and in or-
der to discover new ways to fight a disease a
physician should take risks. One of the classic
examples of such risk is the pox vaccine dis-
covery by Edward Jenner. Jenner was a country
physician when he noticed that milkmaids, who
become infected by the cowpox do not get sick
with natural, human smallpox. The dangerous
disease was limited by the pox vesicles (pus-
tules) on their hands and only sometimes ac-
companied by slight illness. The observant
physician reflected over this interesting phe-
nomenon. Soon he conducted an experiment:
he inoculated himself and 8-years old James
Phipps with cowpox and one and half month
later — with smallpox; the experiment was a suc-
cess. The possibility of a fatal error in the
Jenner’s case was high, but if he was not cou-
rageous enough to take this risk, we would
hardly become aware about vaccination and
a lot of lives would not have been saved.

Physician often is forced to go with his visor
raised against windmills. This is why the remark
of a famous physician F. Mayo is so illustrative:
“In order to become a good doctor, read Don
Quixote” (5).

The medical practice is, certainly, an extre-
mely rational field of activity. However, it hap-
pens that the most solid experience and virtu-
osic skills are not enough to resolve the acute
problem. In this situation a physician, like the
rest of us, relies on the irrational. Often one can
hear about an incredible intuition of this or that
specialist. “In humankind, a part of which we
are, the intuition was almost totally sacrificed in
favor of intellect... The intuition, however, was

also preserved, but vague and fragmentary
one. Itis like an almost faded lamp which flash-
es from time to time just for some moments.
However, in general, it flashes exactly when our
vital interests are at issue. Its light illuminates
our ego, our freedom, the place that we occupy
in the universe in general, our ancestry and also
possibly our fate; however, this light is oscillat-
ing and weak, but still it brightens up the night
darkness in which our intellect leaves us”, Henri
Bergson wrote. The concept of intuitional cre-
ated by the French philosopher can be summa-
rized as follows: the life is a flux (durée), in which
the time which is running out gives us memory
and experience. However, in this flux, while rep-
licating and perfecting someone else's skills
and abilities, we sometimes start to move
against the current, denying the experience and
memory and trusting (justifier) something phan-
tom and impossible. These flashes of madness
which, according to Bergson, are anything but
the subconscious experience; on the contrary,
they are a special gift (like sense of pitch) are
the intuition itself.

“ ... Our thoughtin its pure logic form is inca-
pable of realizing the real nature of life, deep
meaning of the evolutionary progress. The life
created it [the thought] in certain circumstanc-
es to influence the certain objects; the thought
is only a manifestation, one of the types of life,
so how can it grasp the life?”, Bergson asked.
Moreover, Bergson's concept on relationship
between the world and a human being (in our
opinion) are maximally related to the medical
practice. To a certain extent a physician like
nobody else realizes that “a human being appe-
ars in unity with the nature, with the entire
Universe, the destiny of which he does not only
share, but also directs with his conscious
efforts, which means that he is responsible
forit...” (6).

Responsibility, if not for the entire universe,
but for the life of his/her patients, burdens the
physician. But often it is experience and abili-
ties of the certain man that play a role of great
importance in salvation of lives. Thus, even the
fatal error he/she has made for which he/she
has the courage to receive punishment, should
not kill the physician in a person.

In conclusion, let's summarize the men-
tioned above.

None of the professionals is fail-safe.
However, since the medical blunder often has
serious consequences for the patient and the
physician, the possibility of such blunders

BpayvebHas owmbka kak aHTPOMOI0rM4eCcknii, 3TUHECKNIA 1 NpaBoBoOLi peHoOMeEH

should be minimized.



PUNJIOCODPCKUE ACIMEKTbI MEANLINHBI

The modern consumer society that dimin-
ishes the medicine to the level of the service
industry, in case of a medical blunder a priori
protects the patient as a “client” and a “con-
sumer:, leaving only the formal and poorly le-
gally enforced right for a physician to legally
protect his/her interests.

In order to concentrate maximally on the
issue that worries him/her, in order to avoid
mistakes caused by fatigue and loss of concen-
tration, the physician should have a possibility
(in an ideal scenario) to rest properly.

Physicianis a specialist who studies through-
out life. Also, self-education of the physician
is of great importance. The role of a mentor and
professional staff in the physician's progress
is of considerable importance. Ability to use
someone else’s experience diminishes the risk
of a blunder.

In a clash with his enemy, a disease, a physi-
cian must take a risk related to the use of inno-
vative or just unobvious methods. The possibil-
ity of mistake in case of such risk is incredibly
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