IIMH 3/IPaBOOXPaHEH st ObLIT OTMe4EH CYLIECTBEHHbIH HPO-
rpecc 8 Bonpocax NpogHAAKTUKH U JIMaFrHOCTHKH 3THX
3aboneatiuii. [Tepsbic pesy.ibTaThl HAYUHBIX HCC/ICA0BA-
HUH 110 310 n1pobJieMe UPO3BYYAIN B IOKJIAME JOKTOpa
Abysy Omapat 35 et Hasan. Ho Tombko crivers 25 ner
CTATUCTUYECKHC NOKasaren 3260J1eBaeMOCTH U3 3TOTO

Hokaajza OblaW npejacraBicHbl Oy6aunyno “by Global -

Burden of Disease”. Ha ceropusinuii aenn sta npobaema
ABngeTcsa HUpHopuTeTHoi 1711 Beemupiioit opranusanueii
34paBooxpaHcuusl. Bhisisiiet KpUTHUECKHIT HEXOCTATOK
nHOPMALIMK CTATHCTUYECKOTO XapakTepa 10 AaHHoH
npobaeme. O6HOBIeHMe 9TOI MHBOPMAIMKU JOAKIO
HPONTH HOYTH BO BCEX CTPANAX — YYACTHUKAX 3TOTO [1PO-
exTta. CTpyKTypa CHCTEMbI IM106AIbHON MeAMIIMHCKON
TI0/UTEPXKM Ha [IAHHbI{T MOMEHT HE CHOCOOHA HA PAIMKATDL-
HyI0 60pb0Y ¢ XpoHuMuecKkuMH 3a60TEBAaHUAMM, UPCHIST-
CTBYIOUIMMH NPOrPECCHBHOMY POCTY U YKPEIJIEHNIO DKO-

Homuku. B poknane, cienanHom YHusepcuterom 3emau
(Konymbus, 2004), Obiau npe/lUIokKeHbl METOJIUKH 110
Hopble ¢ JaHHbIMU 3a601EBAHASMMY.

lIpennoxentas nporpaMma 60pbObl ¢ XPOHUHECKH-
MH 3200J1EBAHHSMH COCTOMT U3 TPeX QyHAaMEHTAAbHbIX
peLeH it

1. YupupepcasnbHas “cHcTeMa 0CTaBKH" NEPBUYHON

MeJIMIIHHCKOH MOMOUIA HACEJEeHUIO.

2. CHCTCMATH3UPOBAHHbIE MEPOLIPUATUS 110 OXPasie
3/10POBbsl HACEIEHUS.

3. Peopranusanusi MaKpoIKOHOMUYECKUX 1IIAHOB B
006.12¢TH 061HECTBEHHOTO 3/PABOOXPAHCHHUS,

JlaHHbie pemierns OyAyT NPeNyCMATPUBATEL BOIIPOC
1PEOI0JIEHUSI ALANTAMOHHbIX 6aPHCPOB HOBO METOAHM-
K1 M 0BecrieqeHust Hy>KHOH MOJUICPXKKY OPraHH3aiMsAM,
paboTaAOUIMM € 3THM NPOEKTOM Ha r106aILHOM YPOBHE
110 OK43aHY K0 MENUMHCKHX YCIIYT.

L

Hiroyuki Hanada

IMPORTANT ROLE OF MECHANICAL CIRCULATORY SUPPORT
AND REPERFUSION IN THE RETURN OF SPONTANEOUS
CIRCULATION IN PATIENTS WITH METABOLIC PHASE

OF VENTRICULAR FIBRILLATION

Assistant Professor in The Division of Cardiology, Hirosaki University School of Medicine, Japan

It has been demonstrated that spontaneous circula-
tion could not be obtained only by electrical shocks when
ventricular fibrillation (VF) persisted for >10 minutes.
This is referred as a metabolic phase, and effective treat-
ment during this phase has not been established.

In the year of 2005, we had two male patients with
acute coronary syndrome (ACS) and with incessant VF
refractory to shocks > three times. Both paticnts were
treated with extracorporeal circulation (percutaneous
cardiopulmonary support and intra-aortic counter pul-
sation) and reperfusion therapy with percutaneous cor-
onary intervention (PCI), and recovered without any
brain damage. Since then, we have used the same thera-
peutic strategy in six patients (all men, mean age, 67
years old, range from 50 to 82) with ACS and with car-
diac arrest. One patient had pulseless electrical activity
and the other 5 incessant VF refractory to multiple
shocks. Five of the 6 patients (83%) had spontaneous
circulation returned after reperfusion by PCI, and the
other one whose coronary angiogram showed occlusion
of all of three major coronary arteries did not. All of the
five patients were treated with hypothermia for 48 hours

after reperfusion. One died of multiple organ failure.
Four patients successfully experienced weaning from the
mechanical and medical circulatory support. However,
only two patients discharged from the hospital without
any neurological deficit. The remaining two patients
could not respond to any stimuli, speak, or move, al-
though they opened their eyes. These two patients were
transferred from other hospitals while chest compres-
sions being continued. The time had been from cardiac
arrest to extracorpreal circulation were 20 and 25 min-
utes in the two recovery patient, while they were 35 and
45 minutes in the other two non-recovery patients. But
after transference from our hospital to a rehabilitation
hospital, these two patients neurologically fully recov-
cred. They discharged the hospital on foot and returned
to their own jobs. All of these 4 cases were suggested to
be in the metabolic phase of VF and immediate extra-
corporeal support and direct approach to the cause of
VF only were effective for return of spontaneous circu-
lation. Effective and continuous chest compressions
before extracorporeal circulation followed by hypoth-
ermia would be important for neurological recovery.
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Xwupolokn XaHana

BAKHAS POJIb MEXAHUYECKOM IUPKYJISITOPHON
MMOAJAEPKKU U PENEP®Y3UH [IPU BO3BPATE
CIIOHTAHHO¥ ITUPKYJISIIUU Y TIAITUEHTOB
C METABOJIMYECKOM ®A301 JKEJAYJOYKOBOY ®UBPUIIAIUN

Meduyuncxuii paxyomem ynusepcumema, z. Xupocaxu

Beiyio 110ka3alo, YTo CIOHTAHHAS UUPKYJASIIUS He
MOXET ObITh [H01y4eHa TOJIBKO LIPH IIOMOLIM 3JIEKTPONIO-
Ka, Kor/a xenynouxosas dubpusinus (ZKD) nposon-
skaerest Gonbine 10 Mun. 1o nassiBaeTcsa MeTabouyec-
xo# da3oi, u adeKTUBHOTO JiedeHHsi BO BpeMsl 3TOH
(hassl TpYAHO 106UTBCA.-

B 2005 r. y Hac 6b1710 /iBa 11auMenTa, My>KYMHBL, ¢ OC-
TpbiM KopoHapHbIM cHHpoMoM (OKC) u KO, pedpax-
TOpHO# K 110Ky 6osiee 3 pas. Oba naiMeHTa JeYUInNCh
TP [IOMOLILM NePKYTAaHHOH CepAeYHO-JICTOYHOM ITOJtep-
XKKYM M MHETPRAOPTAILHOA 06paTHOM HyJibCallMK, peliep-
thy3MOHHOM TEpaIInU C TEPKYTAHHBIM KOPOHAPHbIM BMe-
maresnscrBom. OHu notpaBustics 6e3 10Bpex/eH us ro-
J0BHOro Mo3ara. C Tex 110p Mbl UCIIOJB30OBAIHN TAKYIO Te-
palleBTUYECKYI0 CTPATeruio Ha 6 nauueHnTax (BCe Myx-
ynHbl 0T 50 110 82, cpeanuii Bospacr 67 ser) ¢ OKC u
ocranosko# cepaia. BesnynscoByio anexktTpudeckyo ak-
THUBHOCTb UMe€J1 OAMH N1AIIMEHT, & APyTHe 5 NAUMeHTOR
KD pedpaxTopHo K MHOKECTBCHHBIM LWOKaM. Mmenn
CIIOHTAHHOE BOCCTAHOBJICHUE KPOBOTOKA MOC/e peliep-
dbysuu TICH 5 w3 6 nanmenron (83%), v y 1 nanmenra
3TOTO HEC CIYYUIIOCH, T.K. Y HETO HABMIOXA1ACh OKKIIO3HU
BCEX TPCX MAarMCTPaJIbHBIX KOPOHAPIIBIX apTePHid, NOJ-
TBEPXK/IIHAS AaHTHOTPAMMOM.

[Tonyyasu runorepmuio B Tedenne 48 4 iocie pe-
nepdy3ud 5 nanveHToB. YMep 1 naliMeHT U3-3a MHO-

KECTBEHHOU OPTaHHOH HEeJOCTATOYHOCTH. YCIIeNHO
BOCCTAHOBUWJINCD HOCJ/IE MEXAHUYCCKOH U METMIIUHCKON
MIO/UIEPKKHU KPOBOTOKA 4 nannentos. OIHAKO TOJIBKO 2
nanuenTa Obily BRIIMCAHBI B3 GOJBHUILI €3 HEBPOJIO-
ruueckux ocnoxuenuit. OcraBiiecss 2 aljUeHTa He
OTBEYasM HAa CTUMYJIbI, He PA3rOBApUBAJIM U HE JIBUTA-
JIMCh, XOTA OTKPBIBA/IN I71a3a, ITH HalUenTH HblAM iie-
peBe/icHbl U3 APYrux OOJbLHUIL, HO KOMNPECCHUS IPYA-
HOM KJIETKH ObI/1a MPOAOIKEHA. Y TaUEHTOB, KOTOPHIC
HOIEPABUJIACH, OT MOMCHTA OCTAHOBKH AbIXAHUS J10 BOC-
CTAHOBJIEHUS DKCTPAKOPIOPAIFHOTO KPOBOCHAGKEHUSI
upoisio 20-25 MUH. Y naiMeHTos, KOTOPhIC He 1o1pa-
BuJMch, — 35-45 mun. Ho nocie nepeBojga U3 Hameit
60JbHMLBI B peaOUINTAIIMOHHDBIN TOCIIUTAND, 3TH /Ba
NalUEHTA OJHOCTbIO BOCCTAHOBHIKCH M HE UMEJIH He-
BpoJoruyeckux ocaoxtenui. focne Gonesnu oHu
CMOTJIM BepHYTbCA K pabore.

TIpennosiaraercs, 4To B 3TUX 4 Ciydasix 6oJbHbIE HA-
xouuinchk B Metabosnndeckoit ¢aze K. Hemensernnas
AKCTPAKOPIIOPATbHAS MOMICPKKE U TIPAMOU 110JX0J| K
upuunte KO emoriin addekTHBHO BOCCTAHOBUTD CIIOH-
TaHHbI KPOBOTOK. IdeKTHBHAS U IPOAOJIKUTE/IbHAS
KOMITPECCHUST IPYAHON KJICTKN 10 9KCTPAKOPIIOPAIbHOIO
KPOBOTOKA € 1OCHEAYIOLIEN rMIOTePMHUCH YPEe3BBIYAUHO
BKHBI JI/Ist NOJIHOIO YCTPAHEHUsI HCBPOJIOTHYECKHX OC-
JIOXHCHHH,

A

Kazuhiko Hanzawa, Takeshi Okamoto, Koichi Sato,
Osamu Namura, Ken Takekubo, Junichi Hayashi

ENDOVASCULAR AORTIC REPAIR
FOR THORACIC AORTA

Thoracic and Cardiovasculur Surgery, University Graduate School of Medicine, Niigata, Japan

Volodos reported the first endovascular aortic repair
(EVAR)in 1988 in Russia. The title was “A case of remote
transfemoral endoprosthesis of the thoracic aorta with syn-
thetic self-fixing prosthesis for traumatic aneurysm”.

EVAR for aneurysm in abdominal aorta is one of com-
mon surgical procedures. Now, aneurysm in thoracic aorta
is next target of EVAR. We introduce EVAR for thorac-
ic aortic aneurysm or dissection in our hospital. All our
endovascular grafts were homemade. The endovascular
graft was made of Z stent (diameter: 30-40 mm) and pros-

thetic aorta. The endovascular graft was preloaded in
delivery sheath (18Fr-22Fr). Guiding wire was pull
through from femoral artery to brachial artery.

The delivery sheath was inserted in femoral artery
on guiding wire following to cut the artery. The mor-
tality of EVAR in our hospital was 0%. The rate of mi-
nor event such as transfusion after surgery, fever up was
10%. The rate of re-EVAR was 5%, endoleak was 10%.
EVAR for thoracic aorta is safe and becoming one of
surgical option.
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