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AKTYaAbHOCTb

® UNwemmnyeckui MHCYAbT NpeACTaBASET cOOOM
KAMHUYECKUN CUHAPOM C YpE3BbIYAUHO reTeEpOreHHoun
3TMoAoruen. B paspaboTaHHbIX KAacCMPpUKaLUAX
OMUCHIBAIOTCSA KPUTEPUM HanboAee HacTbIX
naToreHeTU4Yeckux BapmaHtos NN-
aTepoTPOMbBOTHMYECKOro, KAPAMO3IMOOAMYECKOTO,
AAKYHapHOTro, FeMOAMHAMMYECKOrO, PEOAOIUYECKOTO.
HecMoTpsa Ha BbICOKYIO 4acTOTY KPUNTOr€HHOro
MHCYAbTA, CAy4an NOAOOHbIX HapyLLUEHMN MO3FOBOrO
KpOBOOOpaLLeHMNSI OCTAIOTCA BHE AOAXKHOIO BHUMaHMUS,
He rOBOPS Y>Ke& O A€4E€HUU U BTOPUYHOM MPOPUAAKTHKE
MHCYABTOB C HEYCTAHOBAEHHbIM UCTOYHMKOM 3MOOAUM.



"leIMllbl Pa3BUTUH HIIEMHYECCKOI'0 HHCV/IBTA

ATepocKiepos Kapiuaabnasi npuyuna

JAuccekunst  Aprepuur KpunroreHHbIi HHCYILT

Bazocnasm

Henry M, et al.
«Interventional Cardiology» 2000



OTKpbITOE
OBaAbHOE OKHO
— OAHa 13
HanboAee
YacTbIX
KapAMaAbHbIX
NPUYMH
KPUNTOrEeHHOro
MHCYAbTA.




LleAb MccAeAOBaAHUS

YCTaHOBUTb YaCTOTY HaAUUMS
OTKPbITOrO OBAaAbHOIO OKHa Y BOAbHbIX
NepeHecLmnX MHCYAbT C
HEeYCTaHOBAEHHbIM UCTOYHMKOM 3MBOAUM
B ropoae AkTobe.
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[ lNpounssecTn AMTEpaTYpHbIM 0630p .

1 OnpeaeAeHue rpynn nauueHToB
reHepaAbHOU COBOKYMHOCTU AAS
dopMMpoBaHUA BbIOOPKM.

1 INpoBecTn oAHOMOMEHTHOE
MCCAEAOBaHUE MaLLMEHTAM HaAXOASALLMMCS
B CTAaLLMOHAPEe MHCYAbTHbIX LLEHTPOB T.
AKTObOE N COOTBETCBYIOLMM KPUTEPUAM
BKAIOYEHMSA UCCAEAOBAHUSA B TeYEHMUE
OAHOIO roAa.



AnzamH

® [lonepe4vHoe nccaepOBaHME
(cross-sectional study)



Boibopka

® MccaepoBaHME NPOBOAMAOCH Ha Hase
MHCYAbTHbIX oTAeAeHun AMLL u BCMIT r.
AkTOobe. B nccaepoBaHme ObiAU B3ATDI
OGOAbHblE COOTBETCTBYIOLLLME KPUTEPUAM
BKAIOYEHMUSA, NpebbIBalOLLIME HA A€YEHUU B
cTaumoHape. AAUTEAbHOCTD
nccaepoBaHusa — | roa.

® YA0bHas BbiboOpKa.



KpuTtepumn BKAIOYEHUS

HeAakyHapHbI oyar nopakeHus, BbiABAeHHbIN npu KT u
MPT

OTcyTcTBUE 3KCTPa- U MHTPAKPaHUAABHOIO aTEPOCKAEpO32
CO CTEHO30M CMMMNTOMHOM apTepumn 6oaee 50%

OTcyTcTBUE KAPAMOIMOOAMYECKOTO UCTOYHMKA BbICOKOTO
PUCKa pMcKa(MexX.KAanaHHble NpoTe3bl, MUTPaAbHbIA CTEHO3
c @I, Tpomb B NpeacepanU, CUHAPOM CAQBOCTU AEBOTO
Y3Aa, HEAABHUM MHPAPKT AO 4 HeA, MHPEKLLMOHHbIN
SHAOKapPAMT,, MUKCOMA npeacepams. AnAaTaunoHHas
KapAMOMMOMaTHS)

OTcyTcTBME APYrOM YCTAHOBAEHHOM MPUYUHBI T.K. QpTEPUMT,
AMCCEKLMSA, BA30CMNa3M, MpUMMEHEHNE HAPKOTUKOB



Kputepmu UcKAloueHUn

/\aKyHapHbI o4ar NopaXKeHus, BbisBA€HHbIM Ha KT
nan MPT

DKCTPa- U MHTPaKPaHWAAbHbIM aTEPOCKAEPO3 CO
CTEHO30M CMMNTOMHOM apTepumn 6oaee 50%

KapaAnosamboAnyeckmit MCTOYHMK BbICOKOTO PUCKa
(Mex.KAanaHHble NMpoTe3bl, MUTPaAbHbIM cTeHo3 ¢ DI,
TpOMb B NpeAcepAMU, CUHAPOM CAABOCTM AeBOTO
Y3AQ, HEAABHUM MHPAPKT AO 4 HeA, MHDEKLLUOHHbIM
3HAOKApAMT,, MUKCOMA npeAcepams. AMAaTauMOHHas
KapAMOMMOMaTUSA)

,A,P)’FME YCTAaHOBAEHHbIE NMPUYUHDbI T.K. apTEPUUT,
ANCCEKUHNA, Ba30CMNa3M, NpUMEHEHNE HAPKOTUKOB



MNccaepoBaTEABCKMIM BOMPOC

® HacKOAbKO 4acTO OTKpPbITOE OBaAbHOE OKHO MPUBOAMUT
K MHCYAbTY?

® P- naumeHTbl MHCYAbHBIX oTAeAeHn AMLL n BCMI r.
AKTObE nepeHeclne UWLEMUYECKUA UHCYADT

|- HeT BMelwaTeAbCTBA

C- HeT cpaBHeHuUs

® O- oTKpbITOE OBaAbHOE OKHO PEAKO SIBASIETCS
MPUYMHOM KPUMTOreHHOIrO UHCYAbTA AU HE ABASIETCS
npuimnHon; OOQO yacTo NpUBOAMT K Pa3BUTUIO
MLLEMUYECKOTO MHCYAbTA



OTUYeCcKme acneKTbl

v Oxodpeno KO

v UHdopmupoBanHoe corjiacue ¢ mMoJHbIM
pPaCKpbITHEM BcCeill Heo0XoauMol HHPpopMaen
(HA MOHATHOM fI3BIKE, COIJIACHE HATIMCAHO HA 2
SI3bIKAX — Ka3aXCKOM U PYCCKOM ), KPYITHBIA
mpu@T

v HMerT npaBo 0TKa3arbCs HA JIIO00M CTaauu
HUCCJICI0BAHUSA

v [lelicTBHe B MHTepecax ManMeHTa



Ten years of experience with closure of persistent foramen ovale: patient characteristics and
outcomes.
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Abstract
BACKGROUND:

Optimal management of patients with persistent foramen ovale (PFO) following cryptogenic stroke or
transient ischemic attack (TIA) suspected for paradoxical embolic events is still unclear. PFO closure has the
potential benefit of preventing recurrent embolic events and avoiding serious bleeding resulting from
long-term anticoagulation. Despite the widespread usage of closure devices, no randomized trial supports the
general percutaneous closure approach. In addition, only mid-term, but not long-term, outcomes have been
reported until now.The aim of the study is to assess clinical characteristics and long-term clinical outcome of
patients undergoing percutaneous PFO closure.

METHODS:

Included in this single-center registry trial were 146 consecutive patients who underwent percutaneous
closure of PFO at the University Hospital Frankfurt from 2000 to 2009. Periprocedural outcomes and
long-term events were assessed. Follow-up was available in 146 patients (100%) with a mean follow-up of 7.8
13.1 years (cumulative | 148 patient-years).

RESULTS:

The cerebroischemic event leading to indicate percutaneous PFO closure was TIA (34.9%), stroke without
sequels (38.4%), stroke with sequels (24.7%), amaurosis fugax (N=2; 1.4%), and peripheral emboli (N=1;0.7%).
Only one severe periprocedural complication occurred (device dislocation). The majority of patients (N=143;
97.9%) experienced no further events during follow-up.

CONCLUSION:

This "all-comers" population documents the safety of percutaneous PFO closure.The cardiovascular event
rate is slightly lower (0.26 per 100 patient years) compared to the recently published randomized trials and
maintained persistently low rate for more than 8 years.



MNccaepoBaTEABCKMM BOMPOC MO
cTaTbe

® Hackoabko 3dpdekTnBeH u besonaceH
MEeTOA YPECKOXKHOIO 3aKpbITUS
OTKPbITOrO OBaAbHOIO OKHa Y AML,
nepeHecwux A nMAM KpunTOreHHbIN
MHCYAbT!



AUN3aMH UCCAeA-USA MO CTaTbe

® OnucaHne cepusi cAyyaes



® P- naumenTbl, nepeHecwne TUA, MHCYADT,
NOBTOPHbIe MHCYAbTbI No npuinHe OO0

® |- ypeckoxxHoe 3akpbiTe OO0
® C- HeT cpaBHeHuUs

® O- 3¢PpeKTUBHOCTb B BUAE NPEKPALLLEHMS
LepebpouLleMUYECKUX aTaK U UHCYAbTA,
OTCYTCBUE OCAOXKHEHUMU;

OAHO OCAOXKHEHUe-AUCAOKALUUS
YCTPOUCTBA.



Boibopka no cTatbe

® B nccaepoBaHME NocAeAOBATEABHO ObIAM
BKAIOYEHbI |46 nauneHTOB, NpoLIEALLNX
ypeckoxkHoe 3akpbiTe OOO B

YHUBEPCUTETCKOM BOAbHMLLE BO
Opankpypte ¢ 2000 no 2009 roa.
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