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AORTIC DISEASE. AORTIC ARCH DEBRANCHING, WRAPPING AORTA ASCENDENS
AND ENDOVASCULAR IMPLANTATION OF STENT-GRAFT
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Pestome. lMpeacTaBeH € KNMHUYEH criyyail Ha 77-rofunLeH MbX C aOpTHa aHEBPU3Ma, 3anoyBalla oT AucTanHaTa vacT Ha acLeH-
[EHTHaTa aopTa [0 HauanoTo Ha AecLeHAeHTHaTa aopTa. [1aUneHTBT € 1 CbC 3HauMMa KOMOpOUAHOCT, BKITOYBALLA Kap-
LIMHOM Ha npocTaTta, McxeMnyHa 60necT Ha CbpLEeTo MpW €AHOKIOHOBA KOPOHapHa 60NecT (CbCTOsHWE Cried NepkyTaHHa
KOpOHapHa MHTEPBEHLMS M NOCTaBSIHE HA MeANKaMEHT-W3MbYBALL CTEHT X 1 Ha naBaTa umpkymdnekcHa aptepus — 2019
I., XPOHMYHA CbpaeyHa HegocTaTbyHOCT Il yHKLMOHaneH knac no knacudukaumsta Ha Hiolopkckata kapamonoriy-
Ha acouuauysi, XpOHUYHa apTepuanHa HeaoCTaTb4YHOCT Ha kpanHuumTe |IA cTeneH, aHeMMYeH CYHAPOM, NEBOCTpaHHa
HedponuTrasa, xemoponaanHa bonect, AnBepTUKyNo3a Ha AebenoTo YepBO, XeMaHMMoMu Ha xpaHonposoga. Cnea my-
NTUOMCUNANIMHAPHO 0OCHXAAHe NALUMEHTBLT € NOAMOXEH Ha MUHUMANHO WHBA3MBEH AEOpaHUMHI Ha aopTHAaTa Abra U
,00nuyaHe” Ha Bb3xoasLaTa aopta 6€3 Aa ce Hanara 13non3BaHETO Ha eKCTpakopnopanHo kpbBoobpalleHue, nocned-
BaHO OT €HOOBACKyMapHa MMNMaHTauus Ha CTEHT-rpadpT Ha aopTHaTa Abra U NepkyTaHHa TPaHCMyMWHANHa aHruon-
nacTuka Ha a. iliaca communis u a. iliaca externa dextra ¢ noctassHe Ha cteHT 7/150 mm. CneponepaTuBHUAT nepuos
npoTuya 6e3 ycrnoxHeHns. MauneHTsbT € n3nncaH B 4o6po 060 CCTOSHNE C NPENOPBKM 3a MeANKaMEHTO3HO NeyeHmne
11 NocrnesBallo KapAnononiyHo NpocneasBaHxe.

Kniouosm pymm: aHeBpM3Ma Ha aopTHaTa fibra, MMHUMAIHO UHBa3WBHA CbpAEYHa XMPYPTs, EKCTPaKOPMOpasHo KpbBooGpaLyeHue, kap-
LIMHOM Ha npocTaTara, UcxemudHa GonecT Ha CbpLeTo, CbpfeyHa HeA0CTaTbYHOCT, XPOHUYHA apTepuantHa HefocTaTby-
HOCT Ha KpaiHWLMTe, aHEMUYEH CUHAPOM, [eBPAHYMHT, CTEHT-TPAMT, MYNTUAUCLMANIMHAPEH NOAXO0A
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Abstract. We present a clinical case of a 77-year-old male with an aortic aneurysm extending from aorta ascendens to the beginning
of the descending aorta. Significant patient comorbidities included prostate carcinoma, ischemic heart disease with
single-vessel coronary artery disease (status post PCI with DES x1 of the LCX in 2019), chronic heart failure NYHA
class lll, peripheral arterial disease stage IIA, anemic syndrome, left-sided nephrolithiasis, hemorrhoidal disease, colonic
diverticulosis, and oesophageal haemangiomas. After multidisciplinary discussion, the patient underwent minimally
invasive aortic arch debranching and wrapping of the ascending aorta without the need for extracorporeal circulation
(ECC), followed by endovascular implantation of an aortic arch stent-graft and PTA of the right common and external iliac
arteries with implantation of a 7/150 mm balloon. The postoperative period was uneventful. The patient was discharged in
good general condition with recommendations for medical therapy and cardiology follow-up.
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BbBEAEHME

Bornectute Ha aopTara, BKIOYUTENHO AnMnaTauum
1 aHEBPU3MUM Ha Bb3xoAsdLLaTa aopTa 1 aopTHaTa abra,
Ca Cepuo3seH KapguoBacKynapeH npobnem nopaau pu-
CKa oT pynTypa un BHe3anHa cmbpT [1, 2]. Aunataumu-
Te Ha Bb3xoAsliaTta aopTa ca Hal-4eCTO CBbp3aHu C
apTepuanHa XvnepToHusi, ereHepaTuBHU U3MEHEHUS
Ha cTeHaTta Ha aopTtaTa (MegusiTa), BpogeHu 3abons-
BaHWs kKaTo cuHapom Ha MapdaH, aopTHa knanHa na-
TONOrNSA, HAKOU NHEEKLNO3HM 3abonaBaHusa n apyrm
[1, 2]. AHeBpu3MUTE Ha aopTHaTa Abra ca Mno-psiako
CpeLLaHn, HO MpPeACcTaBnsABaT XMPYPruyHO NpeamnsBu-
KaTencTeo nopaau usnusawmrte OT Hes rofieMy Cbao-
BE M pucKa OT LepebpanHa ucxemus npy onepaTtuBHu
MaHunynauum [1, 8J.

YecToTata Ha aHEBPU3MUTE Ha Bb3xoasdLiara aop-
Ta e npubnuautenHo 5-10 Ha 100 000 gyww roguw-
HO, KaTO PUCKbT HapacTBa C Bb3pacTTa U HanuM4meTo
Ha koMopOuAHWM cbeTosiHMA [2, 8]. AHeBpU3MUTE Ha
aopTHaTa Abra ca no-pegkun, oueHsBaHu Ha okono 1-2
Ha 100 000 gywm roguLiHO, HO U3UCKBAT KOMIMMEKCEH
NMOAXOA 3a AnarHocTuka u nedvexHue [8].

CbBpeMeHHUTE OnepaTMBHU TEXHUKM BKItOYBAT
OTKpWTa NPOTE3HA PEKOHCTPYKLMS, Gannac Ha paskIio-
HeHusiTa Ha aopTHaTta Abra (debranching), xmbpuaHu
WNHTEPBEHLMM 1 NMpWU onpeerneHn criydyam eHgoBacky-
napHu noaxoan — TEVAR [3, 4, 6]. N36opbT Ha meTop,
3aBMCM OT aHAaTOMUYHUTE 0COOEHOCTU Ha aHeBpU3Ma-
Ta, Bb3pacTTa U KOMOPOUOHOCTTa Ha NaLMeHTa, KakTo
1 OT HANU4YMEeTOo Ha MyNTUANCUMUMIIMHAPEH KU MeXay
Kapanoxupypsu, Cb40BU XMPYP3U 1 aHECTE3NOMNO3N.

HaBpemeHHaTa AnarHocTuka yYpes exokapauorpa-
dhus, KOMNKTbPHA TOMOrpadunsa U MarHUTEH PE30HAHC
€ KI4YoBa 3a NporHo3ara, Thil KaTo NO3BOSSABa pPaHHa
MHTEPBEHUUSA Npean HacTbMBaHe Ha paskbCBaHE UMU
Cepuno3sHun ycnoxHeHus [1, 2]. CbBpemeHHaTa xmpyprus
Ha aopTara nocTura 3Ha4nTeNnHM ycnexu, Kato paHHara
CMBPTHOCT Npu fobpe nnaHmpaHu onepaumm e nog 5%
npu Bb3xoAsdLa aopta 1 okono 7—10% npv aHeBpr3mMm
Ha aopTHaTa gbra [3, 4].

OMUCAHMUE HA KIIMHUYEH CNYYAN

MauneHTBLT e xocnuTanuManpaH NbpPBOHaYarnHo Mo
MOBOA Ha yPOIOrMYHM ONMakBaHUs OT 3aTPyAHEHO ypu-
HUpaHe, HUKTypusi, PSA — 59,6 ng/ml. Mpun nposeae-
HWUTE KapAanonornyHa KoHcynTaums 1 obpasHu nscnea-
BaHWA Ce yCTaHOBsBa Aunartaums C aHeBpU3MaTU4HO
3acdraHe Ha aopTHaTa Abra, MauneHTbT € NpeBeaeH B
KnvHukaTta no Kapavoxupyprus 3a HEOTIOXKHO XMpYp-
rMyHO neyeHue. Npy NpoBeaeHaTa enekTpokapaunorpa-
dusa (EKIN) ce ycTtaHOBM: CUMHYCOB pUTBM, CbpAeyHa
yectoTa — 40 ya/min, geceH GenpeH aTpUOBEHTPUKY-
napeH 6nok | cT.

INTRODUCTION

Diseases of the aorta, including dilatation and an-
eurysms of the ascending aorta and aortic arch, rep-
resent a significant cardiovascular problem due to the
risk of rupture and sudden death [1, 2].

Ascending aortic dilatation is most commonly asso-
ciated with arterial hypertension, degenerative, chang-
es of the aortic wall (media), congenital disorders such
as Marfan syndrome, aortic valve pathology, infectious
diseases, and other conditions [1, 2].

Aortic arch aneurysms are less common but rep-
resent a significant surgical challenge due to the ma-
jor supra-aortic vessels arising from the arch and the
risk of cerebral ischemia during operative manipula-
tion [1, 8].

The incidence of ascending aortic aneurysms is
approximately 5-10 per 100,000 people annually, with
risk increasing with age and the presence of comorbid-
ities. Aortic arch aneurysms are rarer, estimated at 1-2
per 100,000 annually, but require a complex diagnostic
and therapeutic approach [2, 8].

Modern surgical techniques include open prosthetic
reconstruction, aortic arch branch bypass, (debranch-
ing), hybrid procedures, endovascular techniques such
as TEVAR [3, 4, 6]. The choice of method depends on
different factors such as aneurysm anatomy, patient
age, comorbidities, availability of a multidisciplinary
team including cardiac surgeons, vascular surgeons,
and anaesthesiologists.

Timely diagnosis using echocardiography, comput-
ed tomography, and magnetic resonance imaging is
essential for prognosis, as it allows early intervention
before rupture or major complications occur.

Modern aortic surgery achieves significant suc-
cess, with early mortality below 5% for ascending aortic
procedures and approximately 7-10% for aortic arch
aneurysms [3, 4].

CLINICAL CASE

The patient was initially hospitalized due to urolog-
ical complaints, including difficulty urinating and noctu-
ria, with PSA 59.6 ng/mL. Following cardiology consul-
tation and imaging studies, dilatation with aneurysmal
involvement of the aortic arch was detected. The pa-
tient was transferred to the Cardiac surgery clinic for
urgent surgical treatment, where paraclinical investiga-
tions showed: ECG — sinus rhythm; 40 bpm; First-de-
gree AV block.
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M3BbpLueHaTa exokapauorpadums nokasa:

— XunepTpoduyHa naBa kamepa ¢ pakumns Ha U3-
TnackBaHe (PU) — 78%, 6e3 cerMeHTHW HapyLleHus B
KMHETUKATA;

— AopTHa peryprutaumsi: 0+ cT.

— MuTtpanHa peryprutaumsi: | cT.

— TpukycnuganHa peryprutauus | CT.

JlabopatopHute  un3cnega-
HUsi ca B pedPepeHTHN rpaHnLIu,
KaTto 3a oTbens3BaHe ca Hanwu-
YMETO Ha aHeEMUS — XEMOTITTOOUH
(HGB) —112.0 g/L, n yBenuyeHu-
Te cTonHocTh Ha PSA — 59,6 mg/
ml. HuBaTa Ha cepymHus Kpea-
TUHWH Ce [OBWXaT B rpaHuumTe
Ha 158 mmol/l npn npuema, nuk
no 175 mmol/l cneg npuvnaraxe
Ha KOHTpacT npu eHgonpoueny-
pata u cboTBeTHO 142 mmol/l
npuv gexocnuranusaumsra.

Waroteu ce myntuamcumnnu-
HapeH MraH 3a MnocrnenBaLoTo
onepaTMBHO JeYeHne, BKITHOY-
Ball, KapAMOXMpyp3Wu, CbOoBU
XUpyp3Kn, aHecTe3nonosu, Kap-
anonosn u exorpadpuctn. Cue
cbrnacve Ha naumeHTa ce B3e
pelleHne TOM Aa NpemuHe npe3 OTBOpPEHa XUpYprus
C uen gebpaHyvMHr Ha CbAOBETE Ha aopTHaTa Abra
1 nocrneasallo €HOOBAaCKynapHO MMMIaHTMpaHe Ha
aopTHa npoTesa.

Etanu Ha XUPYPrn4Ho nevyeHue

Eman | — 0ebpaH4yuHe Ha aopmHama Obaa (pue. 2)

e bainac oT Bb3xogswata aopTa KbM TPYHKYC
Opaxvouedanukyc 1 nasa obLia kapoTugHa apTepus
¢ npotesa Intergard Synergy 18/9/9mm.

e bannac ot Bb3xoagduiaTa aopTta KbM nsiBata ap-
Tepus cybknaeus ¢ npotesa Intergard Woven 8 mm.

e ‘ObnnuaHe” Ha Bb3xoAdLlaTa aopTa C npoTesa
Intergard Woven 32.

Mpe3 gdacHa J-cTepHOTOMUA ce oTnpenapupaxa
Bb3xofsllaTa aopTa 1 aopTHaTa gbra, KOUTo ce Hame-
puxa CUITHO gurnatvpaHu Hag 7 cm B AMaMeTbp, 3a-
no4vBaLLo OT AMCTanHaTta YacT Ha Bb3xoAsuwara aopTa
W gocTurawo Ao AecueHaeHTHaTa aopta. [pu npuc-
TEHHO KnamnupaHa Bb3XOAslla aopTa Ce OCbLUEeCTBU
npokcMMarnHa aHacToMo3a ¢ GudypkaunoHHa nportesa
Intergard Synergy 18/9/9 mm. Oco6eHUAT MOMEHT B
TO3K eTan Ha onepauusTa e NPeLn3HOTO NO3ULNOHU-
paHe Ha aHacTomo3aTa, Taka Ye Ja ocTaHe A4ocTaTb4-
HO MACTO BbB Bb3XoAsllaTta aopTa 3a ,JIeHOMHT 30Ha
Ha eHgonpoTesaTa Ha cnegBawus etan. [ductanHute
paskroHeHus1 Ha GudypkauMoHHaTa npoTesa ce us-
Mepuxa U ce aHacTomo3svpaxa NocrefoBaTefiHo KbM

®wr. 1// Fig1

From Echocardiography:

— Left ventricle hypertrophic; ejection fraction: 78%;
no segmental wall motion abnormalities;

— Aortic regurgitation: 0+

— Mitral regurgitation: grade |

— Tricuspid regurgitation: grade |

Laboratory test results are
within normal limits, with the ex-
ception of anemia — hemoglobin
(HGB) 112.0 g/L — and elevat-
ed PSA levels — 59.6 mg/ml.
Serum creatinine levels ranged
from 158 mmol/L on admission,
peaking at 175 mmol/L after
contrast administration during
the endoscopic procedure, and
142 mmol/L at discharge.

A multidisciplinary treatment
plan was developed involving
cardiac surgeons, vascular
surgeons, anaesthesiologists,
cardiologists, and echocardiog-
raphers. With the patient’s con-
sent, it was decided to perform
open surgical debranching of the aortic arch vessels
followed by endovascular implantation of an aortic
prosthesis.

Surgical Treatment

Stage | — Aortic Arch Debranching (Fig. 2)

e Bypass Ao. Asc. to Truncus brachiocephalicus
and A. carotis communis sinistra using Intergard
Woven 18/9/9mm mm prosthesis

e Bypass Ao. Asc. to A. subclavia sinistra using
Intergard Woven 8 mm prosthesis

¢ Wrapping of the ascending aorta using Intergard
Woven 32 prosthesis

Through a right J-sternotomy into the 4th intercos-
tal space, the ascending aorta and aortic arch were
dissected and found to be severely dilated (> 7 cm
diameter), beginning aorta ascendens and extending
toward the descending aorta. Under partial clamping
of the ascending aorta, a proximal anastomosis was
performed using a bifurcated Intergard Synergy 18/9/9
mm prosthesis.

A critical aspect at this stage was the precise posi-
tioning of the anastomosis, ensuring adequate space in
the ascending aorta for the future landing zone of the
endoprosthesis. The distal branches of the bifurcated
graft were measured and sequentially anastomosed
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nsieata obua kapoTugHa apTepust U TpyHKyC Bpaxmo-
uedanukyc no Tmna .Kpau B kpan“. Octuymute Ha
HaTMBHUTE apTepun ce nurupaxa. Kem ocHoBaTa Ha
OudypKkaumnoHHaTa NpoTesa ce MMNNaHTupa AOMbIHU-
TEIHO CbAO0BO pasKroHeHWe ¢ npasa npoTtesa Intergard
Woven 8 mm, KOWTO Ce 13nor3ea 3a U3BbpLUBAHE Ha
Gannac KbM ngaBaTa apTepus cyoknaBus, KOSTO ce Ha-
MepV CynpaknaByKyniapHO U Ce M3BbPLUM aHacToMo3a
no Tuna kpamn-ctpaHa. OCTMyMbT Ha gsicHaTa apTepus
cybknaBus He ce NUrupa, Tbil KaTo Ha cneaBaLLms eTan
e 6bae NoKpUT ¢ engonpoTtesaTa. [uctanHara yacT
Ha Bb3xoslaTta aopTta Hag budypkaumoHHaTa npoTe-
3a ce ,06BK" (wrapping) cbc cbaoBa npotesa Intergard
Woven Ne 32. 1o T031 Ha4nH ce NOCTUrHa CTecHsIBaHe
Ha nymeHa n ctabunusvpaHe Ha Gbaellarta NeHONHr
30Ha 3a eHponpotesata. o Bpeme Ha gebpaHuvHra
C Len Mo3bYHa MpPOTEeKUMsi ce m3nons3eaxa 7 mm Ka-
pPOTMAEH CbOOB LUBLHT, 32 Aa Ce 3ana3n aHTerpagHuaT
KPBbBOTOK MNPV OCBLLECTBABAHETO Ha aHacToMo3uTe,
caTypauusiTa ce crnefelle C permoHanHa uepebpanHa
okcumeTpus Ypes near-infrared spectroscopy (NIRS) n
WHTPaonepaTMBHO Ce MpUIoXnxa gekcaMeTa3oH 8 mg
n TMoneHtan 1g

dur.

Eman Il — mnnaHnmauus Ha cmeHm-2pagpm Ha
aopmHama Obaa

[Mpe3 oTBOpeH geceH chemopaneH gocTen npes 7
Fr pesvne n nas BpaxuwaneH nepkytaHeH Joctbn ¢ 6 Fr
aesune ce no3vuMoHvpa MUITenn, crneg Koeto ce no-
3numoHmpa Bodad Lunderquist npes aoptHata knana B
nasarta kamepa. mnnaHtvpaH 6e cTeHT-rpadT OT Bb3-
xofsiLarta aopTa, HeNnoCpPeACTBEHO crnea NPEAX0AHO KOH-
CTpyvpaHusa 6annac B cb3gageHata ,JIeHOUHr" 30Ha g0
npoKcUMarnHarta 4yacT Ha AecueHAeHTHaTa aopTa C NoKpu-
BaHe Ha usnarta gbra. [pes nesus bpaxuwaneH gocTbn ce
umnnanTmpa Vascular plug 14 x 10 mm B npokcumanHaTa
YacT Ha apTepusi cybknasus BRsSIBO Npeau OTAENsSHETO
Ha apTtepusa Beptebpanuc (¢ur. 3a). Ha duHanHata aH-
rvorpadms ce ycTaHoBMxa NpoXoauMMu rpadpToBe KbMm
CboBeTe Ha Abrarta, 6e3 AaHHW 3a eHoonuiK (dour. 3b).

end-to-end to a. carotis communis sinistra and Truncus
brachiocephalicus. The ostia of the native arteries were
suture ligated. An additional straight Intergard Woven
8 mm vascular graft was implanted at the base of the
bifurcated prosthesis and used to perform a bypass to
the left subclavian artery, which was approached su-
praclavicularly, with an end-to-side anastomosis. The
ostium of the right subclavian artery was not ligated,
as it would be covered by the endoprosthesis and
occluded during the next stage. The distal portion of
the ascending aorta above the bifurcation graft was
wrapped with an Intergard Woven No. 32 prosthesis,
thereby narrowing the lumen and stabilizing the future
landing zone for the endograft. During the debranching
procedure aimed at cerebral protection, a 7 mm carotid
vascular shunt was used to maintain antegrade blood
flow during the creation of the anastomoses. Cerebral
oxygenation was monitored using regional cerebral ox-
imetry via near-infrared spectroscopy (NIRS), and in-
traoperatively, Dexamethasone 8 mg and Thiopental 1
g were administered.

2/ Fig. 2

Stage Il — Stent-graft Implantation in the Aortic
Arch

Through open right femoral access (7 Fr sheath)
and left brachial percutaneous access (6 Fr sheath),
a pigtail catheter was positioned. A Lunderquist guide-
wire was advanced through the aortic valve into the left
ventricle. A stent-graft was implanted from the ascend-
ing aorta immediately distal to the previously construct-
ed bypass within the created landing zone, extending
to the proximal descending aorta, covering the entire
arch. Through the left brachial access, a vascular plug
(14 x 10 mm) was implanted in the proximal left subcla-
vian artery before the origin of the vertebral artery (Fig.
3a). Final angiography showed patent grafts to the arch
vessels and no evidence of endoleak (Fig. 3b).
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a)

b)

®wr. 3// Fig. 3

Eman Il — PTA AIC et AIE dex cum 7/150 mm

Mpe3 nyHkumMoHeH poctbn Ha A®K BadcHo ce
noctaeun gesune 7 Fr. Ha aHrnorpacdusaTta ce Busya-
nmM3npa BMCOKOCTENMEHHa CTeHo3a Ha obuwarta mn Ha
BbHLUIHATa unuayHa aprtepus (cur. 4a). Hanpasu ce
petporpagHo PTA Ha nocnegHarta no Bogad ¢ 6anoH
7/150 mm. Ha koHTponHata aHrnorpadgus ce yctaHo-
BU JoObp aHrmorpadckm pesyntat 6e3 gucranHu em-
6onusauun (cur. 4b).

OBCBXOAHE

lMpencraBeHUST criydan OeMOHCTpUpa KOMMMeKe-
HOTO ynpaBrieHue Ha aHeBpuM3Ma Ha aopTHaTta Abra

Stage Il — PTA of the Right Common and External
lliac Arteries

Through puncture access of the right femoral ar-
tery, a 7 Fr sheath was inserted. Angiography revealed
high-grade stenosis of the right common and exter-
nal iliac arteries (Fig. 4a). Retrograde PTA was per-
formed using a 7/150 mm balloon. Control angiography
demonstrated good angiographic result without distal
embolization (Fig. 4b).

DiscussiON

The presented case demonstrates the complex
management of an aortic arch aneurysm in a patient

owr. 4 // Fig. 4
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npv NaumMeHT C MHOXECTBO CbMbTCTBALM 3abonsiea-
HUS, BKMIOYMTENHO KapuWHOM Ha npocTtataTta, ucxe-
MUYHa 60OMNecT Ha CbpLETO, €QHOKINOHOBA KOpOHapHa
6onect cneg PCl n xpoHWyHa cbpaeyHa HegocTaTby-
HOCT. Bb3pacTtTa 1 B1ucokata KOMopbugHoOCT Ha nauu-
€HTa MOCTaBAT 3HAYMTENHU NPEAM3BUKATENCTBA Npwu
n3bopa Ha onTumarnHa TepaneBTuUYHa cTpaterus [1, 2].

AHeBpu3MUTE Ha aopTHaTa Abra ca peaku 1 Xupyp-
rMYHO KOMMJIEKCHM NOpaAm pucka oT LepebparnHa ncxe-
Mus. KnacnyeckuaT OTKPUT MOAXOL HOCU 3HaYMTENEH
PUCK NPY MNALUEHTU C KOMMPOMETMPAHO KapaMoOBacKy-
NapHO CbCTOSIHWE, JOKATO YMCTO eHOOBacKynapHuTe
TEXHWKN MoraT Aa GbAaT orpaHuyeHn OT aHaTOMUYHU
0COBEHOCTM M pasKOHEHUS Ha CbOOBETE Ha Abrata
[3, 4, 6]. XmbpunaHMAT nogxon, cbyetaBall, AebpaHymHr
C nocrnegalla MMNAaHTaumsa Ha CTeHT-rpadoT, KakTo e
NPUNOXEH B pasrniegaHnsi criyvyan, no3eonsisa ontnuma-
neH 6anaHc mexay eeKTMBHO M3KMIYBaHe Ha aHe-
BpM3mMaTa u MUHUMMU3MpPaHe Ha pUcka OT HEBPOMOTMYHM
1 CbpAeYHM YCrnoXHeHus [3, 4, 6, 7]. OT usknio4ymTenHa
BaXXHOCT € n3bsarBaHeTo Ha HeobxogumocTtTa oT EKK
npv NauMeHTy C Npurnexailo OHKONorM4yHo 3abonsBea-
He, KoeTo OM ce HanoXurno Mpu Knacudecka oTkputa
onepauus. B nonsa Ha xmbpuaHua nogxod npes YnucTo
€HoBacKynapHUTe TEXHUKM € nuncaTta Ha noaxoasiia
NeHAVWHT 30Ha 3a eHAonpoTesaTa.

[Mpu naumeHTa e n3non3saH MynTUAMCLUNANHAPEH
Nnoaxopn, KOeTo e Kr4oBOo 3a nraHnpaHe n 6e3onacHo
npoBexaaHe onepatuBHuTe etanu [1, 2].

OT ppyra cTpaHa, CbLLECTBYBAHETO HA aHEMUYEH
CYHAPOM M XPOHUYHa GbOpeyHa HegoCTaTbYHOCT U3-
MCKBa BHMMAaTENeH MOHUTOPWHI Ha XeMOAWHaMuKaTa,
KPbBHWUTE MoOKasatenu u ObbpevHata pyHKUMA npes
uenusa nepunpoueanypeH nepuof [5]. B npeacraBeHust
cryyav onepaTuBHUAT pe3ynTar € OTNnYeH — 6e3 paHHu
YCNOXHEHUs1 U ¢ AOOBP NocTonepaTMBeEH CTaTyc Ha na-
LUMeHTa, KOEeTO nogyepTaBa 3Ha4EHNETO Ha NPELIN3HOTO
npegonepaTMBHO NaHupaHe, U3non3BaHeTo Ha CbBpe-
MEHHU XMOPUOHU TEXHUKA U WHOUBUMAYANU3NPAHOTO
ynpaeneHne Ha cbnbTCTBaLLMTe 3abonsasaHus [4, 6, 71.

To3n cnyyan uniocTpupa HAKOMKO BaXKHW acnekta
3a npakTukaTa:

e PaHHaTa gmarHocTvka n HaBpemMeHHaTa WHTep-
BEHLUSA NpY aHEBPM3MM HA aopTHaTa Abra 3Ha4YUTENHO
nogobpsaBaTt nporHo3ara, 4OpWU Npy NauneHTu C BUCOK
XUPYPTUYEH PUCK.

o MynTuaMcUMNIMHAPHUAT NOOX04 € KPUTUYEH 3a
KOOpAMHUPaHe Ha XupypruyHata cTparterns, MUHUMU-
3MpaHe Ha puUCKa OT YCMOXHEHUS U ONTUMU3auus Ha
nepunpoLeanypHoTo HabnaeHme.

o XnbpraHuTe TEXHWKN Ca LEHEH MHCTPYMEHT Npu
NnauMeHTN C aHaTOMWYHW OrpPaHUYEHUs UM 3HavymMma
KOMOpPOMAHOCT, ocurypsiBaikn 6e3onacHo U3knovBaHe
Ha aHeBpu3mara 6e3 HeoOXOAMMOCT OT NPOABLIKUTEN-
Ha UMpKynauMoHHa nogapbikka.

with multiple comorbidities, including prostate cancer,
ischemic heart disease, single-vessel coronary artery
disease status post PCI, and chronic heart failure. The
patient’'s advanced age and high comorbidity burden
pose significant challenges in selecting the optimal
therapeutic strategy [1, 2].

Aortic arch aneurysms are relatively rare and surgi-
cally complex due to the risk of cerebral ischemia. The
conventional open surgical approach carries substan-
tial risk in patients with compromised cardiovascular
status, while purely endovascular techniques may be
limited by anatomical constraints and the involvement
of supra-aortic branches [3, 4, 6]. The hybrid approach,
combining debranching with subsequent stent-graft im-
plantation, as applied in this case, provides an optimal
balance between effective aneurysm exclusion and
minimization of neurological and cardiac complications
[3, 4, 6, 7]. It was of paramount importance to avoid
the use of extracorporeal circulation in this patient with
concomitant oncological disease, as would have been
required in a conventional open surgical approach. The
hybrid strategy was preferred over purely endovascular
techniques due to the lack of an adequate landing zone
for endograft deployment.

A multidisciplinary approach was employed, which
is essential for planning and safely executing the oper-
ative stages [1, 2].

On the other hand, the presence of anemia and
chronic kidney disease necessitates careful monitor-
ing of hemodynamics, hematologic parameters, and
renal function throughout the periprocedural period [5].
In the present case, the operative outcome was excel-
lent — without early complications and with a favourable
postoperative status — highlighting the importance of
meticulous preoperative planning, the use of modern
hybrid techniques, and individualized management of
comorbid conditions [4, 6, 7].

This case illustrates several important aspects for
clinical practice:

e Early diagnosis and timely intervention in aortic
arch aneurysms significantly improve prognosis, even
in high-risk patients.

e A multidisciplinary approach is critical for
coordinating the surgical strategy, minimizing
complication risk, and optimizing periprocedural care.

e Hybrid techniques represent a valuable tool
in patients with anatomical limitations or significant
comorbidity, enabling safe aneurysm exclusion without
the need for prolonged circulatory support.
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3AKNIOYEHUE

MpeactaBeHUAT KNUHWMYEH Crydan OeMOHCTpuUpa,
ye Npv NauMeHT C aHeBpM3Ma Ha aopTHaTa gbra u
3Ha4YUTENHa KOMOPOWOHOCT, BKITHOYMTENHO Kapauo-
NOTMYHM M OHKOINOMMYHWM 3abonsaBaHus, XMbpuaHuaT
nogxon Moxe Aa ocurypy 6esonacHo n edekTUBHO
neyexwue [4, 5, 6, 7]. HaBpemeHHOTO AnarHocTuumpa-
He, MyNTUOUCLMNIIMHAPHOTO NfaHupaHe U WHOUBW-
Ayanu3nmpaHoTO yrnpaBrneHne Ha CbNbTCTBAWMUTE 3a-
bGonsiBaHMs ca KM4YOBM 3a NMOCTUraHe Ha OnTMMarnHu
XUPYPrMYHU pesynTatv U1 MUHUMU3MPaHe Ha nocTone-
paTuBHUA pUCkK [1, 2]. YcneLwHOTo npoTuyaHe Ha onepa-
TUBHMS M NOCTONEPaTUBHNUS NEPUOS NPW TO3M NauUUeHT
NOTBbPXXAaBa, Ye CbBPEMEHHUTE XMOPUOHW TEXHUKM
ca HagexaHa onuusi NpyY BUCOKOPUCKOBU MAaLMEHTU C
aHeBpM3MK Ha aopTHaTa avra [3, 4, 6, 7].

He e deknapupaH KOHbriukm Ha uHmepecu
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