528 % 30 ABEHKRE SR Vol. 28, No. 3

242 2022 45 Journal of Tianjin Medical University May 2022

XERS 1006-8147(2022)03-0242-06

CDT 32 ZEIME BB ARIGIT TASC 11 D 2% AIOD B3
B NES ZE TR N

XX, BERE
(RHEEER K2R RS E R A4S ZNEF, K HE 300052)

w

WE BRI 582 @A (CDT)R A IT 4 LR B T KRG 97 TASC [T D & £ 3530 ik ) 2 (AIOD) i ¥ #AA 2tk 55
BAME R e, Tk BB AT 2015—2020 S R E EA K B E R o E SR RS 7 89 105 41 (158 £ B )TASC T D
2 AIOD % 69l R0, IR AR R R X 5 A B (n=13) . LR (n=53) ZIRE (n=39 ) BAT L 547, IR P HEREE
BRE X RIEANKE BFARP B T4 L AR RGHEFZHE—HADFE o TRREFFELEF LT ABL Rutherford 2%
BEAZEF . EER3E 100 #) B4 (148 B ) I il ¥eim K, BT KRR & 93.6%(148/158)., 52 414 CDT #7769 %4 A
AIA0E AN CDT A8 % B e 4% A, o 41 48] (78.8% ) % TASC II 5B HEAK,52 41 22 CDT 497 89 B A 39 BIBA-4 5
MERIN,EALRKEARRETRIERHERE (1=5.019,P=0.000), FAHH LR ER R Y T L 4241(P=0.000), 36 A~ A KL
7 Z R AR IR A — B8 ¥ B AR T IR AS 4 (Log—Rank=5.409 .6.748 , P=0.020.0.034 ) , 60 A A [ 7 i BE A 20— B0 38 9 4k T8
#48 (Log-Rank=4.414,P=0.036) . R F F R X & H A7 36.60 NA B L TRRFMHRAFEZF LA FZEL(P>005). 5
ARAT ABIEAAM, KJG &40 ABL A3 32 FH(P<0.05), iz 6 AN A BT BRS04 3 3R 48 ABL B4R T4 40(P=0.014.0.046) , Bx &4
5 ¥ Rk £ F Rt & L (P=0.564) ; &40 Rutherford %2 34 2 K37 BA% (P=0.000 ) , B A0 Fo 3 R 20 IR A6 2 KB
Rutherford 9% 5 E42 & #F4£(P=0.001. P=0.021), ¥ 2241 5B A2 £ 57 L%t 5 & L(P=0.296) ., £ :CDT 45 8) ¥ 2 %
AIG ARG I7 TASC 11 D 4% ATOD &% W R RAF ARG,

XK@EIR FE Gl TSI R R LR

hESES R6LS MEAARERRD A

Effects of CDT on the short and medium—term efficacy and safety of stent angioplasty in the treatment of
patient with TASC II D classification AIOD

LIU Zong—wei, DAI Xiang—chen

(Department of Vascular Surgery , General Hospital,, Tianjin Medical University , Tianjin 300052, China )

Abstract Objective: To study the effects of catheter—directed thrombolysis(CDT) on the short and medium—term efficacy and safety of
stent angioplasty in the treatment of TASC II D classification aortoiliac occlusive disease( AIOD ). Methods: The clinical data of 105 AIOD
patients ( 158 target limbs ) with TASC II D classification treated by endovascular treatment in General Hospital , Tianjin Medical
University from 2015 to 2020 were retrospectively analyzed. They were divided into the thrombolysis group (n=13),the stent group (n=53),
and the combined group(n=39) according to the different operating procedures. The intraoperative radiation exposure time,stent length,
perioperative bleeding event rate,, primary patency rate,and percentage of freedom from the adverse event during postoperative follow—up,
ABI, and Rutherford classification improvement in each period were compared. Results: There were 100 patients( 148 target limbs )
revascularized successfully by endovascular treatment,and the target limb revascularized rate was 93.6% (148/158 ). There was no CDT-
related bleeding event during perioperative period in 52 patients treated with CDT. There were 41 of 52 patients (78.8% ) who performed
DSA inspection again after CDT treatment, which was found that the TASC I classification decreased than that before the treatment. There
were 39 of 52 cases treated with CDT combined with bare metal stent implantation, and the stent length was significantly shorter than the
original lesion length(1=5.019, P=0.000). The radiation exposure time in the combined group was significantly less than that in the stent
group(P=0.000). The patients in the stent and combined groups had better primary patency rates than patients in the thrombolysis group at
36-month follow—up (Log-Rank=5.409,6.748,P=0.020,0.034),and patients in the combined group had better primary patency rates than
patients in the thrombolysis group at 60—month follow—up( Log—Rank=4.414,P=0.036). There was no statistical difference in the rate of
percentage of freedom from adverse events at 36 and 60 months of follow—up among patients with different endovascular procedures(P>0.05).
Compared with the preoperative ABI values,the ABI values were elevated in all groups after the operation (P<0.05),and the ABI values
were better in the combined and stent groups than in the thrombolysis group at 6 months of follow—up(P=0.014,0.046 ) , with no statis—

E&WB XEMAAMFEETFTA(19JCQNIC09900)
EEE T XRF(1995-), 5, ML, R A6 MESM; BEEE  BER, E-mail: 13302165917 @163.com,



5531

XISEEE 4 CDT X S MAS B ARIAYF TASC 1T D 9% AIOD B35t Hh A Rt 542 MR s 243

tically significant difference between the combined group and the stent group ( P=0.564). The Rutherford classification was lower in all

groups compared with the preoperative one(P=0.000). The combined group and stent group had a better improvement in the Rutherford

classification than the thrombolysis group after endovascular treatment(P=0.001,P=0.021),but the difference between the stent group

and the combined group was not statistically significant( P=0.296 ). Conclusion:CDT-assist stent angioplasty in the treatment of AIOD

patients with TASC I D classification has good clinical outcomes and high safety.
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Fig1 The operative DSA images of patients in thrombolysis group, stent group and combined group
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B3It (P<0.05), Bt 6 N HBTECA 4l RS2 e
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&1 TASC Il D ¢ AIOD & AOFEHHAELK Rutherford 5[ xs,n( % ), M(Pas, Ps)]
Tab1 Demographic characteristics and Rutherford classification of AIOD patients with TASC 1 D classification[x+s,n( % ), M( P, Ps) ]

Ei=tn i (n=13) Y (n=53) A H(n=39) FpCIH P
PERICH) 11(84.6) 47(88.6) 37(94.8) 1.591 0.451
LI (%) 63.60+9.98 69.23+9.15 64.23+8.30 4386 0.015
[=71VAR 9(69.2) 42(79.2) 24(61.5) 3.487 0.175
BE R 4(30.7) 18(33.9) 8(20.5) 3.487 0.175
Je Lo 5(38.4) 18(33.9) 8(20.5) 3.487 0.175
G L5 5(38.4) 19(35.8) 10(25.6) 3.487 0.175
DUTREAR A 1(10.0) 9(18.0) 5(14.2) 0.657 0.717
JFDIREA S 0(0) 6(12.0) 5(13.5) 0.657 0.717
[FR2I N 0(0) 4(7.6) 1(3.2) 0.657 0.717
fe R AR 9(81.8) 18(39.1) 19(52.7) 0.657 0.717
WA 7(53.8) 36(76.5) 28(71.7) 3.487 0.175
el 1(7.6) 15(31.9) 12(30.7) 3.487 0.175
JirsE 2(15.3) 2(42) 4(10.2) 3.487 0.175
HURJLE ABI 0.39£0.14 0.43£0.16 0.390.15 0.426 0.654
JifE(J]) 12(4,26) 24(5,73) 12(4,36) 2.900 0.235

H:ABL: UL L
#2 SHABFREALERIEE [xss,n(% ), M(Ps,Ps)]
Tab2 Comparison of perioperative results in each group[x+s,n( % ) ,M( P, P+s) |

e[ty e (n=13) HHH (n=53) A (n=39) FAYH P
ASA 3.38+0.87 3.34+0.68 3.100.79 1.356 0.262
FARZEHY) 76 942.44+25 589.32 90 122.17+29 563.51 105 396.94+33 277.60 4.897 0.010
BN 21(80.7) 76(71.6) 61(78.2) 1.153 0.318
BT AR 17(80.9) 74(97.3) 57(93.4) 6.379 0.038
A ATFAREFE] (min) 134.18+64.01 119.47+67.78 147.68+68.22 1.730 0.183
TR FERTR] (min ) 18(13,47) 96(74,143) 36(22,54) 51.948 0.000

T ASA - 5 ERRBE IR 230 53
F3 BERATRNFBEREEEMIHER (%), M(Ps,Pr;)]
Tab 3 Follow—up results of patients with successful target lesion revascularization by endovascular treatment[n( % ), M( Pxs, P:5) ]

£ty W (n=11) AU (n=52) A (n=37) Fiy P
Rt R a] () 32(9,37) 37(25,49) 27(14,37)

BT 2(18.1) 6(11.5) 2(5.4) 2.075 0.335
cd-TLR 1(9.0) 3(5.7) 2(5.4) 0.551 1.000

T ed—TLR : Ifi AR 20 14 409 25 o
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F4 BEMAITRIE £ Rutherford 4% b [ M( Pas, Prs) ]
Tab 4 Comparison of Rutherford classification before and after the

endovascular treatment[ M( Py, Ps) ]

Rutherford by Eiil kel BRAH

Vip 1 (n=11) (n=52) (n=37) " P
AR 3(3,4) 3(3,4) 3(2,4)  0.883  0.643
A 2(1,2) 1(1,1) 1(1,1) 12704 0.002
-3.914 -7.071 -6.548
0.000 0.000 0.000

A A S 2R i i 4R 5 Rutherford 32035 72 FE AT
(P=0.001.0.021)

x5 BERAISRENATTE ABLELLE (xs)
Tab 5 Comparison of target limbs’ ABI value before and after

endovascular treatment( xs )

o WAl ol Al
BEU#3A ABL {(ﬁniAll) (in:;z) ?5:37) F P
A 0.39+0.14 0.43:0.16 0.39:0.15 0426  0.654
11H 0.81+0.17 0.83+0.17 0.84+0.14 0.042  0.959
31MH 0.93+0.17 0.75+0.28 0.84+0.17 1.156  0.327
6 1A 0.69+0.26 0.88+0.20 0.92+0.15 3.371  0.046
2441 J] 0.82+0.20 0.67+0.23 0.82+0.20 0.779  0.475
F 4925 15257 34766
P 0.004 0.000 0.000
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B EE G E R L (P>0.05) 5 60 1 H S48
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HERG A R 2 7 g1 5 L (P>0.05), W3k 6.
ARG 36 ~H M 60 HSHBE T ARFM K
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Tab 6 Comparison of primary patency of target limbs[n( % ) ]
wRedl SR G
(n=17) (n=74) (n=57)

BT BRI 17(100) 70(94.2) 57(100)  3.894  0.143

36 AW 12(55.6) 66(89.2) 53(88.7) 6.748  0.034

60 N H—WlEly  12(55.6) 64(82.8) 53(88.7) 6.176  0.046

Log-rank P
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