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Hooa meyaunH apTepunH cyaacHbl apxar Hapuncan 6a 6ernepent eBYHUNUT
CTA-TASC-bIH aorta-iliac 6a femoral popliteal aHrunanaap cyaancaH Hb
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Background

Lower extremity arterial diseases are chronic stenosis of the artery and occlusive arterial diseases,
which are commonly caused by atherosclerosis. Prevalence of lower extremity arterial diseases has
positive proportional relationship with age of the patients. Furthermore, prevalence of lower extremity
arterial disease is 16% among the males over the age of 60, whereas prevalence among same aged
woman is 13%. Among the age group of 38 to 59 age, 60 to 69 age and 70-82 age group, prevalence
of lower extremity arterial disease was 5.6%, 15.9%, and 33.8%, respectively.

Goal

Identifying lower extremity arterial occlusive disease and chronic stenosis of arteries by CTA-TASC
classification of aorta-iliac and femoral popliteal lesions.

Obiective

1. To identify age and sex of the patients with lower extremity arterial occlusive disease and chronic
stenosis of arteries.

2. To identify lower extremity arterial occlusive disease and chronic stenosis of arteries by CTA-
TASC classification of aorta-iliac and femoral popliteal lesions.

Material and methods

Study sample consisted of 237 patients, who were diagnosed with lower extremity arterial occlusive
disease and chronic stenosis of arteries from 2019 to 2020 at reference centre on Diagnostic Imaging
na after R.Purev State Laureate, People’s physician and Honorary professor of the State Third Central
Hospital. Computed angiogram images of lower extremity arteries were examined. Contrast agent
“Ultravist” was pumped by automatic syringe. Lower extremity arterial occlusive disease and chronic
stenosis of arteries are categorized by CTA-TASC classification of aorta-iliac and femoral popliteal
lesions. The youngest participant was 20 years old and the oldest participant was 76 years old.
Common statistical measurements such as means and standard errors were calculated. Probability
of results were checked using Student’s test.
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Results

We have found following results: 185(78.1%+3.0) cases out of 237 diagnosed patients with lower
extremity arterial occlusive disease and chronic stenosis of arteries are males and 52(21.9%%3.0)
cases are female. Distribution of lower extremity arterial occlusive disease and chronic stenosis of
arteries by the age group of patients are: up to 20 years of age is 3 (1.3%%0.7), 21 to 40 years of age
is 14(5.9%%1.5), 41 to 60 years of age is 86(36.3%%3.1) and over the age of 61 is 134(56.5%+3.2).
It is statistically highly significant that experiencing lower extremity arterial occlusive disease and
chronic stenosis of arteries among the age group of over 61(P<0.001).

The result of lower extremity arterial occlusive disease and chronic stenosis of arteries by the CTA-
TASC classification of aorta-iliac and femoral popliteal lesions are: CTA-TASS aorta-iliac lesions
A-16(6.8%=1.8), B-8(3.4%%1.2), C-12(5.1%%1.4), D-41(17.3%=2.5), CTA-TASS femoral popliteal
A-41(17.29%%2.5), B-53(22.36%+3.6), C-47(19.83%%2.6), D-96(40.5%=3.2), respectively.

Conclusions

1. Lower extremity arterial occlusive disease and chronic stenosis of arteries occurs 46.5% over the
age of 60 and 78.1% of the patients are males.

2. Following two categories have identified more than the rest, 17.3% CTA-TASC classification of
aorta-iliac lesions, type D and 23.3% CTA-TASC classification of femoral popliteal lesions, type D.

Pp. 52-58. Tables 2, Figures 5, References 3
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YHpacnan

[oon meyguiH apTepuiH cydacHbl 3Mrar ragar
Hb aTepoCKnepo3blH LanTraaHTan CcyaacHbl
apxar HapwuncanT 6a Gernepent eB4YMH HOM. OH3
©BYHMI TapxanT Hb Hac axuMx Tycam HIMIrgax
OanHa. 60 HacTan 3parTanyvyyauiH OyHO 0004
MOYOUNH apTEPUNH CydacCHbl AMrarvnMH TapxanT
16%, amartanuyyaunH gyHa 13% 6GanHa. [Joopn
MOYAUAH apTepUH CyOacHbl SMIArvAH TapxanT
38-59 HacaHg 5,6%, 60-69-n 15,9%, 70-82-g
33,8% 6awHa [1]. Tamxu [1-13], YNXPUINH LUNXKMH
[1, 3-12, 14], aptepunH papanTt wuxcant [1-4,
9-12, 15], gucnunugemun [1, 3-5, 7-12, 14, 16-
18], CMMB3HIMMNH romMouMCTENHbI uxcant [19-22],
rmnoTupeoamam [23] 33par Hb 4004 MeYaunH
apTepurH cygacHbl SMIArMWH  Ton  LWanTraaH
ook 6anHa. [oog MeyauvH apTepuiiH CydacHbI
amrartan ayHopxkaap 80 HacTam 467 apartanyyyg,
81 Hactan 1444 3MarTanvyyauniH 3pcaanT Xy4uH
3YWNYyyaunir cygnaxaj aparTandyyasg Hac axux
Tycam Odd Ratio Hb 1.05, xapuH aMarTanyyyaag
1.03 GanHa. ApTepuinH gapanT UXCIMTUNH XyBbA
apartanuyyasn Odd Ratio Hb 6.1, amarTanuyyasag
3.6 GarnHa. bBara HartpanTan nunonpotenH 1mr/
ON-33p uxcaxag spartandyyasg Odd Ratio Hb
0.95, amartandyygsg 0.97, eHgep HArTpanTtan
nunonpoTerH 1Mr/gn-3sp WUXCaxsd aparTanyyyn
6a amartanvyygag Odd Ratio Hb 1.02 Ganna [3].
Fontaine-Hn aHrunanaap 2-p ye wartaHg Ganraa

OBYTOH TaMxu TaTanTbIlr yPramkyynoan amnyraum
XUANIaX 3pCA3NHaMaraax 6arnHa[24]. TamxuTataar
fa Tamxu TaTgarry XyMyyCuWH 3HOOBACKynsip
AMYMMrI3HUI YP AYHT Xapblyynaxaj Tamxu Tatgar
XYHO yp OyH myy GanHa [25]. Tamxu Tatantbir
30rCOOCHOOP 4004 MeYOUNH apTepuiH CyaacHbl
SMMArMMH  sBL  ByypaxblH  33p3ruad  3ypXHUN
WMradac 6a 3ypxHUM LWIUFAIIC WanTraaHTanl Hac
BapanT Oyypuy 6ariHa [26]. ©OHgep HacTaml, YNXPUIAH
LUMKMH, 4004 MeYAUNH apTEPUNH cyaacHbl aMrar
xaBcapcaH 60MOBY TUTMSH CydacHbl 3Mrarrym
OBUYTOHYYAMWAT  YMXPUAH LWIWKMH  6a  3ypXHUN
WMro33cadp eBaex Oavraary [ood MeYOunH
apTepuyriH cydacHbl  SMrarTan  ©BYTOHYYATIN
Xapblyynaxag TUTM3H CydacHbl 3Mrarasp eBAex
apcaan 1,5 paxuH eHgep 6anHa [27]. LWnHx Tampar
Oyxuih foop MeyauiiH apTePUNH CyoacHbl SMIarTan
LDL xonectpun 125 mr/gn-aac ux, gyHoxaap 80
HacTtanm 264 aspartan, 396 amarTon xampargcaHbl
318 eBYTEHA CTATMH SMUMIT3d XUNXK, XapuH 342-4
Hb nMnua Byypyynax am xaparnaaryn. 39 cap garax
cydarncaH cyganraaraap CTtaTvH 3MYWUMTAdHUA yp
OYHA TUTM3H CyOdacHbl SMrarasp eBaex Hb 58%,
OMHO Hb 3YPXHWA LUUIO33CIdP eBAex bOaricaH
OBYTOHYYOMNH XyBb TUTM3H CyAacHbl 3Mrarasap
eBOeX Hb 52%, 3ypXHUI LINIO33CI3P OBOSXK
Daviraarym eBYTeHYYOUVH XyBb TUTM3H CyAacCHbI
3aMraraap eefex Hb 59% OyypcaH 6anHa [28]. Joopg,
MEYOUNH apTepuiiH CyOoacHbl 3MIArTa XymyycT
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3ypx cydacHbl 6a TUTM3H CygacHbl 3MrarumH
WwanTtraaHTan Hac 6apax apcgan Hamarggar [29].
[oon MeyaumnH apTepurH cydacHbl 3MrarMmH
(Hapuncan Hb 250%) oHowwnrooHg MD-CT
angiography  Hb  OHOBYTOW  LUMHXWUIITA3HWI
apra tom [30]. MRA, CTA, DSA WVHXWUIr33HUNA
apryyapir xapbLyyrncaH NpocneKkTuB cyganraaraap
OHOLLMITOOHbI HapuiBYan onponuoo 6arcaH [31].
Fontaine-uinH (amHan 3ynH) aHrunan: 1-p ye war:
LUMHX TAMASr UMNPaxryi. 2-p ye wart: Tortmon byc
XONUNH WnndaHnn BynunHraap 6apgavipd eBOex.
2a ye wart: 200 meTpaac 433w 3ang anxaxapg
XenuH WwunbaHnn BynuuHraap Gagavipd eBaex.
2b ye wat: 200 meTpaasc bara 3awpg anxaxag
XONUH WnnbaHmm OynumHraap Gapanpy eBaex.
3-p ye wat: ampanTbiH eBoenT Oyy X3BTaxag
©BOONT (sAnaHrysa LWeHe eBAeHe) MXC3H3. Cyyx
0a 3orcoxop esgent byypHa. 4-p ye war: LlycaH
XaHramx gytarganbiH wapx 6a yxokun. CTA-TASC-
biH Aorta-iliac aHrmnan (3ypar 1): [Joog Me4auiiH
apTepuiiH cygacHbl apxar Hapuican 6a 6ernepent
eByHMr 2000 oHbl 1 capaac KOMMNbOTEPT TOMO-
aHrnorpacpuap (CTA) Trans-Atlantic Inter-Society
Consensus (TASC)-biH aorta-iliac 6a femoral
popliteal aHrunanaap anruncad. YyHa: CTA-
TASC-biH Aorta-iliac aHrunan: A xan6ap: Common
iliac artery 1 acBan 2 Ttang HapwuiiccaH. External
iliac artery 1 acan 2 tang 3 cMm-33c Gara ypTTam
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1 TooHbl HapuicanTan. B xan6ap: lon cygacHbl
©eepHun gooa xacar aopt (infrarenal aorta) 3 cm-
33c bara yptTan HapuncanTan. Common iliac artery
1 Tangaa 6ernepceH. External iliac artery 1 acBan
OFOH TOOHbI HapuncanTam, HapunucanbiH HAAT ypT
3-10 cm, common femoral artery-unr xampaarym.
External iliac artery 1 Tanpaa O6ernepceH,
Internal iliac artery 6a common femoral artery-
uir xampaaryn. C xan6ap: Common iliac artery 2
Tangaa 6ernepceH. External iliac artery 2 Tangaa
HapuiccaH, HapurUcnbiH HUAT YPT Hb 10cM-33c¢ ypT,
common femoral artery-unr xampaaryn. External
iliac artery 1 Tangaa HapuiccaH, common femoral
artery-unr xamapcat. External iliac artery 1 Tangaa
OernepceH, internal iliac artery acBan common
femoral artery-uir xamapcaHn. External iliac artery
1 Tangaa nx XaMXKa3Tal LLOXOWMKCOH OernepenTain,
internal iliac artery acean common femoral artery-
unr xamapcaH 6amk 6onHo. D xan6ap: infrarenal
aortoiliac 6ernepceH. Aopt 6a 2 TanbiH iliac
apTepuyabir xamapcaH HapwuiccanTan, 3MYUrad
waapgnarata. Common iliac artery, External iliac
artery, common femoral artery-yyabiH 1 TanbiH
Tapxman OrfoH TOoHbl Hapuicantan. Common iliac
artery, External iliac artery 6ernepceH. External
iliac artery 2 Tangaa GernepceH. X3BNWWH ron
CyOacCHbl LYMNX3HMMAH 3MYMNrad  Waapgnaratan
eBYTeOHuWN iliac artery-nminH HapuncanTan.
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Figure 1. CTA-TASC classification of aorta-iliac lesions, types A, B, C, D
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CTA-TASC-biH Femoral popliteal aHrunan: A
xan6ap (3ypar 2): 10 cm-33c 6ara yptTam 1 TOOHbI
HapuncanTan. 5 cm-33c Gara yptTam 1 TOOHbI

OernepenTan.
/’(
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Figure 2. CTA-TASC classification of Femoral
popliteal lesions, type A

B xanbap (Bypar 3): OnoH TOOHbI Hapwuiican
acBan GernepenTan, HAr HapunicanbiH YPT Hb 5
cm 6a TyyH33C xaTpaxryn. 15 cm Ga TyyHaac Gara
ypTTan, 1 TOOHblI Hapuican acBan 6ernepentan,
infrageniculate popliteal artery-uir xampaaryn.
Wnn6aHum cygacHbl  yprarmknan xapargaxrym
©O0nCcoH WwundsHmi cyacaHg 1 3CBan ONOH TOOHbI
Oernepen acBan HapwunicanTan, distal bypass
SMUMITTI3HMI Aapaa LyCaH XaHramx camkupcaH.
5 cm bGa TyyHasc Oara ypTTal, MX X3MXK3I3raap
LoXoMmKcoH bernepenTan. Popliteal artery 1 TOOHbI

HapuicanTan
219 PINES
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Figure 3. CTA-TASC classification of Femoral
popliteal lesions, type B

C xanbsp (Bypar 4): OnoH TOOHbI Hapwican
3cBan OernepenTan, HUNT ypT Hb 15 cm-33C wnX,
MX X3MXXI3HUIM LIOXOWKunTTon 6armx ©OonHo. 2
yaaarunH endovascular intervention aMunMnrasHun
Aapaa paxucaH Hapuican 3cBan OernepenTain,
3MYMNrad Waapanararan.
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Figure 4. CTA-TASC classification of Femoral
popliteal lesions, type C

D xanb6asp (3ypar 5): Common femoral artery
acsan superficial femoral artery-uiH apxar Oyp3aH
bernepen (20 cm-33c pgosw ypTTan, popletial
artery-unr  xamapcaH). Popletial artery 6a
proximal trifurcation cygacHyygbiH apxar OypaH
DernepenTali.

IR

Figure 5. CTA-TASC classification of Femoral
popliteal lesions, type D

3opwunro

[oopa MeyanitH apTepuinH cyaacHbl apxar Hapuincan
06a Gernepent eB4YHUr CTA-TASC-bIH aorta-iliac
6a femoral popliteal aHrmnanaap nnpyynax

3opwunrt:

1. Joog MeuyagunH apTepuiH CcygacHbl apxar
Hapuincan 6a GernepenTTan eBYTeHW Hac ba
XYNCUIAT TOTTOOX

2. loog meyauiiH apTepuirH cydacHbl apxar
Hapuican 6a Bernepent esuHunr CTA-TASC-
bIH aorta-iliac 6a femoral popliteal aHrnnanaap
UNpyynax

Matepman, apra 3yu

bug XegenvepuinH raBbsiaHbl yriaaH TYTMAH OO0HT
WYT'T3-unH MoHron YncbiH TepuiiH COEpXonT,
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ApabiH  amd, XyHZaT npodeccop P.IypasuitH
HIPAMXKXMT [lypC OHOLUMMTOOHBLI NlaBnaraa TeBUWMH
2013 oHg AHY-a yingBapnacaH Philips dovupmuniaH
64 3ycnartan, 3 XaMXK3acT eHAep HapunednanTtan
KoMMblOTEPT TOMoOrpacdm annapataap 2019-
2020 oHbl xyrauaaHg oo MeYOuWH apTepuiH
cydacHbl apxar Hapuncan 6a GernepenT OHoL
TaBurgcaH 237 eBuYTeH cydanraar siByyricaH.
Togocrory  ©oguc  YnbTpaBWUCTbIr  aBToMmar
WNpUMUMIAH  TycnamxkTavraap Llaxax, [Joof
MOYOUNH apTepuiH CyaacHbl KOMMbIOTEPT TOMO-
aHrnorpammblH 3yparnang QyrHanT xunicaH. [Joog
MeYOUAH apTepuiiH CydacHbl apxar Hapumncan
6a OGernepentuir CTA-TASS-biH  aorta-iliac
6a femoral popliteal aHrMnanaap aB4 Y3C3H.
CypanraaHg xamparcagblH XaMrunH Gara Hb
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20 axmag Hb 76 HacTtan 6arcaH. CyganraaHbl
YP AOYHT CTaTUCTUKMWH TYroaMan Xaparnargax
OyHO2X Y3YYNanT, y3yyranTUWH angaa 33prunr
TOAOPXONITXK, CTblooeHTUIH wanryypaap
Y3YYIaNTUH Maragnaneir warnracaH.

Yp AYH:

BugHuin cynanraaraap [ood MeuYauiiH apTepuintH
cynacHbl apxar Hapuiican 6a 6ernepent eB4Heep
oHownorgcoH 237 toxuonansiH 185(78.1%+3.0)
Hb 9partan, 52(21.9%%3.0) Hb amartan Oyoy
3parTav aMArTanH xapsuaa 3.6:1 6avHa.

Ooon wmeyamiH apTtepuiH cydacHbl — apxar
Hapuican 6a 6ernepenT eBYTEHWI HacbIr XYCHArT
1-39p xapyyncaH.

Table 1. Age of patients diagnosed with lower extremity arterial occlusive disease and chronic

stenosis of arteries

Age n % *m
21 or less 3 1.3 0.7
21-40 14 59 1.5
41-60 86 36.3 3.1
61-80 134 56.5 3.2
Total 237 100.0
XyCHaIrT 1-33C y39x34 61-39C 493l HaCHbIXaHg, [Joon wmeuyamiH apTepuiH  cydacHbl  apxar

0004 MeYannH apTepPUIAH CyaacHbl apxar Hapuncan
0a Gernepent TOXMonNgoX Oyh Hb CTATUCTUKWIAH
YH3H Maragnantan 6aviHa (P<0.001).

Hapwuican 6a 6ernepentuiir CTA-TASS-biH aorta-
iliac 6a femoral popliteal aHrnanaap aB4 y3caH
(XycHarT 2).

Table 2. Lower extremity arterial occlusive disease and chronic stenosis of arteries by the CTA-
TASC classification of aorta-iliac and femoral popliteal lesions

CTA-TASC aorta-iliac

CTA-TASC femoral popliteal

A B Cc A B C D
n 16 8 12 25 45 35 55
% 6.8 3.4 5.1 17.3 10.6 18.9 14.8 233
m 1.8 1.2 1.4 2.0 2.5 23 268

XycHarT 2-ooc y33x3g CTA-TASS-biH aorta-
iliac 6a femoral popliteal aHrunaneiH D xan63p
JaBaMranmk ToXnonaox danHa.

Xanuamx:

M.Schroll, O.Munck (1981); M.H.Criqui, A.Fronek,
E.Barrett-Connor 6a 6ycag (1985); J.Ness,
W.S.Aronow, C.Ahn (2000) HapblH cyganraaraap
4004  MeuyauiH  apTepuiiH  cydacHbl — apxar
Hapumncan 6a 6GernepenT Hb Hac axux Tycam
HOMIr4aX, 9SparTanMdyyasn nasamranmmk, 38-59
HacaHp, 5,6%, 60-69-a 15,9%, 70-82-g 33,8% TyC
Tyc Toxuongaor 6on ouaHui cyganraaraap 78.1%-
O Hb 23parTandyyn gasamranmink, 60-aac gasw

HacaHp 56.5% Toxuongox 6arHa.

CypanraaHn xawmpargarcagbiH 40.5% Hb CTA
TASC-biH  aorta-iliac  6a femoral popliteal
aHrnananaap D 6ywy cyynuiH ye waTtaHg
oHowunoraox 6amHa. Nmpa 3esxeH CTA TASC-
biH aorta-iliac 6a femoral popliteal aHrunanaap
aHrnaag 30rCoOXryl  9MHOM3yW,  9MHIN3YMH
Fontaine-unH aHrMnan OGOMOH 3SpPCOSNT  XYYWH
3YWNYYOMUT Hb TOFTOOX ©BYHMIT 3pPT ye LaTaHg
OHOLLITOXO aHXxaapax X3parTan banHa.

OyrHanT:

1. Jooa meuamiiH apTepuinH cyaacHbl Hapuincan 6a
BernepenT eB4YUH Hb 78.1%-4 3parTandyyaag,
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46.5%-4 60-aac 433 HacaHa TOXWOMAOX Bynr
TOrTOOCOH.

17.3%-n CTA-TASS-biH aorta-iliac-unH D,
23.3%-a CTA-TASS-bIH femoral poplitealunH D
xan63p gasamranmk Bynr Unpyyncax.
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