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lllo-Popliteal Artery Disease
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¢ Critical Limb Ischemia (CLI)
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Figure 5. The natural history of atherosclerotic lower extremity peripheral artenal disease (PAD), IndSRTIITS with atherosclerotic lower
extremity PAD may be: (a) asymptomatic (without identified ischemic leg symptoms, albeit with a functional impairment); (b) present
with leg symploms (classic claudication or atypical leg symploms); or (¢) present with critical limb ischemia. All indrviduals with PAD
face a nsk of progressive imb ischemic symptoms, as well as o high shert-term cardiovascular ischemic event mte and incroased
martality. Thess event ratés aré most cleardy defined for indhviduals with claudication or criical imb ischamia (CLI), and less well
defined for indiiduals with asymptomatic PAD. CV indicates cardiovascular; MI, myocardial infarction. Adapted with parmission from

Wtz JL &t al. Crreulation. 1996:94:3026-49 (93,




Summary

¢ CLI patients are 1-2% of all PAD
PACIENES

¢ Sy mortality is 15-30%
— Main causes are CV event (MI or stroke)

¢ Only 1-2%0 patients) off claudicator
will lose theilr limbs after Syears.




Claudicator




2.6.2 4. Endovascular Treatment for Claudication

RECOMMENDATHONS
Class I

Endovascular prooedures are indicaled Tor individa.
als with a xocatiomal oo Mlesty be-lmiting disability due
o intermiitent dandication when dinlcal features
stiggest o reasonable lkelibood of symplomalic
improvemeod with endevancular intervention and ia)
there has been an hadequale responise o exefolse or
pharmacolgical therapy and'or (b lhere b o very
favorable risk-benelil rallo ieg. focal aorioiliac
occhindve diseaser, (Level of Evidence: A)

Endoviscular intervention s recommended ax the
preferred revascularization technigue for TASC ype
A isee Tabkes 20 and 21 and Figore i Biac and
femorepopliteal arterial lestons, {Level of Evidence: B)
Tramslesional pressure gradients iwith and withont

vasadilatton) should be oblained (o evaluate (e sig-

nlllcance of anglegraphic (hac arferial stenoses of
2% o T5% divmcler belore Inlervention. (Level of
Evidence: €)

Frovistonal stent plwement is indicated for use in the
liac arteries m salvage therapy for a subaplimal or
falled resull from ballen dilatton (g, persivient
transkesional gradient. residual diameter stenosis
greater than 209% , ar few.imiting dissection ., {Level
of Evidence: B)

Stenting i effective av primary therapy (or conimon
tac artery stenosds and occluslons, {Level of Evidence:
i)

Stenting I8 efleclive oy primary therapy in extemal
llac artery slenoses and occlustons, (Level of
Evidence: C)




llio-Popliteal Artery Disease

¢ Claudicator




CLI

¢ Limb loss of the patient changes the
patient’s: life; dramatically.

¢ Such a kind off patients always have

the risks of surdical treatment.

—Wound infection, Renal failure, Diabetes,
Ischemic heart disease, Cerenprer:
vascular disease




2.6.3.2. Endovascular Treatmenis for CLI

RECOMMENDATIONS

Class 1

1. Forindividuals with combined inflow and outflow dis-
case with CLL inflow lestons should be addressed
first. (Level of Evidence: C)

. For individuals with combined inflow and sutflow dis-
ease in whom symptoms of CLI or infection persist
after inflow revascularization, an outllow revascular-
ization procedure should be performed. (Level of
Evidence: B)




llio-Popliteal Artery Disease

¢ Femoral-Popliteal artery




llilac artery

¢ Anatomical feature
— Intra abdominal space
— [Large artery
— Much plague
— Internal iliac arteny

— Good access
eBrachial, bi-lateral femoral, popliteal




Holy side of iliac Intervention

¢ High Success Rate

¢ High Patency Rate
— Any: stentiis stitable torliac -
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Dark side of illiac PPI

RIS
RIS

RIS

xS of the distal embolism
kS of the intestinal necrosis

< of the Life thereating

eeding

—Keep the Speciali@evice in your
cathe. LLabo S

o(i.e. stent graft, occld‘cie'-,.ﬁ&
and good sergeant )







7mm balloon inflation
after LUMINEXX stent implantatin




Bllateral llilac ocelusion




Right common _

illac artery
occlusion

Right superficial
femoral artery
occlusion

Left external iliac
artery occlusion

74 y.o. male

Sever intermittent caludication
(S5years)

ABI 0.40/ 0,57
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Post PPI

Pre PPI ABI 1.06

ABI 0.57
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Summary, lliac artery intervention

¢ Stent already has the enough clinical
evidences with the good long term
result

¢ Keep the mind to avoid the
complication during the procedure.




lllo-Femoral Disease

¢lliac artery




Femoral-Popliteal artery

¢ Anatomical feature
— EXtria abdominal space
— long and medium artery,
— Deep Femoprall artery,

— ACCess
¢ Bi-lateral femoral, popliteal




Holy side of SFA PPI

¢ Poor risk of life threating
complication

& E2SY O dCCESS
— ARtero-, or retro- approach
(ipsi-lateral, pop. A approaci
or cont




Dark side of SFA PPI

¢ Low Success Rate
—Because of CTO

¢ LOW Patency Rate

— Becalse o the stent! fracture




Chroenic tetal ecelusion




Success rate of CTOs in our hospital
(Jun. 2004 —May 2005)

¢ lliac artery
¢ Superficial Femorall Artery

¢ Below Knee

¢ Total

14/ 15 (93%)
29 /. 40 (7:3%)
8 / 9 (89%)

51 / 64 (80%)




Impairment of the strategy of the
treatment of SFA CTOs

¢ Changes the Guide wire
Radiforcus wire(0.035)
->Treasurel2(0.018)

->Ruby series(0.014)
¢ US(Duplex) guidance
¢ Popliteall approach




Success rate of C1Os in our hospital
(April 2005—March 2006)

¢ lliac artery
¢ Superficial Femorall Artery
¢ Below Knee

¢ Total

22 / 22 (100%)
32 /.40 (80%)
22 / 23 (96%)

76 / 85 (89%)
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New Device, for sub-intima
methods

Lumed(J&J) Outback




67 y.0. male

Bilateral SFA
total occlusion

Rt F-P bypass
was done 5years
ago, but occluded
immediately.

ABI decreased to
0.45

Fontaine IIb







Stent Eractune




Stent Fracture

¢ Prevalence and clinical impact of stent fractures after
femoropopliteal stenting

— Dierk Scheinert, MD*, Susanne Scheinert, MD, Jacqueline Sax,
Christopher. Piorkowski, MD, Sven Braunlich, MD, Matthias Ulrich, MD,
Giancario Biamine, MDD and Andre) Schmidt, MD

— J Am Coll Cardiol, 2005; 45:312-315,
doi:10.1016/].jacc.2004.11.026

— stent fractures were detected in 45 of
121 treated legs (37.2%).




Fracture and TLR ratio of SFA
stenting in our hospital

Averapre sbenl size Al Tl Stent Amputation
Pre / Post G month) (6 month) frature (6 month)
(6 momth)

Short NBES | T6111 = 0691012/ 1 (2.6%) 3 (7.995) 1(2,6%)
A4.3 19 59 0861016

Long NSKS 77500 — 0621019/ 7(14.6%) B(16.6%) (2 194)
146 L7011 084 L0019

Long NSES > total stent length 100mm
NSES = SMART + LUMINEXX




New Device, SFA

¢ New Device
— Atherectomy: (lLaser, or mechanical)
— SFA stent (Biovahn, Life stent)
— DESES (SMART, Zilver)
— Cryoplasty
— CBA




Atherectomy

FoxHollow
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New Device, Cryoplasty

Step 1
B (T Quedancs, the Ooctor [(Fsses 3 vy

thé Nood vessel to tha Site of the blockage

T F
atep £

The CryoPlasty talioon s filled with Iquid nitrous
oide, which tums into a gas. [he balloon expands

and cools the plaqoe as 1t opens up the bipcage

Step 3
Unca the hiood vessel i opened, the gas is

wend and thoe balloon is dellmied and removod

teleass




New device v.s. POBA

¢ New Device
— Athelectomy (Laser, or mechanical)

L
— SFA stent (Biovahn, Life stent)
— DESES (SMART, Zilver)
— Cryoplasty

— CBA
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New device v.s. POBA
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New device v.s. POBA

¢ New Device
— Athelectomy (Laser, or mechanical)

— SFA stent (Biovahn, Life stent)

— DESES (SMART, Zilver)

— Cryoplasty
* Thtlv bhet
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New device v.s. POBA

¢ New Device
— Athelectomy (Laser, or mechanical)

— SFA stent (Biovahn, Life stent)

— DESES (SMART, Zilver)

— Cryoplasty

Ar

_CBA
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Compare with simple POBA




Summary, Femoral-Popliteal Artery

¢ [nterventional treatment of SFA-Popliteal
artery is safe.

¢ Chronic total occlusion limits the acute
outcomes.

¢ Stent firacture limits the long term
OUtCOmESs.

¢ Eracture and TR ratio off short NSES are
relatively: low.




