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TASC II Recommendations for 
Infrainguinal Interventions and Surgery 

Norgren, L et al TASC II J Vasc Surg 2007; 45 (1) Supplement S: 5A-67A 

TASC C: >15 cm lesion or restenosis 

TASC D: >20 cm CTO 



Pooled Analysis of Infrainguinal 
Interventions and Surgery 

Norgren, L et al TASC II J Vasc Surg 2007; 45 (1) Supplement S: 5A-67A 

206. Green R et al. Prosthetic above-knee femoropopliteal bypass grafting: five-year results of a 

randomized trial. J Vasc Surg 2000; 31: 417-25. 

207. AbuRahma AF, et al Prospective controlled study of PTFE versus saphenous vein in claudicant 

patients with bilateral above knee femoropopliteal bypasses. Surgery 1999; 126(4): 594-601. 

208. Johnson WC, Lee KK. A comparative evaluation of PTFE, umbilical vein, and saphenous vein 

bypass grafts for femoral-popliteal above-knee revascularization: a prospective randomized VA 

cooperative study. J Vasc Surg 2000; 32(2): 268-77. 

209. Klinkert P, et al Polytetrafluoroethylene femorotibial bypass grafting: 5-year patency and limb 

salvage. Ann Vasc Surg 2003; 17(5): 486-91. 

“Vein has better long-term patency than prosthetic 

in the infra inguinal region (Table F7).” 



PREVENT III Trial 

Autologous vein bypass graft primary patency at 1-year (N=1,404) 
(PSVR < 3.0 or PSV < 300 cm/sec) 

Conte MS et al J Vasc Surg 2006; 43: 742-751 

Re-intervention rate 33.4% 

61% at 1-year 



Restenosis with Infrainguinal Nitinol 
Stents 

Re-Entry PTA Post Stent 

PTX ZILVER 
STRIDES 



PTX Zilver 5-Year Primary Patency 

Primary Randomization Provisional Stenting PTX vs. BMS 

Dake MD VIVA 2014 

PSVR < 2.0 

Zilver PTX 

Optimal PTA + BMS 

p < 0.01 
log-rank 

Provisional BMS 

Provisional  
Zilver PTX 

72.4% 

53.0% 

p = 0.03 
log-rank 

66.4% 

43.4% 



BMS and DES in TASC C/D Lesions 



Ansel G ACC 2015 

   Pre         DEB              Post     6-mo 

DCB in TASC C/D Lesions 

IN.PACT Admiral DCB Global Registry 

1-year TLR rate for lesions >15 cm 11.5% (N=191)  



DCB in TASC C/D Lesions 

Schmidt A LINC 2013 

Leipzig Long Lesion DCB Registry (N=249) 

DCB plus bailout BMS 

1-year PP 77.6% 

Ave LL 20.0 cm 



DCB vs. DES in TASC C/D Lesions 

Zeller T et al J Endovasc Ther 2014; 21: 359–368 

Retrospective 2-center study with 

propensity score stratification (N=228) 

DES 

1-Yr PP 69.6% 

Ave LL 19.5 cm 

DCB 

1-Yr PP 76.1% 

Ave LL 19.4 cm 



Gore Viabahn Description 

Contoured proximal edge 

 

 

Heparin Bioactive Surface 

 

Ultra-thin wall 

ePTFE tube 
 

 

Unique, durable 

bonding film 
 

 

 

Polished nitinol 

support 
 

Lengths:  

2.5, 5, 10, 15, 25 cm  

 

Diameters:  

5 – 13 mm 



GORE®  VIABAHN®  Device One Year Primary 
Patency  in the SFA Based on Lesion Length 
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* Patient demographics, lesion characterization, and patency definitions may differ among studies. Studies include at least 30 limbs. 

Coats, et al., and Rabellino, et al., did not report lesion length 

More than 1,100 Limbs in 17 Independent Studies* 



VIASTAR Randomized Trial 

All lesions Lesions ≥ 20 cm 

Lammer J et al J Am Coll Cardiol 2013; 62(15): 1320-1327 

1-year PP 78.1% 

Ave LL 19.0 cm  



TASC D 25cm Viabahn Study 
12-month Primary Patency and fTLR 

1-year PP 67% 

Ave LL 26.5 cm 

92% CTOs 

Zeller T LINC 2014 



Endografts vs. Prosthetic Fem-Pop 
Bypass Graft Surgery 

McQuade K et al J Vasc Surg 2009; 49: 109-116 

McQuade K et J Vasc Surg 2010; 52: 584-591 

Ave lesion length 25.6 cm 



Primary Patency of Interventional 
Therapies in TASC C/D Lesions 

Deloose K MEET 2014 



TASC II C ISR Lesions 
Randomized Trials 

RELINE Trial 

1-yr PP 74.8%  

Ave LL 17.3 cm 

FAIR Trial 

1-yr PP 70.5%  

Ave LL 8.2 cm 

EXCITE ISR Trial 

1-yr PP 40.0%  

Ave LL 19.6 cm 

Laser DCB Viabahn 



TASC II C Stent Occlusions 

Laser plus DCB 

1-Yr PP 66.7% 

Ave LL 20.0 cm 

DCB Alone 

1-Yr PP 37.5% 

Ave LL 21.2 cm 

Tosaka A et al J Am Coll Cardiol 2012; 59(1): 16-23 

Pampana E LINC 2014 

PTA Alone Class III 

1-Yr PP 15.2% 

Ave LL 19.8 cm 



Conclusions 

• The 1-year primary patency of autologous vein bypass grafts is only 50-
60% when studied in rigorously controlled, prospective clinical trials. 

• Intervention is preferred today for TASC II type C lesions >15 cm given 
the superior outcomes with drug eluting stents, DCBs and endografts. 

• The results of intervention appear to be equivalent to surgery for TASC 
II type D lesions (≥20 cm occlusions and of the distal popliteal 
trifurcation), even when autologous vein is used. 

• The data would support the use of endografts for TASC II type C ISR 
lesions, but whether DCBs are as good needs further study as only 
short ISR lesions have been shown to have good outcomes in DCB ISR 
trials. 

• Laser atherectomy improves the results of PTA in the treatment of 
TASC II type C ISR lesions, and may also improve the results of DCBs 
and the Viabahn in ISR lesions, but this requires further study. 


