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Why should we adopt the “leave nothing behind”
approach in the SFA?

1. Mechanical problems in SFA-POP tract: the
bad conduit

2. Global overview of SFA-POP solutions
according to localization and length of lesion

3. Thereal world of ENDO treatment: a single
center experience

4. Patency rate according to type of treatment
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Quantitative Assessment of the Conformational
Change in the Femoropopliteal Artery with Leg
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Angiographic study on pts
with PAD

Straight Leg (SL) Crossed Leg (CL)

Fig. 2. Demonstration of the straight-leg (SL) and crosse d-leg (CL) positions. [Color figure
can be viewed in the online issue, which is available at www.interscience.wiley.com.]

Conclusions

Significant changes in length,
curvature, and twist occur in the
PA and significant but more
modest changes in length and
twist occur in the SFA during
movement from the straight-leg
and crossed-leg position
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Conclusion

3D arterial bending, torsion and
compression in the flexed lower limb are
highly localized and are substantially
more severe than previously reported

Mid
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Profunda
Femoris

Fig. 3. Representative measurement of 3D bending as radii of inscribed spheres.
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#CLINICAL INVESTIGATION

The severity of calcification directly
affects curvature, but not arterial
length or twisting angles

Axial Deformation Twist Angle Rate Curvature

with the help of a cast designed to simulate the
walking condition. p =

c 14 LR T
Figure 1 & Positioning of the leg during 3D
rotational angiography: straight (A) and flexed (B)
P

Ly



REVIEW ARTICLES

Richard P. Cambria, MD, Section Editor

Design considerations for studies of the
biomechanical environment of the femoropopliteal
arteries
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Review of the available
literature = 12 relevant article
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Conclusions

» Heterogeneous study designs that
confound interpretation
Different physiologic settings:
young/mature, with/without disease,
and cadavers
Although this work has been valuable
and significant, there are many
limitations with the currently available
data such that all we know about the
SFA/PA environment is that we
don’t know
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Fig 4. Summary of axial shortening data for (a) walking and (b) sitting /stair climbing positions from the literature
database reports values from each article, as well as the maximum value for stented and bare artery data from the entire
literature database. See Table I for the author acronym key. 4PA, Distal popliteal artery; dSFA, distal superficial femoral
artery; mSFA, midsuperficial femoral artery; pPA, proximal popliteal artery; pSFA, proximal superficial femoral artery.
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The FEM-POP segment is subject to continuous and important
mechanical forces that need to be carefully considered, as they
weigh heavily on the outcome of endovascular treatments

Stenting means to interfere with the SFA-POP geometry and to
Impose a mechanical burden that leads to chronic mechanical
stress. “Leaving nothing behind” is my first strategy




Why should we adopt the “leave nothing behind”
approach in the SFA?

1. Mechanical problems in SFA-POP tract: the
bad conduit

2. Global overview of SFA-POP solutions
according to localization and length of lesion

3. Thereal world of ENDO treatment: a single
center experience

4. Patency rate according to type of treatment
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13 studies on
Self-expandable BMS
Mean lesion length 96 mm (45-242)
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4 studies on
Self-expandable DES
Mean lesion length 97 mm (66-170)
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Mean length of treated lesion

13 studies on Supera stent
Mean lesion length 130 mm (75-240)
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14 studies on DCB
Mean lesion length 112 mm (43-264)
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DCB were tested in the whole
SFA&POP, also in the P2-P3
segments, were standard stents

are banned

BMS+DES Supera/Covered stents/DCB
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Why should we adopt the “leave nothing behind”
approach in the SFA?

1. Mechanical problems in SFA-POP tract: the
bad conduit

2. Global overview of SFA-POP solutions
according to localization and length of lesion

3. Thereal world of ENDO treatment: a single
center experience

4. Restenosis rate according to type of treatment
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Ferraresi’s "real world"
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Ferraresi’s "real world"
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Ferraresi’s "real world"
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« LifeStent e Brescia
* 12 months primary patency 66% . SUPERA
* 27 months primary patency 79.6%

In.Pact Global
In.Pact Admiral DCB

12 months primary patency 91.1%
« Durability 200 p yp y 0

* Everflex stent

* 12 months primary patency 64.8% ) Real-world Registry
In.Pact Admiral DCB
12 months primary patency 79.2%
24 months primary patency 53.7%
Provisional stenting 23%




* STELLA
+ LifeStent
* 12 months primary patency 66%

* Brescia
+ SUPERA
* 27 months primary patency 79.6%

In.Pact Global
* In.Pact Admiral DCB
12 months primary patency 91.1%

* Durability 200
* Everflex stent
* 12 months primary patency 64.8%

* Real-world Registry
* In.Pact Admiral DCB
* 12 months primary patency 79.2%
* 24 months primary patency 53.7%
Provisional stenting 23%

The race in SFA-POP treatment is open

“Leaving nothing behind” can be our
first option in the vast majority of the
lesions




Why should we adopt the “leave nothing behind”
approach in the SFA?

1. Mechanical problems in SFA-POP tract: the
bad conduit

2. Global overview of SFA-POP solutions
according to localization and length of lesion

3. Thereal world of ENDO treatment: a single
center experience

4. Patency rate according to type of treatment




Patency rates after POBA = 28-71%

12-month Primary Patency Rates
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Patency rates after DCB = 68-91%

12-month Primary Patency Rates
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Patency rates after atherectomy = 54-78%
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Patency rates after BMS - 55-91%
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Patency rates after DES 2 63-96%
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Patency rates after POBA > 28-71%

12-month Primary Patency Rates
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Patency rates after DES > 63-96%
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Patency rates after DCB > 68-91%

Patency rates after atherectomy - 54-78%
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SFA-POP artery is a “bad conduit” with unique
mechanical problems

Restenosis persists irrespective of the modality
used, retreatment can be complicated by
implantation of stents

Antirestenotic therapies like DCBs have
significantly improved outcomes with
sustained benefit through 4 years (IN.PACT
DCB)

Reserve use of scaffolds for complicated
situations like dissection/persistent recoil




