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Introduction

Atherosclerosis is a systemic disease of the vessels causing luminal focal or dif-
fuse narrowing as a result of the accumulation of lipid and fibrous material between
the intimal and medial layers of the artery. Atherosclerosis of the noncardiac vessels
is defined as peripheral artery disease (PAD). PAD remains a significant health prob-
lem across the globe, also it is the third most common manifestation of cardiovascu-
lar disease, following occlusive coronary artery disease and stroke (1,2). PAD is ex-
tremely common, particularly in the elderly patients (3), with the elderly population
expected to increase 22% by the year 2040. The overall prevalence of lower extrem-
ity PAD varies widely depending upon the population studied, but is estimated to be
approximately 13 percent of adults older than 55 years (4). Although gold standard
therapy is conventional surgery when revascularization is needed, the endovascular
treatment has become the mainstay of treatment in recent years.

Clinical Presentations

PAD represents a spectrum from asymptomatic stenosis to limb-threatening is-
chemia. Claudication, which is defined as reproducible ischemic muscle pain, is one
of the most common manifestations of PAD caused by atherosclerosis. Claudication
occurs during physical activity and is relieved after a short rest. Pain develops be-
cause of inadequate blood flow. Although symptoms are most frequently localized
to the calf, the thigh or buttocks may also be affected. The location of the pain in
patients with PAD is determined by the anatomic location of the arterial lesions. PAD
is most common in the distal superficial femoral artery, a location that corresponds
to claudication in the calf muscle area. When atherosclerosis is distributed through-
out the aortoiliac area, thigh and buttock muscle claudication predominates. When
claudication is used as an indicator, it is estimated that 2% of the population aged
40-60 years and 6% of the population older than 70 years are affected. Predicted all-
cause mortality for PAD patients with claudication is approximately 30% at 5 years
of follow-up, 50% at 10 years, and 70% at 15 years (5).
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Endovascular Treatment in Femoro-Popliteal Occlusions

The most common location (> 70%) for PAD is the femoropopliteal segment
(16). In contrast to the aorto-iliac lesions the femoropopliteal arteries represent a
unique challenge for endovascular revascularization. Usually, these lesions found to
have diffuse, calcific often occlusive atherosclerosis which is likely related to both its
length and location (17). In addition, endovascular treatment of the femoropopliteal
region is more difficult because this region is mobile and exposed to many external
forces. There is no surgical or endovascular therapy indication in asymptomatic pa-
tients, however numerous treatment modalities for symptomatic femoropopliteal
lesions are currently available (PTA, drug-coated PTA, stenting, atherectomy), with
various degrees of technical success and limited long-term data. Percutaneous
trans-luminal angioplasty though effective for shorter (<5 cm) non-calcified lesions,
fails when lesions are longer, calcified and more complex. Moreover, drug-coated
balloon angioplasty with or without atherectomy has become first choice in femoro-
popliteal lesions nowadays. A multicentric data about primary stenting for TASC C
& D femoropopliteal lesions was published by Brouillet in 2018. According to their
study, early in-stent thrombosis was observed as 3.4 percent. The 6 and 12 months
primary patency rates were 85.2+2. and 67+3.%, respectively. The 12-month in-
stent thrombosis and restenosis rates were 19.6% and 13.9% and also the stent
fracture rate was presented as 10.2% (18). However, Katsogridakis and co-workers
published a systematic meta-analysis regarding drug-eluting stents (DES) and they
concluded that the short-term outcomes of DES for TASC C & D femoro-popliteal le-
sions are encouraging (19).

References

1. Jelani QU, Petrov M, Martinez SC, Holmvang L, Al-Shaibi K, Alasnag M. Peripheral arterial disease in
women: an overview of risk factor profile, clinical features, and outcomes. Curr Atheroscler Rep. 2018
Jun 2;20(8):40. Doi: 10.1007/s11883-018-0742-x.

2. Klein AJ, Ross CB. Endovascular treatment of lower extremity peripheral arterial disease. Trends Car-
diovasc Med. 2016 Aug;26(6):495-512. Doi: 10.1016/j.tcm.2016.02.007.

3. Selvin E, Erlinger TP. Prevalence of and risk factors for peripheral arterial disease in the United
States: results from the National Health and Nutrition Examination Survey, 1999-2000. Circula-
tion. 2004;110(6):738-743.

4. Fowkes FG, Rudan D, Rudan I et al. Comparison of global estimates of prevalence and risk factors
for peripheral artery disease in 2000 and 2010: a systematic review and analysis. Lancet 2013;
382:1329-40.

5. Norgren L, Hiatt WR, Dormandy JA, Nehler MR, Harris KA, Fowkes FG; TASC II Working Group. In-
ter-Society Consensus for the Management of Peripheral Arterial Disease (TASC I1). ] Vasc Surg. 2007
Jan;45 Suppl S: S5-67.

6. Crawford F Welch K, Andras A, Chappell FM. Ankle brachial index for the diagnosis of low-
er limb peripheral arterial disease. Cochrane Database Syst Rev. 2016 Sep 14;9:CD010680. Doi:
10.1002/14651858.CD010680.pub2. Review.

7. Rutherford RB, Baker ]D, Ernst C, Johnston KW, Porter JM, Ahn S, Jones DN. Recommended standards
for reports dealing with lower extremity ischemia: revised version. J Vasc Surg. 1997 Sep;26(3):517-
38. Erratum in: ] Vasc Surg 2001 Apr;33(4):805.

8. Fontaine R, Kim M, Kieny R. Surgical treatment of peripheral circulation disorders. Helv Chir Acta.
1954 Dec;21(5-6):499-533. German.

- 68 -



10.

11.

12.

13.

14.

15.

16.

17.

18.

19.

Cardiovascular Surgery

Ricco JB, Parvin S, Veller M, Brunkwall ], Wolfe ], et al. Statement from the European Society of Vas-
cular Surgery and the World Federation of Vascular Surgery Societies: Transatlantic Inter-Society
Consensus Document (TASC) III and International Standards for Vascular Care (ISVaC). Eur J Vasc
Endovasc Surg. 2014 Feb;47(2):118. Doi: 10.1016/j.ejvs.2013.11.009.

Murphy TP, Cutlip DE, Regensteiner ]G, Mohler ER, Cohen D], et al. Supervised exercise, stent revascu-
larization, or medical therapy for claudication due to aortoiliac peripheral artery disease: the CLEV-
ER study. ] Am Coll Cardiol. 2015 Mar17;65(10):999-1009. Doi: 10.1016/j.jacc.2014.12.043.

Fakhry F, Fokkenrood H]J, Spronk S, Teijink JA, Rouwet EV, Hunink MGM. Endovascular revasculari-
sation versus conservative management for intermittent claudication. Cochrane Database Syst Rev.
2018 Mar 8;3:CD010512. Doi: 10.1002/14651858.CD010512.pub2.

Polat A. (2016). Endovaskiiler cerrahiye giris, temel tel ve kateter teknikleri. Istanbul. Tiirk Kalp ve
Damar Cerrahisi Dernegi Bay¢inar Tibbi Yayincilik

Indes JE, Mandawat A, Tuggle CT, Muhs B, Sosa JA. Endovascular procedures for aorto-iliac occlu-
sive disease are associated with superior short-term clinical and economic outcomes compared with
open sur- gery in the inpatient population. J Vasc Surg. 2010; 52:1173-1179,1179. el.

Aggarwal V, Waldo SW, Armstrong EJ. Endovascular revascularization for aortoiliac atherosclerotic
disease. Vasc Health Risk Manag. 2016 Mar 29; 12:117-27. Doi: 10.2147 /VHRM.S98721.

De Donato G, Bosiers M, Setacci F, Deloose K, Galzerano G, et al. 24-Month Data from the BRAVISSIMO:
A Large-Scale Prospective Registry on Iliac Stenting for TASC A & B and TASC C & D Lesions. Ann Vasc
Surg. 2015;29(4):738-50. Doi: 10.1016/j.avsg.2014.12.027.

Zeller T. Current state of endovascular treatment of femoro-popliteal artery disease. Vasc Med. 2007;
12:223-34.

Klein AJ, Chen SJ, Messenger JC et al. Quantitative assessment of the conformational change in the
femoropopliteal artery with leg movement. Catheter Cardiovasc Interv. 2009; 74:787-98.

Brouillet ], Deloose K, Goueffic Y, Poirier M, Midy D, et al. Primary stenting for TASC C and D femoro-
popliteal lesions: one-year results from a multicentric trial on 203 patients. J Cardiovasc Surg. 2018
Jun;59(3):392-404. Doi: 10.23736/S0021-9509.16.09282-X.

Katsogridakis E, Ballance L, Cawley O, Antoniou GA. Drug-eluting stents for the treatment of complex
femoro-popliteal disease: a systematic review and meta-analysis. / Cardiovasc Surg (Torino). 2018
Aug 29. Doi: 10.23736/S0021-9509.18.10614-8.

-69 -



