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Rappels

“* Contexte : homme 80 ans, stenté coronaire, AO Ml bilatérale stade IV a droite

‘". |
|

“* Imagerie :
artéres calcifiées +++

occlusions FS - poplitée - trifurcation jambiere




QUE FAIRE ¢
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CHIRURGIE

O cclusion longue = pontage chirurgical

fémoro-poplité ?

fémoro-fibulaire ?

Mais :

état de la veine saphéene ?

patient opérable ?

@ ESC European Heart Journal (2018) 39, 763-816 ESC GUIDELINES
European Society. doi:10.109/eurheartiiehcd3s
of Cardiology.

2017 ESC Guidelines on the Diagnosis and

Treatment of Peripheral Arterial Diseases,
in collaboration with the European Society
for Vascular Surgery (ESVS)

Document covering atherosclerotic disease of extracranial carotid
and vertebral, mesenteric, renal, upper and lower extremity arteries

Endorsed by: the European Stroke Organization (ESO)

The Task Force for the Diagnosis and Treatment of Peripheral
Arterial Diseases of the European Society of Cardiology (ESC) and
of the European Society for Vascular Surgery (ESVS)

!

| Urgent imaging |

T

Revascularization not feasible

Long oeclusions

No G5V or GSV available
increased risk for |+————|  and patients fit
Open surgery for surgery®

' '

| Endovascular first | |

Bypass first I

Maintenance of
revascularization

Mew procedures if mandatory

Management of risk factors

Failure

| Impassible

| Amputation mandatory? |4|

Yes

Amputation

Rehabilitation

Fain centrel,
VWound care
Management of
risk factors

Figure & Management of patients with chronic limb-threatening ischaemia. EVT= endovascular therapy; GSV = great saphenous wein.

‘In bedridden, demented and/or frail patients, primary amputation should be considered.

"In the absence of contra-indication for surgery and in the presence of adequate target for anastomosisiruncff.



TRAITEMENT ENDOVASCULAIRE

O bjectif n°1 : remettre en charge la poplitée
Elaboration d'une stratégie

Choix de la voix d'abord
Franchissement de la |ésion
Préparation du vaisseau
Traitement de la Iésion



TRAITEMENT ENDOVASCULAIRE

1. Choix de la voix d’abord

Review > JACC Cardiovasc Interv. 2023 Feb 13;16(3):317-331. doi: 10.1016/}.jcin.2022.11.036.

O cclusion AFS proximale = fémoral rétrograde gauche et crossover Crossing Algorithm for Infrainguinal Chronic Total
Occlusions: An Interdisciplinary Expert Opinion
Statement

Grigorios Korosoglou ', Andrej Schmidt 2, Michael Lichtenberg 2, Giovanni Torsello 4,

Anticiper IeS difﬁcultés 9 abords rétrogrades H unter et ﬁbulaire Gerd Grézinger 2, Jihad Mustapha &, Ramon L Varcoe 7, Thomas Zeller &, Erwin Blessing 2,

Ralf Langhoff 10

FIGURE 1 CTOP Classification System, Based on th alogy of the Proximal and Distal Cap FIGURE 2 Recommendations for Preprocedural Planning Based on the CTOP

B Tk

Complex chronic total occlusion (CTO)
peripheral lesion

A

Non-invasive diagnostic tools used for
preparing the procedure, including
Duplex sonography and if required CT or
BIR-angiography

CTOP Type |

CTOP Type Il CTOP Type IV

E convex - concave | CONVEX - CONVEX ]

& ___O

Concave - concave Concave - convex

a2

Standard |
CTOP type I Concave CTOP type I: Concave CTOP type IlI: Convex proximal CTOP type IV: Convex antegrade | Be.Distiared hr_‘..ntfl_nﬁ? !n_ﬁrftﬂnd! ‘du._l_.f ..;s.sl
proximal and distal cap proximal cap and conwex cap and concave distal cap with proximal and distal cap with approach Dual access including retrograde puncture of the SFA ar
with a high chance for distal cap with higher risk of high risk of extraluminal wire high risk of extraluminal Crossover or tiblal arteries depending on tha localization of the CTO
intraluminal and lower extraluminal wire due to the crossing because of the proximal wire crossing. A

risk of extraluminal wire
Crossing.

distal convex cap. CONnVex cap.

{adapted from Saab et al*¥).

Based on the chronic total occlusion (CTO) based on plague cap morphology (CTOP) classification and on other angiographic parameters, such
as the presence of a flush occlusion, the presence of collaterals at the area of the proximal cap etc., a liberal retrograde or bidirectional

approach needs to be considered, especially in type Il and IV lesions. CT = computed tomography; MR = magnetic resonance;
SFA = superficial femoral artery.

Based on the morphology of proximal and distal caps of chronic total occlusions, the chronic total occlusion based on plague cap morphology (CTOP) classification
system has been developed. The morphologic appearance of the proximal and distal cap of chronic total occlusion lesions is considered. Four scenarios have been
described, with ascending numbers (| to IV), being related to proximal and distal cap morphology.




TRAITEMENT ENDOVASCULAIRE

2. Franchissement

Cathéter de support :
sonde 4F ~ - _
microKT de franchissement e
ballon d'angioplastie
systéeme de réentrée
Choix du quide :
0.035,0.018 et 0.014

franchissement (ex : Connect 250T, W inn 200T, Halberd...)



TRAITEMENT ENDOVASCULAIRE

Type de recanalisation : endoluminale vs. sous-intimale

Comment le vérifier ?

-2 IVUS

Reconnaissance PV .018 OTW OPTICROSS™ 18 \




TRAITEMENT ENDOVASCULAIRE

‘ @ 15" SCENARIO = LA PERFECTION @ ‘

Recanalisation endoluminale = athérectomie possible !

orbitale (Stealth, Abbott)

rotationnelle avec aspiration (Jetstream, Boston)

Contréle post-POBA : « leave nothing behind »

DEB




TRAITEMENT ENDOVASCULAIRE

3. Préparation et traitement du vaisseau

| @ 2EME SCENARIO = LA REALITE ? @ |

Recanalisation sous-intimale 2 athérectomie interdite !

lithotripsie intravasculaire possible (Shockwave)

Controle post-POBA : dissections, sténoses résiduelles ... = stenting

endoprothése couverte (Viabahn, Gore)

o The GORE® VIABAHN® Endoprosthesis with PROPATEN Bioactive
stent mimétique (Supera, Abbott) Surface* has demonstrated excellent patency and durability

independent of lesion length*10-13
stent actif (Eluvia, Boston)

SPORTS confirms that Eluvia is the Excellent Patency in Both Simple and Complex Lesions

definitive treatment for long complex  whethe: treating simple (TASC A&B) or complex (TASC C&D) lesions, the Supera™ Stent is associated with impressive, consistent
lesions in the SFA*" patency performance data.*?



TRAITEMENT ENDOVASCULAIRE

CENTRAL ILLUSTRATION CTO Crossing Algorithm

Algorithm for Crossing Infrainguinal CTO

Choose optimal access site Evaluate CTO by angiography

0:0 O bJeCtlf no 2 - qu and falre Ia Evaluate prmcimallfrtiédsitcatli :ga?egis?;i'iii::saﬁﬁ ta:;r:;ehe;aiga?;?raphic parameters
recanalisation poplitée et fibulaire ?

Begin with antegrade Failure Prepare for retrograde
« Wire escalation ) : » Sheathless approach first
« Intraluminal wire passage = (-6 011" Sy = Wire escalation strategies

Failure Failure

N¢ . Change strategy (Advanced techniques and/or re-entry devices)
“+ Stratége :

Proceeu w... = externalization
" _arantegrade and treatment fron.. “eqrade

1. abord - rétrograde +++ -

Failure

2 . fr anChisse me nt 9 gUide 0.0 1 4 Stop if no progress after ~3 hours, high radiation or contrast dosage,

patient discomfort or vessel-specific complications

3. préparation et ttt du vaisseau I

Consiger conser vauve stratéqgy or
Plan to redo procedure or open surgery

(cf. scénarios précédents)

Korosoglou G, et al. J Am Coll Cardiol Intv. 2023;16(3):317-331.

The chronic total occlusion (CTO) crossing algorithm encompasses antegrade, retrograde, bidirectional, and advanced techniques for the
endovascular repair of complex infrainguinal CTOs. The corresponding steps and considerations include preprocedural planning, angio-
graphic evaluation of the lesion and of distal vasculature, ante- and retrograde wiring, including wire escalation and re-entry techniques, and
management of the distal access sites.




The GORE® VIABAHN® Endoprosthesis is an established PAA
treatment option associated with short and mid-term clinical
results that are comparable to surgical bypass. %’



EN CONCLUSION

O cclusion longue et complexe : considérer la chirurgie et le traitement endovasculaire

Elaborer une stratégie

Savoir s'adapter aux résultats plus ou moins bons, continuer ou s’arréter au bon moment
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