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Extreme vessel preparation



Atherectomy vs. PTA



Atherectomy vs. PTA

56 patients (77% critical limb ischemia)

Angioplasty n=38

Atherectomy n=18

Similar clinical characteristics, TASC II classification, mean lesion 
length, and run-off scores

Trend toward higher rates of technical success after atherectomy 
(94% vs 71%, p=.08)



Atherectomy vs. PTA

Angioplasty: 

More arterial dissection (23% vs 0%, p=.003)

More adjunctive stenting (45% vs 6%, p=.005)

Atherectomy: 

More thromboembolic events (22% vs 0%, p=0.01) 

Improvement in ABI, primary patency, limb salvage and fTLR similar



Atherectomy



Atherectomy

158 patients, 162 popliteal artery lesions 

Intermittent claudication 69.6%

CLI 30.4%

Mean lesion length 5.8 ± 3.9 cm; 23.5% occlusions

Procedure success (≤30% residual stenosis) 84.4% 



Atherectomy

Adjunctive stenting 3.7%

Complications

Abrupt closure 2.5%

Distal embolization 5.7%

Flow limiting dissections 1.9%



Atherectomy

1-year primary patency rate 75.0%

IC patients 78.2% 

CLI patients 67.5% (p=0.118)

Freedom from major amputation in both cohorts was 100%

Significant improvements at 1 year in the Rutherford category, 
walking distance, and quality of life  (both IC and CLI)



Atherectomy and DCB



Atherectomy and DCB

21 patients (85% intermittent claudication, Rutherford class 3)

Atherectomy and DCB angioplasty (IN.PACT Admiral/Pacific n=15, 
Freeway n=6)

Mean lesion length 34.2 ± 22.3 mm. 

All cases with embolic protection device 

Technical success 90%



Atherectomy and DCB

Complication rate 15% 

Bail-out stenting for dissection n=1

Popliteal perforation n=1

False aneurysm puncture site n=2

Primary patency

1 year 95%

18 months 90%

Secondary patency 100%  (TLR 10%)



Atherectomy and DCB

Combined therapy of DA and DCB angioplasty for popliteal artery 
lesions showed promising midterm performance

Combination of DA and DCB may overcome the challenges 
presented by the mobility of the knee joint



DAART vs. DCB



DAART vs. DCB

72 symptomatic patients with isolated popliteal lesions

DAART n=41 (5 restenotic lesions; total occlusion 44%)

DCB n=31 (3 restenotic lesions; total occlusion 36%)

Similar ‘calcium score’



DAART vs. DCB

RCC3 81%, RCC4 8%, RCC5 11%

Atherectomy devices used: TurboHawk, SilverHawk, Panteris and 
HawkOne

DCB’s used: IN.PACT Admiral/Pacific, Freeway, Lutonix and Passeo Lux 



DAART vs. DCB

Technical success

DAART group 93%

DCB group 84%

DCB DAART P-value

Primary patency 65% 82% 0.021

fTLR 82% 94% 0.07



DAART vs. DCB

Complications

Distal embolization DCB n=1, DAART n=2 (p=0.99)

Arterial injury DAART n=2 (p=0.5)

False aneurysm DCB n=1, DAART n=2

Popliteal aneurysm formation DAART only (n=3, 7%)

Greater need bail-out stenting in DCB group (but NSS)



DAART



DAART

Explanation aneurysm formation: synergic action of paclitaxel and DA

Minor injuries of the arterial wall during plaque excision could 
increase the toxicity of paclitaxel and deep injury of the adventitial 
layer should be avoided



New technologies

VascuTrak (BD)

Serranator Alto PTA Serration Balloon Catheter (Cagent Vascular)

Flex VP System (VentureMed Group)

Optical coherence tomography guided directional atherectomy

Orbital atherectomy 



New technologies

No specific data for popliteal artery available (only fem-pop)



Conclusion

Vessel-preparation, especially when combined with anti-
restenotic therapy, is a valid option for treatment of steno-
occlusive popliteal disease

When using atherectomy meticulous technique is needed to 
avoid long-term aneurysmal complications
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