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Why debulk using atherectomy devices?

Facilitating low pressure 
balloon angioplasty

Decreasing the chance for 
dissection,

avoiding additional stent 
placement

‘leave nothing behind’

Atherectomy removes 
atherosclerotic / calcific tissue 
similar to surgical techniques, 

resulting in
lumen gain without 

barotrauma

Simultaneously increasing 
drug delivery to the vessel wall



Phoenix Atherectomy System

The cutter is rotated at 
high speed 

(10,000 to 12,000 rpm)

Phoenix 2.4mm deflecting catheter

• Minimum Introducer sheath 7fr

• 3.0 - 7.0 mm vessels

• OTW system – 127cm working length (straight)



128 patients (ITT population)

Age (yrs.) 72±10

Diabetes mellitus 65 (51%)

Procedural success (per patient) 99%

Dissection 2%

Perforation 5%

Symptomatic embolization 1%

Abrupt occlusion 1%

Unplanned minor amputation 2%



GRN Hospital Weinheim: Experience with the Phoenix atherectomy device

All-comers (n=136)

Clinical presentation

Claudication (RF 2/3) 55 (40%)

Ischemic rest pain (RF 4) 16 (12%)

Ulcerations (RF 5/6) 65 (48%)

Mean Rutherford Class 4.2±1.1

TASC classification

TASC B 15 (11%)

TASC C 72 (53%)

TASC D 49 (36%)

PACSS classification

PACSS 1 4 (3%)

PACSS 2 27 (20%)

PACSS 3 22 (26%)

PACSS 4 83 (61%)

German Clinical Trials Register: DRKS00016708

Proposed Peripheral Arterial 

Calcium Scoring System 

(PACSS):

grade 0 = no visible calcium

grades 1 and 2 = unilateral 

calcification <5 or ≥5 cm.

grades 3 and 4 = bilateral 

calcification <5 or ≥5 cm.



All patients

(n=136)

EASE trial (1)

(n=128)

Gandini et al (2)

(n=52)

Technical success rate (%) 102(75%) 117(95%) 51(98%)

Procedural success rate (%) 135(99%) 122(99%) 52(100%)

Dissection or perforation (%) 2(1%)* 8(6%) 1(2%)

Symptomatic distal embolization (%) 0 1(1%) 0

Asymptomatic distal embolization (%) 6(4%)* NR 1(2%)

Persistent vessel occlusion (%) 0 1(1%) 0

Stent placement (%) 9(6.6%) 1(1%) NR

Treatment with DCB 129(95%) 0 NR

Clinical success at follow-up (%) 90%§ 80%** 81%#

Peri- and postprocedural results, compared to the EASE trial and to Gandini et al. 

*All occurred with our first 45 cases. Requiring Viabahn implantation in 1 case. No filter protection device used in any cases.
** After 6 months; § at 10.3±4.2 months and # at 6 months of follow-up. NR indicates not reported. 

Technical success: Residual stenosis <50% after atherectomy before adjunctive treatment.
Procedural success: Residual stenosis <30% after atherectomy and adjunctive treatment.
Clinical success: Achievement of at least one grade improvement in the RF class during follow-up.

1. Davis-T et al, Vascular 2017.
2. Gandini-R et al, Cardiovasc Revascularization Med Mol Interv. 2019 



Rutherford (RF) classification (0-6)
Mean follow-up duration of 10.3±4.2 months  

* Clinical success: The proportion of patients who had procedural success in all treated lesions with 
achievement of at least one grade improvement in the Rutherford class evaluation.

Follow-up ≥ 3 months was available in 132/136 (97%) patients
90% (119/132) exhibited RF improvement ≥ 1 class

77% (102/132) exhibited RF improvement ≥ 2 classes

German Clinical Trials Register: DRKS00016708



Clinical case

♂, 56 yrs., RF 3

Occluded AFC

Retrograde 

Intraluminal

passage 6F Phoenix

After

6F phoenix DCB (6tm)

Final result

No stent implanted



Younger patients, where stent placement 
may make future interventions more 

difficult.

Occlusive lesions are passed by an 
intraluminal approach by an antegrade or 

retrograde approach.

Complex TASC C/D, moderately or severely 
calcified non-occlusive lesions (PACSS score 

≥2). Long diffuse non-occlusive disease.

‘Straight forward’ lesions with low or no 
calcification

Occlusive lesions, passed by a subintimal 
approach.

Use of Atherectomy Based on Patient 
Characteristics and Lesion Pathology

Lesions, where stent placement is 
necessary, or perforation may be difficult 

to handle (iliac arteries).
No-stent zones (common femoral and popliteal 

artery) in order to preserve future bypass 
landing zones.

Increasing Need for Endovascular Atherectomy Procedures

Korosoglou et al, VER 2019



Conclusions

Phoenix atherectomy results in high procedural success rate (99%)

with a low stent rate (6.6%) even in very calcified complex TASC C/D

lesions and occlusions.

Phoenix atherectomy is safe, resulting low rates of

perforation/dissection (<1%).

Symptomatic peripheral embolization was 0%. Asymptomatic

embolisms were more common than in the EASE trial but still low

<5%, in light of the fact that 1) we focused on severely calcified

lesion, which were excluded in the EASE trial by protocol and 2) no

filter devices were used.

Further studies, investigating long-term effects of Phoenix

atherectomy are now warranted.
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