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Ø 80	years	old	male	

Ø DM	type	2	

Ø Anterior	MI	treated	with	PPCI	in	2004	in	multivessel	disease	

Ø PVD	with	previous	Stent	implantation	on	left	SFA-POP	(2006)	

Ø PCI	of	RCA	in	2016	for	positive	stress	test	

Ø Left	Ventricular	Disfunctoin:		LVEF	45%	
Ø Mild	renal	failure	(VFG	40ml/min)	

	

Clinical	History	



Ø Presenting	with	CLI	left	limb	

Ø Rest	pain	
Ø ABI:	0.30		(ATA)	
Ø Duplex:	SFA	occlusion	20cm	from	

ostium,	in	stent	for	40mm,	distal	

reperfusion	with	postocclusive	flow.	

ATA	patent.	Left	CFA	patent	

(antegrade	access	possible)		

Clinical	Presentation	



Excentric	Calcification	
Stent	distorsion	
Stent	fracture	

Angiography 



Popliteal	and	BTK	at	baseline	

Antero	
Tibial		



Interventional	Strategy	
•  Antegrade	stent	ricanalization	

and	PTA	with	non	compliant	
balloon	5.0mm	

•  PTA	of	P3	segment	and	ATA	
post	SFA	ricanalization	

•  DCB	angioplasty	in	the	
occluded	segment	

•  New	stent	implantation	in	the	
distorted-fractured	stent	
segment		

Excentric	Calcification	
Stent	distorsion	
Stent	fracture	

Shifting	to	retrograde	

Antegrade	Failure	



Retrograde	Crossing	



Smartflex		
6x40mm	

POBA	
4.5/120mm	

DCB	5/120mm	



Final	Result	



2	months	later			



POBA	4.0x60mm	
+	IMPACT	5x120		

Result	



1	month	later:	Second	Reocclusion	
	





Lithoplasty	in	stent	and	in	POP	

Shockwave	5x60mm	(180	pulses	–	6	cycles)	



Shockwave	4x40mm	(180	pulses	–	8	cycles)	

Lithoplasty	in	ATA	



DCB	4.0x100mm		

DCB	5.0x80mm		

DCB	3.0x120mm		



SUPERA	STENT	
self	expanding	nitinol	interwoven	stent	design	for	high	vessel	support	



SUPERA	stent	5x120	

SUPERA	stent	4x60	



Final	Result	



The	morning	after	



24h	Thrombolysis	



Optimizing	outflow:	PTA	of	anteropedis	artery	



Guidelines	on	Antithrombotic	Therapy	in	PAD	









PAD	COMPASS	BLEEDING	





Discharged	on		



6-moth	Duplex	scan	



Conclusioni	



•  Patients	with	PAD	are	at	a	high	risk	for	MI,	stroke,	and	CV-
related	death	as	well	as	chronic	and	acute	limb	ischemia.		

•  Until	recently,	our	antithrombotic	options	for	reducing	these	
risks	in	our	PAD	patients	have	mostly	been	limited	to	DAPT	
just	after	revascularization	and	clopidogrel	or	aspirin	
monotherapy	in	the	long	period.	

•  With	the	completion	of	the	COMPASS	trial,	we	now	have	a	
new	therapeutic	option	that	significantly	reduces	the	2	key	
risks	associated	with	PAD	--	MACE	and	MALE	--	without	a	
significantly	increased	risk	of	fatal,	intracranial,	or	critical	
organ	bleeding	events.		

CONCLUSIONS	


