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If our target in BTK-CLI 
revascularization is to 
restore a direct line of 
blood flow to the foot, the 
antegrade femoral 
approach is the best one 
due to:

• adequate device control

• angiographic resolution

• reduction in contrast dye
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Antegrade femoral approach complications according to sheath size
(2000-2008 yy; 1012 procedures)

1st key factor in reducing 
complications: standard 
use of 4-5 F sheaths 



Danger of retroperitoneal, 
abdominal wall and external 
genital bleeding

Danger of thigh ematoma or 
pseudoaneurism 

The antegrade femoral 
puncture can be in the CFA 
or in the proximal SFA 
without an increase in 
morbidity.
Kweon M et Al. Antegrade Superficial Femoral Artery versus Common 
Femoral Artery Punctures for Infrainguinal Occlusive Disease. J Vasc
Interv Radiol 2012;23:1160–4
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2nd key factor in reducing 
complications:  X-ray 
guided puncture



Antegrade femoral approach 
is a key points in BTK-CLI 
treatment
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Step-by-step approach in CTOs crossing strategyStep-by-step approach in CTOs crossing strategy
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ENDO successful
56% 

ENDO successful
56% 

SUBI successful
34%

SUBI successful
34%

SUBI+RETRO 
successful

10%

SUBI+RETRO 
successful

10%



SFA 8% (12)

POP 5% (7)

AT 13% (19)

PT 15% (23)

PED 35% (51)

OTHER 5% (7)

TTP-PER 3% (5)

PED-PLANT 
LOOP 16% (23)

Retrograde approach: Milan experience 2010-2013Retrograde approach: Milan experience 2010-2013
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Endoluminal approach is 
sufficient only in half of the 
patients with BTK-CLI

Subintimal and retrograde 
approaches are not an 
option!!!
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Basal angio



• 0.014”
• Low profile
• hydrophilic
• tapered (conic shape)
• 2.5-3.0 mm x 21 cm
• 14 atm

• 0.014”
• Low profile
• hydrophilic
• tapered (conic shape)
• 3.0-3.5 mm x 21 cm
• 14 atm

Balloon dilatation



Final result



Purpose: To assess the extent of early recoil in patients with CLI undergoing 
conventional tibial balloon angioplasty.

Methods: Mean tibial lesion length was 83.8 mm. Early elastic recoil was 
determined on the basis of minimal lumen diameter (MLD) measurements at 
baseline/immediately after tibial balloon angioplasty, and 15 minutes thereafter.

Results: Elastic recoil was observed in 97% patients with a mean luminal 
compromise of 29% according to MLD measurements (MLDbaseline 0.23 mm, MLD 
postdilatation 2.0 mm, and MLD15min 1.47 mm).

Conclusion: Early recoil is frequently observed in CLI patients undergoing tibial 
angioplasty and may significantly contribute to restenosis. These findings 
support the role of dedicated mechanical scaffolding approaches for the 
prevention of restenosis in tibial arteries.



Nowadays BTK revascularization 
has not a well-defined, stable and 
shared technical approach: the 
optimization of acute result is an 
open problem.

We still are in an "artisanal" stage 
of BTK-PTA evolution
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Restenosis in extensive BTK-FOOT-PTA is 
precocious and aggressive: 70% at 3 months 

Restenosis rate in real world long BTK vessels
Uncoated balloons



Delay of healing in patients with restenosis

Restenosis delays 
healing of tissue lesions!





Mean length BTK lesion 188±121mm



• In short BTK lesions (<5cm) 
there is an increasing evidence 
about good acute and mid-term 
results of primary stenting. 
DESs seem to be promising 
devices in prevention of 
restenosis

• In long diffuse lesions (majority 
of BTK-CLI patients) the 
optimal endovascular 
treatment is POBA with UB (or 
DEB?) + bailout stenting



Balloon PTA

bypass

BTK-PTA: the race is open

Bare Metal Stent
Balloon/self expandable

Drug Eluting
Balloon

Drug Eluting
Stent

Laser/crioplasty

Bioabsorbable
drug eluting

stent

“Evolution fuel”

Decreasing 
incidence of 
restenosis

Decreasing 
invasiveness 

of surgical 
procedure


