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O ver the past two decades, endovascular
peripheral vascular intervention has
undergone substantial development and
is now a standard treatment for complex
peripheral vascular disease. Innovations
such as drug-coated balloons, intravascular
lithotripsy, and atherectomy devices have
helped to further the “leave no metal behind”
approach. However, stent implantation is
still necessary for some refractory lesions
in order to guarantee long-term patency.
Herein, we report a case of recurrent superfi-
cial femoral artery occlusion that necessitated
the use of endovascular intervention with
image-guided stent placement.

Case Presentation/Procedure

A 91-year-old female with a past medical
history of hypertension, hyperlipidemia, and
chronic tobacco use initially underwent in-
tervention for a 100% chronic occlusion of
the left superficial femoral artery (SFA) in
August 2021. Treatment included intravascular
lithotripsy (IVL) and prolonged percutaneous
transluminal angioplasty (PTA). She was
managed medically post-procedure with a
low-dose anti-Xa inhibitor, statins, and blood
pressure control. Her claudication symptoms
resolved initially.

Despite reducing her smoking, symptoms
recurred, and 7 months later, a repeat periph-
eral angiogram revealed re-occlusion at the
same site in the left SFA. She was successfully
treated with laser atherectomy, PTA, and
drug-coated balloon. Her symptoms again
improved.

However, claudication worsened over time.
A third peripheral angiogram performed 2
years later, showed 100% occlusion at the
same location in the left SFA. The lesion
was successfully recanalized using laser
atherectomy, PTA, and drug-coated balloon.
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At least a two-vessel runoff below the knee
was restored.

The patient remained asymptomatic until
another 10 months passed, when recurrent
symptoms prompted further evaluation. An-
giography confirmed total occlusion of the
left SFA at the same location. Revasculariza-
tion with stent placement was planned due
to repeated occlusions and failure of prior
endovascular therapies.

The occlusion was successfully crossed with
a guidewire (Videos 1-3). Intravascular ultra-
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sound (IVUS) was utilized to evaluate vessel
morphology and size, and guide precise stent
placement. IVUS from the distal to proximal
SFA revealed a distal luminal area of approxi-
mately 6.0 mm? and significant calcific burden
(Figure 1). Sequential PTA with 5.0 mm and
6.0 mm balloons was performed, followed by
successful deployment of a 6.0 mm x 150 mm
self-expanding stent. Post dilatation was done
with a 6.0 mm balloon (Videos 4-5).

Moderate disease in the anterior tibial artery
was addressed with prolonged PTA (Videos
6-7). The peroneal artery was patent, while
the posterior tibial artery showed chronic
100% occlusion.

Discussion

Endovascular therapy has become a crucial
option in the management of chronic total
occlusions (CTOs) of peripheral arteries,
particularly for patients who are high-risk

Figure 1. Intravascular ultrasound of left femoral artery.
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VIDEOS

Supplementary Descriptions (Videos 1-7).

Video 1. Mid superficial femoral artery chronic total occlusion sections.

Video 2. Distal reconstitution of mid superficial femoral artery chronic total occlusion.

Video 3. Road map imaging of wiring of mid superficial femoral artery chronic total occlusion.

Video 4. Stent at mid superficial femoral artery.

Video 5. Distal stent segment of mid superficial femoral artery chronic

total occlusion.
Video 6. Below-knee arteries outflow.

Video 7. Below-knee anterior tibial artery.

surgical candidates.! While the “no metal”
approach — using atherectomy, prolonged
PTA, and drug-coated balloon therapies —
has been successful in many cases, a subset
of lesions, especially in elderly patients with
extensive calcification and recurrent disease,
necessitates stent placement.

This patient, despite being 91 years old,
remained functionally active but experienced
significant limitations due to progressive pe-
ripheral vascular disease. All initial attempts
adhered to standard endovascular therapeutic
strategies aimed at avoiding stents, including:*

1. Intraluminal wire crossing;

2. Prolonged PTA;

3. Use of laser atherectomy and IVL;

4.Optimizing outflow with at least
two-vessel runoff below the knee;

5. Comprehensive medical management
with anticoagulants, antiplatelets,
statins, and lifestyle modifications in-
cluding smoking reduction.

Despite repeated endovascular interven-

tions, recurrent occlusions of the SFA ensued,
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necessitating bailout stenting as a viable and
minimally invasive salvage strategy, given the
high perioperative morbidity risk associated
with surgical bypass in a geriatric patient of
advanced age (91 years).

Although atherectomy and PTA have been
shown to reduce target lesion revascularization
in many cases,’ bailout stenting still has a role
when all other strategies fail, particularly in
symptomatic patients.*

Conclusion

We successfully employed a standard en-
dovascular therapy-first approach to manage
a complex CTO of the left SFA in a very el-
derly patient. Although initial non-stenting
interventions were unsuccessful in achieving
durable patency, subsequent IVUS-guided
stent placement yielded favorable immediate
outcomes.’ The patient’s asymptomatic status
and maintained activity level underscore the
importance of tailoring treatment strategies to
individual patient needs in complex peripheral
vascular disease cases. ll

While the “no metal” approach — using atherectomy, prolonged
PTA, and drug-coated balloon therapies — has been successful

in many cases, a subset of lesions, especially in elderly patients
with extensive calcification and recurrent disease, necessitates

stent placement.
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