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Arterial:
DCBs – drug coated balloons
Improved patency compared with uncoated
Not as effective if the vessel is calcified

Paclitaxel remains the leader at the moment because a large amount of data still isn’t available for Sirolimus.

The results of a trial comparing Sirolimus (called the magic touch balloon) vs Paclitaxel in the femoropopliteal artery are not available yet.  

The FDA has shown Paclitaxel to be safe. 
Need long term outcome of minimum of 2 years for Sirolimus 

Sirolimus has a wider therapeutic window that paclitaxel and might be a better option B/K as the risk of distal embolization is lower (paclitaxel can flake) 

Sim is preferred to paclitaxel for coronary artery disease.


Bioresorbable scaffolding –
in the tibial arteries, it is better than PTA for reducing restenosis.
Need at least 1 artery in continuity to the ankle with less than 50% stenosis.
Severe calcification may be a problem with scaffolding as with any stent.

EFemoral – uses scaffolding in the femoral.  Good patency results for 2 years. The spacing allows for unencumbered motion of the femoral artery. Easily visualized on duplex U/S and MRI


CLTI – chronic limb-threatening ischaemia
Atherectomy B/K vs balloon angio  - no difference in outcome

Types of atherectomy –
Laser – good for fibrotic lesions and small vessels but not good for calcified
Orbital – can go down to the foot and better for calc
Excisional – use for more proximal lesions

Lithotripsy is good for calcified B/K disease and is shockwave treatment. Its successful & safe but, with current catheter, it is difficult to cross the lesion if it is long.

ISSUE with PTA – It has to overcome the arterial wall elastic recoil which causes restenosis and especially in smaller vessels.




Deep venous arterialization (DVA) - 
Used for CLTI when there is no outflow to the foot and no other option such as arterial reconstruction. 
It arterializes the deep veins in the foot.
The wounds don’t heal as quickly as with arterial revascularization but the pain reduces. 
Uses a long covered stent usually from the proximal PTA to the posterior tibial vein to the foot. After 24 months the vein has usually occluded but there is an increase in the wound healing due to development of collaterals – i.e. persistent perfusion after PTA occlusion at approx. 1 year.  The alternative is an amputation. 


AO-iliac occlusive disease-
Confusion between 0 & o with the new classification 
Ilio calcification can be treated with intravascular lithotripsy  IVL


Acute stroke and carotid controversies-
Revascularisation – no proof it improves cognitive impairment
Survival for CEA 96.1 % and BMT is 81.2%

CNO – carotid near occlusion

Occlusions can reopen 

BMT suitable for 
<50% stenosis
Major disabling stroke
Free floating thrombus

If all things equal, CEA is better than stenting.
Timing for intervention is critical.  CAS (stenting) should be postponed for at least 7 days.


The grafts used for TEVAR (thoracic aneurysm repair) can cause gaseous embolization during the procedure and strokes. 


Carotid Webs-
It usually takes a while to get a diagnosis
No fixed duplex criteria for identifying a carotid web
They are often bilateral
Is it in the right location?
Is it a dissection (might resolve if it is) or web?

CTA is the gold standard for identifying a web

Alun Davies
Could just treat medically with antiplatelets and aspirin
Could stent and use BMT then if recurrent symptoms perform surgery

Mechanical thrombectomy (intracranial) is becoming more important for large vessel occlusion (LVO).


Hairpin loop of right ICA (KINKING)- case study
Pt was symptomatic when he turned his head to the (?) right. Try using dynamic duplex imaging.
The TCD was normal until the head was turned – a large reduction in the velocity was demonstrated
The styloid bone was elongated (>2.5 cm) so it was shortened.
An elongated styloid bone can cause a dissection.


Vertebral Artery-
Can PTA & stent at certain levels but not near bony processes because the stent would fracture.
The speaker said It takes 20 min to do & 5 years to learn how to!!


Superficial Venous Controversies
Debate – compression should be routine after endovascular interventions

Compression stockings can reduce the pain in the first few days post intervention.
It doesn’t affect the technical outcome or reduce the DVT rate or bruising.

72% said they recommend compression

When phlebectomy along is performed, 70% of pts don’t need further intervention. Too short a trial to know if it’s a long term solution.

Prof Steve Black doesn’t use glue. He uses ablation and foam.


Venous Ulcer and Lymphatic Controversies-
Compression up to the knee

Manual compression doesn’t help with lymphoedema
Lymph node surgery – wasn’t recommended by the speaker as it can cause problems elsewhere

Vulval vvs-  perineum or public area






