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When to intervene?
• CLTI. 
• Recurrent embolization.

• Claudication?

• Preserving a distal bypass or a transplanted kidney

Goal: saving the limb

Goal: QoL



Compared treatments for disabling aortoiliac claudication at 6 months
(supervised exercise, primary stenting, pharmacologic therapy). 
Peak walking time:

 Supervised exercise (greatest).
 Stenting (intermediate).
 Pharmacologic therapy (least).
QoL improved in stenting and SVT but not in medical therapy. Stenting > SVT



Least Complex

Most Complex

Excessive tortuosity or 
calcification. 

Adjacent branches 
involvement (IMA, renals)



Patency

AFS/QoL

VQI and Global Vascular Guidelines CLTI date
1-year major amputation: ~10–15% despite successful revascularization



Open or Endo?

We don’t know

TASC C/D



Open or Endo?

No difference in limb salvage outcomes



Even with endovascular there are lot of unanswered questions

Covered vs Uncovered stents

CERAB vs Kissing stents

There is no absolute contraindications
Anatomical

Juxtarenal aortic occlusion.
Circumferential heavy (>1 mm) calcification.
Hypoplastic aortic syndrome.
Juxtaposition to aneurysmal disease.

Patient factors
CKD



ENDOVASCULAR

CERAB vs Kissing stents





Maintain wire access.
Balloon inflation across 
the perforation

Femoral venous access
Resuscitation

Anesthesia and blood. 

Stent graft



OPEN
ABF

It is important to perform the proximal anast close to the level of the renals to avoid disease 
progression leading to long-term failure.





OPEN
EXTRA-ANATOMICAL

Advanced comorbidities
Hostile abdomen
Infection

Fem-fem: 5-year primary patency (Approximately 70%).
Ax-fem: 5-year primary patency (60% to 70%).
Obturator bypass: 5-year primary patency (50% to 60%)



OPEN
EXTRA-ANATOMICAL

Alameer et al., J Radiol Clin Imaging, 2022



OPEN
EXTRA-ANATOMICAL

- Place the anastomosis as medial as possible on the axillary artery
- Leave redundancy in the graft
- Allow some bowing of the graft into the axilla posterior to the pectoralis minor muscle.



Adjunct procedures

Profundoplsty

Extensive femoral endarterectomy (above the IL)

Fem-pop bypass (simultaneous): if SFA occlusion and 
profunda is atretic and severely disease profunda



Patency 
Special Considerations

Younger age (<50y) Small aortic syndrome



Open or Endo?

We don’t know

What’s best in your hands Follow the local outcomes

ABF
Type C & D lesions

Young patient
Low CV risk
Non-obese

Non-hostile abdomen

Goal
Resolve stenosis/restore flow to 

improve AFS/QoL
Avoid rupture

Avoid  embolization
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