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Infrainguinal arterial occlusive disease 
Á Venous femoro-popliteal bypass is the 

gold standard for extensive lesions in the 
superficial femoral artery 

 

Á Vulnerable patients with often multiple 
co-morbidities 

 

Á Bypass surgery related to complications , 
prolonged hospital stay and re-
interventions  
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Latest generation Viabahn 

Á Heparin bonding technology 

 

 

 

 

Á Contoured proximal edge 

 

 

 

 

Á 25 cm long endografts 



 Covered stents (viabahn) 
 

ÅThe only endodevice randomised against the gold standard 
(fem pop bypass)       (Mc Quade, Superb trial) 

 

ÅA perfect mechanical barrrier against atherosclerosis 

 

 
 

 

 

 

 

 

 

Å SUrgical versus PERcutaneous Bypass: SUPERB-trial; Heparin-bonded endoluminal versus surgical femoro-popliteal bypass: study protocol for a 
randomized controlled trial; trials 2012 

Å Four-year randomized prospective comparison of percutaneous ePTFE/nitinol self-expanding stent graft versus prosthetic femoral-popliteal bypass in 
the treatment of superficial femoral artery occlusive disease J vasc Surgery sept 2010;548-591 



Why using SE covered stents? 

ÁThey may reduce the incidence 
of re-stenosis 

ÁReduce ISR to a focal edge 
stenosis:  

ÁEasier to treat 

ÁIncidence independent of lesion 
length 

 



 indications Viabahn in our practice 

ÅAny leasion length longer 10 cm in the AFS 

 (TASCII B, C en D ) claudicans and  critical limb    
 ischemia with at least one run off vessle 

 

ÅPopliteal leasions stenosis/aneurysm 

 

ÅExternal iliac occlusions TASCII C,D up          
into the CFA 

 



Techniques 

ÅPercutaneous (antegrade/retrograde distal 
appoach or cross over 

 

ÅHybrid (cut down)  



Treating the proximal SFA 

ÅPercutaneous procedure  

ïflush 2 mm above the profunda origin (use ipsilateral 
angulated view to align the Viabahn endoprosthesis with 
the SFA origin) 

 

ÅHybrid procedure:  

ïendarterectomie of first cm into the AFS and landingszone 
will be created and patch closure 



6-25 Viabahn, flush at origin SFA 

No disturbance on MRA scan 



TascII C leasion, heavy 

calcifications,                

12 cm occlusion 
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