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Abstract 

Background: Peripheral lower limb ischemia is a condition that is prevalent 

worldwide and that is likely to increase with age. The increased prevalence of 

diabetes mellitus and hypertension in the population is considered to an important 

risk factor for the spread of peripheral arterial disease. Aim of the Work: This is 

a prospective study to assess the role of endovascular management for surgical 

high risk patients with TASC II D superfacial femoral artery occlusive diseases. 

Patients and Methods: This prospective analytic study was conducted on 

twenty patients with TASC-II D superficial femoral artery lesions at El maadi 

and Kobry El Kobba military hospitals. Results: Technical success reported in 

18/20 cases (90%), 2 cases failed (1 received bypass, 1 underwent major 

amputation).The Primary patency within 2 years is 65%, Primary assisted 

patency is 70 % and Secondary patency is 60%. Limb salvage (primary end 

point) reported in 95%. Amputation free survival reported in 95%. Conclusion: 

An endovascular intervention for TASC-II D lesions can be performed safely 

with acceptable patency and limb salvage rates. This approach should be 

considered especially in patients with multiple comorbidities. Restenosis is not 

uncommon in these complex lengthy lesions that mandate close follow-up. 

Key words: endovascular management, TASC IID superfacial femoral 

artery occlusive disease 
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Introduction 

Peripheral lower limb ischemia is a condition that is 

prevalent worldwide and that is likely to increase with age. 

The increased prevalence of diabetes mellitus and 

hypertension in the population is considered to an 

important risk factor for the spread of peripheral arterial 

disease (PAD) (Saxon et al., 2008). 

 The lower limb is the most common site of PAD. 

Because of the unique slow flow and high-resistance 

environment, the superficial femoral artery (SFA), 

extending to the proximal popliteal artery segment, is the 

most affected area. Femoropopliteal occlusive disease is 

still considered to be the Achilles heel of the vascular 

specialist (Zeller, 2007). Bypass surgery is known to be a 

definitive treatment (Hu et al., 2011).  

 Transatlantic Intersociety Consensus (TASC)-II 

recommends traditional surgical therapy for long 

superfacial femoral artery type D lesions. However, the 

main problems of surgery are increased morbidity and 

rehospitalization rates, being 50% (Norgren et al., 2007). 

 In addition, patients with more complex, long 

occlusive lesions often develop significant comorbidities, 

placing them at a high risk for traditional open surgical 

bypass (Hu et al., 2011), (Goshima et al., 2004), (Yin et 

al., 2013). Recent advances in endovascular techniques 

have led to the widespread application of endovascular 

http://ejs.eg.net/article.asp?issn=1110-1121;year=2016;volume=35;issue=4;spage=414;epage=420;aulast=Hasaballah#ref3
http://ejs.eg.net/article.asp?issn=1110-1121;year=2016;volume=35;issue=4;spage=414;epage=420;aulast=Hasaballah#ref4
http://ejs.eg.net/article.asp?issn=1110-1121;year=2016;volume=35;issue=4;spage=414;epage=420;aulast=Hasaballah#ref3
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repair for more severe femoral lesions (Hu et al., 2011), 

(Davaine et al., 2014). 

 Even though lesions are more distal and longer, the 

technical success does not seem to be altered (Desgranges 

et al., 2004), (Laird et al., 2010), (Han et al., 2011).  

Multiple studies have reported technical success rates 

of more than 90% for TASC-II D lesions ), (Yin et al., 

2013), (Chen et al., 2010), (Baril et al., 2010). 

 The chronic nature of PAD and the high restenosis rate in 

many patients with femoropopliteal lesions necessitate 

repeat interventions, which are an essential part of the long-

term treatment. (Scheinert ,2012). 

 Endovascular treatment for TASC II D lesions is safe 

and can be effectively performed with acceptable 

hemodynamic improvement. Though re-stenosis is very 

common, close surveillance and repeated intervention can 

resolve this problem. 

TASC II D lesions were defined as chronic total 

occlusions of the SFA more than 20 cm and involving the 

popliteal artery or chronic total occlusions of the popliteal 

artery and proximal trifurcation vessels.  

http://ejs.eg.net/article.asp?issn=1110-1121;year=2016;volume=35;issue=4;spage=414;epage=420;aulast=Hasaballah#ref3
http://ejs.eg.net/article.asp?issn=1110-1121;year=2016;volume=35;issue=4;spage=414;epage=420;aulast=Hasaballah#ref7
http://ejs.eg.net/article.asp?issn=1110-1121;year=2016;volume=35;issue=4;spage=414;epage=420;aulast=Hasaballah#ref8
http://ejs.eg.net/article.asp?issn=1110-1121;year=2016;volume=35;issue=4;spage=414;epage=420;aulast=Hasaballah#ref9
http://ejs.eg.net/article.asp?issn=1110-1121;year=2016;volume=35;issue=4;spage=414;epage=420;aulast=Hasaballah#ref10
http://ejs.eg.net/article.asp?issn=1110-1121;year=2016;volume=35;issue=4;spage=414;epage=420;aulast=Hasaballah#ref11
http://ejs.eg.net/article.asp?issn=1110-1121;year=2016;volume=35;issue=4;spage=414;epage=420;aulast=Hasaballah#ref13
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Aim of the work 

This study aims to evaluate the vascular outcome of 

Endovascular management of the Superficial femoral artery 

occlusion (TASC II D)with critical lower limb ischemia at 

the Vascular surgery department in Maadi and kobry el 

kobba military hospitals. 



 Review of literature 
 

 

Chapter (1) 

Surgical Anatomy and Exposure 

Surgical anatomy of femoral region: 

The femoral artery is the principal channel supplying 

blood to the lower extremity (Beirne et al., 2008). 

 The boundary mark between the external iliac artery 

and femoral artery is the inguinal ligament.The artery lies 

just medial to midpoint of inguinal ligament. The femoral 

vasculature is bounded laterally by iliopsoas muscles, 

medially by reflected fibers of inguinal ligament (forming 

the lacunar ligament) and posteriorly by superior ramus 

(Beirne et al., 2008). Figure (1) 

 Just inside the abdominal wall ,the external iliac 

artery gives two small branches that run in a plane between 

the transversalis fascia and peritoneum ; the inferior 

epigastric artery and deep circumflex iliac artery (Beirne et 

al., 2008).  

 In approximately 30% of the population have an 

obturator artery that arises from inferior epigastric artery 

rather than internal iliac artery. This aberrant vessel 

descends across the pectinate line adjacent to lacunar 

ligament( in only 3% of patient) that can be injured during 

graft tunneling at this position (Baril et al., 2010). 


