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Figure 1 Initial success rates and rates of chronic total occlu-
sion (CTO) based on the TransAtlantic Inter-Society Consen-
sus-IT (TASC-II) classification.
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Figure 2 Kaplan-Meier analysis of the primary patency rate
for the stent and POBA groups in all patients.” (": p<0.001,
Stent vs POBA), POBA: plain-old balloon angioplasty
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Figure 3 Kaplan-Meier analysis of the primary patency rate
after endovascular treatment with plain old balloon angio-
plasty, based on the TransAtlantic Inter-Society Consensus-II
classification.” There was a significant difference between
Type-A or Type-B and Type-C or Type-D. (": p<0.05, respec-
tively)
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Figure 4 Kaplan-Meier analysis of the primary patency rate
after endovascular treatment with stenting, based on the Trans-
Atlantic Inter-Society Consensus-II (TASC-II) classification.”
There were no significant differences among TASC-II lesion

types.
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Figure 5

A: A case with right intermittent claudication due to new stenosis of right common iliac artery
(arrows) 8 years after right external iliac stenting (Palmaz stent, arrow head).

B: Stent implantation in the common iliac and external iliac artery lesions with SMART stent
(arrows).

C: Digital subtraction angioplasty of the iliac arteries after the endovascular treatment.

D: Iliac angiography one month after the iliac stenting. He complained right intermittent claudi-
cation. An iliac arterial dissection was showed from proximal edge of Palmaz stent to proximal
direction (arrow).

E: An angle of right iliac artery between the two stents in normal supine position (left anterior
oblique 25°).

F: The angle of right iliac artery between the two stents after 60° flexion of the hip joint (left an-
terior oblique 25°). SMART stent is not flexible in the iliac artery.
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Long-term Patency and Restenosis Factors for Endovascular Treatment
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We evaluated long-term outcome and factors associated with restenosis after endovascular treatment (EVT) for iliac
artery lesions in peripheral arterial disease (PAD). EVT was performed for 487 lesions (TASC-II Type-A: 275, B: 115, C: 37,
and D: 60) in 436 PAD patients. The initial success rates for Type-B and Type-D lesions were lower than for Type-A lesions
(p<0.05). The 3-, 5- and 10-year patencies were 67%, 54% and 50%, respectively, for balloon angioplasty (POBA), and 88%,
82% and 75%, respectively, for stenting after suboptimal POBA, indicating a significantly higher patency after treatment
with a stent (p<0.001). With POBA, the long-term patency for Type-C/D lesions was lower than for Type-A/B lesions (p<0.05),
but the patencies with stenting did not differ significantly between Type-C/D and A/B. In univariate analysis, the TASC-II
classification, lesion length, pre- and post-procedural stenosis rates and stent use were found to be significant factors as-
sociated with restenosis (p<0.05). In multivariate analysis, stent use and the post-procedural stenosis rate were significantly
associated with restenosis. Stent use and a low residual stenosis rate are significantly associated with patency, and favorable
long-term patency can be obtained with stent placement for selected TASC-1I Type-C/D lesions.

(J Jpn Coll Angiol, 2011, 51: 25-31)
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