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EXTENSIVE TREATMENT OF LONG FEMOROPOPLITEAL LESIONS WITH BARE STENTS

Objectives: Recent controversies on the use of active devices in the arteries of the lower extremities renewed the focus on the evaluation of more conventional techniques. The results of the stenting of short and/or intermediate femoro-popliteal lesions are well known, but little data relate to the extensive stenting of long lesions with bare stents (ESLLBS). The objective of this study was to report our results of ESLLBS.

Material and methods: Between January 2014 and December 2017, 1233 patients had infrainguinal angioplasty in our center. The files of patients treated for femoropopliteal lesions longer than 250 mm by extensive stenting with bare metal stents were reviewed and analyzed. The primary outcome was the 12-month primary patency, defined by the absence of restenosis (≥50%) and/or reintervention on the target lesion. Continuous data were expressed as mean and standard deviation. Survival analysis was carried out according to Kaplan-Meier.

Results: Overall, 64 patients with a mean age of 80±11 years were included, including 49 (76.6%) presenting with critical ischemia. Lesions were classified as TASC D in 54.7% of the cases. The length of the lesions was 295±64 mm and 3±1 stents were implanted. The 30-day mortality was null but two patients (3.1%) presented nonvascular major complications. With a follow-up of 27±17 months, 22 patients (34.3%) died including three of vascular causes. The healing of the trophic disorder was obtained in 77.5% of the cases. The rate of amputation was 10.9%. The 6-, 12-, and 24-month primary patency rates were 79.7%, 66.6%, and 60.9%, respectively. The 6-, 12-, and 24-month rates of freedom from target lesion revascularization (FfTLR) were 96.3%, 73.9%, and 71.9%, respectively. The 6-, 12-, and 24-month survival rates were 90.3%, 83.6%, and 65.6%, respectively.

Conclusion:

The 12-month primary patency rate of ESLLBS of long femoropopliteal lesions is acceptable. This strategy constitutes an acceptable alternative in patients presenting with critical ischemia and a limited life expectancy.

INTRODUCTION

Given the constant progress of endoluminal techniques to treat femoropopliteal lesions, the definition of a long lesion evolved rapidly these last years. According to the TASC II recommendations issued in 2007, long lesions measured more than 150 mm. [START_REF] Norgren | Inter-Society Consensus for the Management of Peripheral Arterial Disease (TASC II)[END_REF] Long lesions are now regarded as long over a threshold of 250 mm according to the 2017 European recommendations. [START_REF] Tasc Steering Committee | An Update on Methods for Revascularization and Expansion of the TASC Lesion Classification to Include Below-the-Knee Arteries: A Supplement to the Inter-Society Consensus for the Management of Peripheral Arterial Disease (TASC II)[END_REF][START_REF] Aboyans | ESC Guidelines on the Diagnosis and Treatment of Peripheral Arterial Diseases, in collaboration with the European Society for Vascular Surgery (ESVS): Document covering atherosclerotic disease of extracranial carotid and vertebral, mesenteric, renal, upper and lower extremity arteriesEndorsed by: the European Stroke Organization (ESO)The Task Force for the Diagnosis and Treatment of Peripheral Arterial Diseases of the European Society of Cardiology (ESC) and of the European Society for Vascular Surgery (ESVS)[END_REF] For these patients, a femoropopliteal bypass is recommended in presence of a suitable greater saphenous vein and a life expectancy higher than two years.

Endovascular treatment remains possible if these conditions are not met. [START_REF] Aboyans | ESC Guidelines on the Diagnosis and Treatment of Peripheral Arterial Diseases, in collaboration with the European Society for Vascular Surgery (ESVS): Document covering atherosclerotic disease of extracranial carotid and vertebral, mesenteric, renal, upper and lower extremity arteriesEndorsed by: the European Stroke Organization (ESO)The Task Force for the Diagnosis and Treatment of Peripheral Arterial Diseases of the European Society of Cardiology (ESC) and of the European Society for Vascular Surgery (ESVS)[END_REF] However, the data supporting this threshold of 250 mm are limited. [START_REF] Aboyans | ESC Guidelines on the Diagnosis and Treatment of Peripheral Arterial Diseases, in collaboration with the European Society for Vascular Surgery (ESVS): Document covering atherosclerotic disease of extracranial carotid and vertebral, mesenteric, renal, upper and lower extremity arteriesEndorsed by: the European Stroke Organization (ESO)The Task Force for the Diagnosis and Treatment of Peripheral Arterial Diseases of the European Society of Cardiology (ESC) and of the European Society for Vascular Surgery (ESVS)[END_REF] To treat long lesions, paclitaxel-coated balloons were proposed as an alternative of choice. [START_REF] Schneider | Evolution and current use of technology for superficial femoral and popliteal artery interventions for claudication[END_REF][START_REF] Schmidt | Drug-Coated Balloons for Complex Femoropopliteal Lesions: 2-Year Results of a Real-World Registry[END_REF] The principal advantage of this strategy is to leave as little as possible endoluminal material ("leave nothing behind" approach). [START_REF] Schneider | Treatment Effect of Drug-Coated Balloons Is Durable to 3 Years in the Femoropopliteal Arteries: Long-Term Results of the IN.PACT SFA Randomized Trial[END_REF] Recent controversies on the morbi-mortality of paclitaxel-coated devices brought back the focus on the evaluation of non-coated devices. [START_REF] Katsanos | Risk of Death Following Application of Paclitaxel-Coated Balloons and Stents in the Femoropopliteal Artery of the Leg: A Systematic Review and Meta-Analysis of Randomized Controlled Trials[END_REF] This is all the more critical for the treatment of long femoropopliteal lesions which potentially require the delivery of higher amounts of drug. [START_REF] Mathlouthi | Increased mortality with paclitaxel-eluting stents is driven by lesion length[END_REF] Little data are available regarding the continuous extensive bare-metal stenting of long femoropopliteal lesions (ESLLBS) as an alternative technique of revascularisation. [START_REF] Brouillet | Primary stenting for TASC C and D femoropopliteal lesions: one-year results from a multicentric trial on 203 patients[END_REF][START_REF] Davaine | One-year clinical outcome after primary stenting for Trans-Atlantic Inter-Society Consensus (TASC) C and D femoropopliteal lesions (the STELLA « STEnting Long de L'Artère fémorale superficielle » cohort)[END_REF] The aim of this study was to report our results with this technique.

MATERIAL AND METHODS

Population

We conducted a retrospective analysis of the patients treated at the Ambroise Paré University Hospital, Boulogne-Billancourt, France) between January 2014 and December 2017. Overall, 1233 patients underwent infrainguinal angioplasty in our center over the study period, including 1035 that had single or multiple stent implantation. Among these, the patients who presented de novo femoropopliteal lesions longer than 250 mm and underwent ESLLBS were included and analyzed. The length of the treated lesions and the patients undergoing femoropopliteal ESLLBS were identified from to preoperative CTs, operational reports, preand peroperative angiographies, and through the tracing of the implanted devices. Since the study relied on existing data, the study was not concerned by the French Jardé's law, and validation by a research ethics board and/or a Committee for the protection of personal data was not necessary.

Inclusion and non-inclusion criteria

The inclusion criteria were de novo atheromatous femoropopliteal lesions longer than 250 mm classified as TASC C or D according to the TASC II recommendations 2 treated by continuous bare-metal stenting. The criteria of exclusion were intrastent restenoses, noncontinuous stenting, acute femoropopliteal thromboses (<15 days), significant stenoses of the ipsilateral iliac axis, the use of active stents or covered stents, and preliminary angioplasty with an active balloon before stenting.

Peroperative data

All the procedures were carried out by the same surgical team with similar operative techniques. Systemic heparinization (50 UI/kg) was administered at the beginning of procedure and a second dose of 25 UI/kg was given in the event the procedure lasted more than two hours. Once the lesion was crossed, a pre-dilatation was carried out with an uncoated balloon corresponding to the nominal diameter of the artery. During the study period, primary stenting of the whole target lesion was routinely performed with an "oversizing" < 1mm in diameter. The diameter of the stents was between 5 and 7 mm. Implanted stents were Absolute pro® (Abbott Vascular Inc., Chicago, IL, USA), Everflex® (Ev3 Endovascular Inc., Plymouth, MN, USA), Lifestent® (Bard Peripheral Vascular Inc., Tempe, AZ, USA), and Innova® (Boston Scientific Inc., Marlborough, MASS, USA). Supera® stents (Abbott Vascular Inc., Chicago, IL, USA) were not used in this study. If several stents were used, an overlapping of 10 mm was carried out. Intrastent post-dilatation was routinely performed at the end of the procedure with an uncoated balloon corresponding to the nominal diameter of the artery.

Postoperative follow-up

All the patients received a postoperative dual-antiplatelet treatment for three months, associated with low molecular weight or calcium prophylactic heparin for one month. A single antiplatelet agent was maintained for life. In the absence of intercurrent events, patients were reviewed at one, six, 12, 24, and 36 months with a duplex examination.

Outcome criteria

Primary outcome was the 12-month primary patency. Primary patency was defined as the absence of significant intrastent restenosis or occlusion confirmed by ultrasound imaging or angio-CT. Significant restenosis was defined as a lesion obstructing more than 50% of the arterial lumen and/or a peak systolic velocity higher than 2.4 m/sec measured by ultrasound. [START_REF] Aboyans | ESC Guidelines on the Diagnosis and Treatment of Peripheral Arterial Diseases, in collaboration with the European Society for Vascular Surgery (ESVS): Document covering atherosclerotic disease of extracranial carotid and vertebral, mesenteric, renal, upper and lower extremity arteriesEndorsed by: the European Stroke Organization (ESO)The Task Force for the Diagnosis and Treatment of Peripheral Arterial Diseases of the European Society of Cardiology (ESC) and of the European Society for Vascular Surgery (ESVS)[END_REF] The secondary outcome criteria were the rates of overall survival, minor and major complications, limb salvage, freedom from target lesion revascularization (TLR), and freedom from target extremity revascularization (TER).

Minor complications were defined as those occurring during the first 30 post-procedure days which did not require interventional or surgical treatment, did not lead to prolonged hospital the stay, and did require a rehospitalization. Major complications were defined as the complications requiring reintervention or a prolongation of the hospital stay. [START_REF] Aboyans | ESC Guidelines on the Diagnosis and Treatment of Peripheral Arterial Diseases, in collaboration with the European Society for Vascular Surgery (ESVS): Document covering atherosclerotic disease of extracranial carotid and vertebral, mesenteric, renal, upper and lower extremity arteriesEndorsed by: the European Stroke Organization (ESO)The Task Force for the Diagnosis and Treatment of Peripheral Arterial Diseases of the European Society of Cardiology (ESC) and of the European Society for Vascular Surgery (ESVS)[END_REF] 

Data analysis

The data were collected from the paper files as well as from computer records (Orbis®, AGFA Inc., Mortsel, Belgium), and included consultation, operative, and follow-up reports.

CT-scans, peroperative angiographies, and postoperative duplex examinations were reexamined and analyzed.

Statistical analysis

Continuous variables were expressed as mean (standard deviation, SD). Quantitative variables were presented as numbers (n) and percentages. Demographic data were recorded by patient and patency data were calculated by limb. Primary patency, TLR and overall survival curves were plotted using the Kaplan-Meier method. Freedom from TLR was expressed as a percentage and defined by the absence of repeat percutaneous intervention of the target lesion or bypass surgery of the target vessel performed for restenosis or occlusion of the target lesion previously treated (with 10 mm proximal and distal a margin) in patients with a preserved limb. Freedom from TER was expressed as a percentage and defined by the absence of a new procedure due to the occurrence of a stenosis or an occlusion remote of the initial target lesion in the same limb. For the patients died before the end of the follow-up or lost to follow up, clinical status at the last follow-up visit was taken into account.

RESULTS

Demographic data

Overall, 64 lower extremities in 64 patients were included. The demographic data are presented in Table I. 76.6% of the patients presented with critical ischemia at the time of the intervention. The morphological evaluation of the arterial lesions was carried out according to the TASC II classification. Twenty-nine (45.3%) and 35 (54.7%) patients were classified as TASC C TASC D, respectively. The characteristics of the treated lesions are presented in Table II. The proportion of patients presenting popliteal lesions was 21.9%. Regarding the downstream arteries, 20 (31.3%), 23 (35.9%), and 21 (32.8%) patients presented one, two, or three patent leg arteries, respectively.

Most interventions were carried out under local anesthesia with sedation. Recanalisation was performed in 85.9% of the cases. A retrograde puncture of the below the knee popliteal artery or a tibial artery was carried out in 9.4% of the cases. An average of 3±0.9 stents was implanted with a maximum of five stents. The length of stent coverage was 312±47.6 mm.

Overall there 21 associated procedures were carried out during the same operation, including 16 on the ipsilateral limb: five contralateral iliac angioplasties, nine tibial angioplasties, two popliteal endarterectomies, three endarterectomies of the femoral tripod, and two radiofrequency ablations of the greater saphenous vein. Peroperative data are shown in Table II.

Early postoperative results

Thirty-day and longer term postoperative data are presented in Table III. Only one major complication peroperative occurred and consisted of a distal embolism requiring thromboaspiration of posterior tibial and peroneal arteries with recovery of a satisfactory flow at the end of the intervention. During the early postoperative period, two patients presented a major complication: one acute pulmonary edema and one calf hematoma without active bleeding. Mortality at 30 days was null.

Follow-up

The average duration of follow-up was 27±17.1 months. On the last follow-up, seven (10.9%) patients had been amputated, including six transmetatarsal amputations at four, nine, 12, 18, 21 and 28 months and one transfemoral amputation at 19 months. Limb salvage rate was thus 89.1%. Overall, 77.5% of the trophic disorders existing before the intervention had completely healed, while 22.5% of the trophic disorders were stagnant or unhealed at the last follow-up. Twenty-two patients (34.4%) were deceased during the follow-up, including three of vascular causes: one sepsis, one severe acute ischemia and one refusal of amputation at eight months. Twenty deaths (40.8%) occurred in patients presenting critical ischemia while two (13.3%) were observed in claudicants. Eleven patients (17.2%) were lost to follow-up before the 24 th month.

During the clinical and imaging examination follow-up, 14 significant restenoses and 11 intrastent complete occlusions were observed. The six-, 12-, and 24-month primary patency rates were 79.7%, 66.6%, and 60.9%, respectively (Fig. 1). The 6-, 12-, and 24-month rates of freedom from TLR were 96.3%, 73.9%, and 71.9%, respectively (Fig. 1). Eighteen reinterventions were carried out during the follow-up period for an intrastent restenosis or occlusion due to the persistence of the symptomatology or the stagnation of the trophic disorder. The 24-month rate of freedom from TER was 96.7%, and two reinterventions were requested for a remote lesion more than 10mm distant from the initial lesion. Six reinterventions were carried out by open surgery (two distal bypasses, two femoropopliteal bypasses, one endarterectomy of the femoral tripod, and one crossover femoro-femoral bypass) and 14 by endovascular route. The average time before reintervention was 8±3.4 months. The average 6-, 12-, and 24-month overall survival rates of the studied population were 90.3%, 83.6%, and 65.6%, respectively (Fig. 2).

DISCUSSION

In this study of a cohort of 64 patients with a mean age of 80 years, of which 76.4% presented with critical ischemia, the average lesion length was 295 mm. ESLLBS was reformed with a low early morbi-mortality rate and an acceptable one-year primary patency rate of 66.6%. The one-year rate of freedom from TLR was 73.9% and most patients preserved their limb. These results temper those of previous publications which considered that ESLLBS should be carried out in extreme cases only. [START_REF] Iida | Timing of the restenosis following nitinol stenting in the superficial femoral artery and the factors associated with early and late restenoses[END_REF] Table IV compares the results of our study with those of the principal previous reports of the continuous stenting of lesions longer than 150mm. The population of our study is similar to that of these previous studies. [START_REF] Brouillet | Primary stenting for TASC C and D femoropopliteal lesions: one-year results from a multicentric trial on 203 patients[END_REF][START_REF] Davaine | One-year clinical outcome after primary stenting for Trans-Atlantic Inter-Society Consensus (TASC) C and D femoropopliteal lesions (the STELLA « STEnting Long de L'Artère fémorale superficielle » cohort)[END_REF][START_REF] Bosiers | Results of the Protégé EverFlex 200-mm-long nitinol stent (ev3) in TASC C and D femoropopliteal lesions[END_REF] However, the 45% rate of chronic impaired renal function observed in our study was particularly high, because of a close collaboration with the department of nephrology of our institution. We should however underline the differences of definition for this comorbidity in the literature.

In terms of severity and complexity of the lesions, our study is in the upper range compared to other publications, with a high prevalence of factors of restenosis. Our 76.6% proportion of patients presenting with critical ischemia is among the highest and only two of the studies mentioned above reported higher rates. This could probably be explained by the fact that 100% of the patients in our study were treated for complex TASC C and D lesions (54.7% were classified as TASC D). The 295 mm average length of the lesions and the 85.9% rate of total chronic occlusion were also higher than the results presented by most studies.

Finally, the high proportion of patients suffering from critical ischemia which required a multilevel revascularization also explains our rate of 25% of associated ipsilateral procedures.

The 66.6% one-year primary patency rate observed in our study is in agreement with the results available in the literature. It is similar to those reported in the multicentric prospective studies conducted by Bosiers et al., Davaine et al. and Brouillet et al., which reached 64.8%, 66%, and 67% for lesions with an average length of 242 mm, 220 mm and 252 mm, respectively. 9,10,12 A contrario, our results are significantly higher than those of Taneja et al., who reported a 44% one-year primary patency rate. [START_REF] Taneja | Self-expanding nitinol stents in recanalisation of long-length superficial femoral artery occlusions in patients with critical limb ischaemia[END_REF] This study was however carried out in patients who presented with critical ischemia only, and for longer occlusions (average length: 364 mm).

The 27-month average duration of follow-up of our study was affected by the high proportion of patients lost to follow-up (17%) and a 34.4% 27-month death rate, which unfortunately does not authorize a reliable evaluation of the long-term patency. There are however few studies relating to the topic. In a study carried out in patients who were mostly claudicants, Sakamoto et al. reported five-year primary and secondary patencies of 51.8% and 79.5% for lesions with an average length of 198 mm. [START_REF] Sakamoto | Five-year outcomes of self-expanding nitinol stent implantation for chronic total occlusion of the superficial femoral and proximal popliteal artery[END_REF] By contrast, in a population suffering exclusively from critical ischemia and with 100% of occlusions (average length of 200mm), Setacci et al. observed primary and secondary patency rates of 34% and 43% at 3 years respectively. [START_REF] Setacci | Subintimal angioplasty with the aid of a re-entry device for TASC C and D lesions of the SFA[END_REF] The one-year primary patency rate observed in our study was significantly lower than that reported for femoropopliteal bypasses with reversed saphenous vein. [START_REF] Pereira | Meta-analysis of femoropopliteal bypass grafts for lower extremity arterial insufficiency[END_REF] Similarly, the 26.1% one-year rate of reintervention was higher than the rates of reintervention after venous bypass, which vary between 15 and 20% at five years. [START_REF] Chung | Wound healing and functional outcomes after infrainguinal bypass with reversed saphenous vein for critical limb ischemia[END_REF][START_REF] Bradbury | Bypass versus Angioplasty in Severe Ischaemia of the Leg (BASIL) trial: An intention-to-treat analysis of amputation-free and overall survival in patients randomized to a bypass surgery-first or a balloon angioplasty-first revascularization strategy[END_REF] However, this superiority was obtained at the cost of a higher morbi-mortality. In our study, post-operative death rate was null. The 3.1% rate of postoperative complications was in contrast to those of surgical revascularizations, with 2-5% early mortality rates reported for femoropopliteal bypasses. [START_REF] Lamuraglia | Significant perioperative morbidity accompanies contemporary infrainguinal bypass surgery: an NSQIP report[END_REF] The frequency of postoperative complications, and in particular failure to heal surgical incisions, varies between publications because of a lack of quantification. In terms of functional prognosis, the 89.1% one-year rate of limb salvage observed in our study competes with the results of bypasses, ranging from 85% to 90%. [START_REF] Veith | Six-year prospective multicenter randomized comparison of autologous saphenous vein and expanded polytetrafluoroethylene grafts in infrainguinal arterial reconstructions[END_REF] Due to a two-year mortality rate exceeding 30% in our study, ESLLBS appears a licit alternative to bypasses in patients with comorbidities. It allows, at the cost of a higher rate of reintervention, avoiding a fragile population a significant surgical risk and a potential loss of autonomy inherent in the invasiveness of the surgery. In patients with comorbidities, or in the absence of a saphenous vein suitable for a femoropopliteal bypass, the question of the effectiveness of endovascular techniques to treat long lesions arises rightly. The high rate of restenosis of angioplasty-only without drug-coated balloons or stenting (active or not) limits its use. [START_REF] Murray | Long-segment femoropopliteal stenoses: is angioplasty a boon or a bust?[END_REF] ESLLBS increases, the primary patency of the revascularizations by preventing the consequences of "recoil" and subintimal dissection. [START_REF] Brouillet | Primary stenting for TASC C and D femoropopliteal lesions: one-year results from a multicentric trial on 203 patients[END_REF][START_REF] Davaine | One-year clinical outcome after primary stenting for Trans-Atlantic Inter-Society Consensus (TASC) C and D femoropopliteal lesions (the STELLA « STEnting Long de L'Artère fémorale superficielle » cohort)[END_REF] However stent implantation of a stent self-sustains intimal hyperplasia, due to the stresses on the vascular wall. [START_REF] Sarembock | Influence of inflation pressure and balloon size on the development of intimal hyperplasia after balloon angioplasty. A study in the atherosclerotic rabbit[END_REF] The use of some active devices (Eluvia® stent, drug-coated balloons) and of heparin-coated stents (Viahban®) might bring solutions to these problems. [START_REF] Schmidt | Drug-Coated Balloons for Complex Femoropopliteal Lesions: 2-Year Results of a Real-World Registry[END_REF][START_REF] Bisdas | 1-Year All-Comers Analysis of the Eluvia Drug-Eluting Stent for Long Femoropopliteal Lesions After Suboptimal Angioplasty[END_REF][START_REF] Lammer | Sustained benefit at 2 years for covered stents versus bare-metal stents in long SFA lesions: the VIASTAR trial[END_REF] In a recent literature review, Schneider et al. compared the results of the various techniques of endovascular revascularization according to the length of the treated lesions. [START_REF] Schneider | Evolution and current use of technology for superficial femoral and popliteal artery interventions for claudication[END_REF] This review revealed that in contrast to the results of nitinol stents, the results of covered stents and of angioplasty with active balloons were less limited by the length of the treated lesions. The VIASTAR study clearly showed a two-year primary patency higher of the "covered stent" group compared to the "non-covered stent" group, but TLR rates were comparable. [START_REF] Lammer | Sustained benefit at 2 years for covered stents versus bare-metal stents in long SFA lesions: the VIASTAR trial[END_REF] Bisdas et al. reported a 20% primary patency for the Eluvia® drug-eluting stent, which is higher than ours with a comparable population of 62 patients. [START_REF] Bisdas | 1-Year All-Comers Analysis of the Eluvia Drug-Eluting Stent for Long Femoropopliteal Lesions After Suboptimal Angioplasty[END_REF] The results were similar in retrospective series reporting the performances of active balloons to revascularize long lesions. [START_REF] Schmidt | Drug-Coated Balloons for Complex Femoropopliteal Lesions: 2-Year Results of a Real-World Registry[END_REF][START_REF] Zeller | Drug-coated balloons vs. drug-eluting stents for treatment of long femoropopliteal lesions[END_REF] Until now, the only randomized studies evaluating the effectiveness of angioplasty with active balloons selected angioplasty-only as a comparator. [START_REF] Rosenfield | Trial of a Paclitaxel-Coated Balloon for Femoropopliteal Artery Disease[END_REF][START_REF] Werk | Paclitaxel-coated balloons reduce restenosis after femoro-popliteal angioplasty: evidence from the randomized PACIFIER trial[END_REF] To date, there is no high level of evidence study demonstrating the superiority of angioplasty with drug-coated balloons over ESLLBS. Moreover, when considering the treatment of long femoropopliteal lesions which require high amounts of active agent, the potential excessive late death rate due to the cumulative dose of paclitaxel could question the legitimacy to use these devices. It should however be mentioned that recent large scale real life data did not find higher death rates with the devices impregnated of paclitaxel. [START_REF] Nordanstig | Mortality with Paclitaxel-Coated Devices in Peripheral Artery Disease[END_REF][START_REF] Behrendt | Editor's Choice -Long Term Survival after Femoropopliteal Artery Revascularisation with Paclitaxel Coated Devices: A Propensity Score Matched Cohort Analysis[END_REF] Overall, despite a lower one-year primary patency rate than with other endovascular techniques, ESLLBS is a less invasive, sure and easily available alternative for the revascularization of femoropopliteal long lesions. On the basis of our results, we recommend to limit the use of ESLLBS to treat lesions >250mm in length to the patients suffering from critical ischemia or invalidating claudication, which do not have a vein suitable saphenous vein, whose life expectancy is lower than two years, and/or in which the operative risk is considered important. This study brings data making it possible to initiate a comparison between ESLLBS and the publications relating to alternative techniques of revascularization in an elderly population and mainly in critical ischemia. From a methodological point of view, the absence of control group and a fortiori of randomization limit the level of proof of our study. Data were collected retrospectively, which introduces several biases. Lastly, the monocentric nature and the limited population of our study make difficult the translation of the results to the general practice. The significant proportions of patients lost to follow-up (17.2%) or deceased (34.4%) during the follow-up period create uncertainty on the primary patency of ESLLBS beyond one year. Lastly, the evaluation of the trophic disorders and their healing was not carried out according to the WIFI score of severity. The evaluation of their severity and their evolution, limited to the appreciation from the clinician, was probably more subjective.

CONCLUSION

In the context of a potential higher death rate attributable to paclitaxel, and in a population often presenting with critical ischemia and a limited life expectancy, ESLLBS constitutes an acceptable alternative to the drug-coated devices to revascularize long femoropopliteal lesions.
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