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Accepted problems with Stenting

1. changes in biomechanical properties
and chronical inflammation of stented
segement /artery

U stent fracture
U intimal hyperplasia
U late lumen loss

problems increase with length of treated
vessel segment

= Stent- disease

long lesion C long stent C problem &

Aleave nothing behindi




Concept of focal stenting

Calcified lesions demand ongoing mechanical stabilisation
of initial balloon-result: mandatory scaffolding

DEB, Tack-it, BVS and DBVS alone do not solve this problem
There is still a need for permanent scaffolding:
long lasting

with a reduced mass of foreign body (as few as possible)

= focal- spot / taget- stenting



focal stenting full lesion coverage

Multiple-Stent-Delivery-System Standard procedure
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