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Usefulness of direct aspiration by Seathless PV guiding sheath for the acute limb ischemia of 

popliteal artery occlusion with thrombus. 

 

A male in his 70’s arrived with acute onset with pain in the right foot, numbness, and partial loss 

of motor functions. His symptoms began 32 hours before he arrived at our hospital. His popliteal 

and pedal pulses were absent, and the foot was cool and mottled. He had atrial fibrillation, but he 

had never taken anticoagulation. The CT angiography revealed total occlusion with the popliteal 

artery. Since the proximal and distal arteries were normal, we diagnosed acute limb ischemia 

(stageⅡb) due to acute thrombus. The laboratory findings showed: CK 7655 IU/L, Cre1.3 mg/dl. 

We tried to transfer him to another hospital that could perform surgical thromboembolectomy 

with a balloon catheter. But four other hospitals could not accept him. We decided to perform 

endovascular therapy. 

 A 6Fr Seathless PV guiding sheath was inserted from his right common femoral artery and a 

0.035 wire was advanced to the popliteal artery. We performed aspiration thrombectomy by 

Seathless PV guiding sheath after removing the wire. The Large thrombus became stuck in the 

Y-adapter. We took off the Y-adapter and removed the thrombus. The angiography revealed 

improved distal blood flow. We didn’t perform catheter-directed thrombolysis (CDT) because the 

thrombus was removed completely. The operating time was only 23 minutes. We were worried 

about myonephropathic metabolic syndrome, but we finished continuous hemodiafiltration in just 

18 hours. He was discharged on foot without limb amputation or any worsening renal function. 

Percutaneous aspiration thrombectomy can rapidly restore flow through the occluded segment 

and therefore shorten the duration of therapy. In the past, we experienced times when we 

couldn’t remove the thrombus enough with rapid exchange aspiration device (i.e. Thrombuster). 

The suction force is proportional to the cross sectional area of the tip. 6F seathlesPV has 

approximately four times the area of 6F thrombusterⅢGR(4.08mm2 vs 1.05mm2), comparable to 

8F guiding catheter(4.15mm2).  Complication of the access cite may be reduced with the use of 

6F. In addition, 6~8F thrombuster and 0.014 wire can be used as is, if you have distal 

thromboembolism after aspiration. To avoid vascular injury, care must be taken, but these type 

of methods (Seathless PV, Parent plus, Distination) are useful and simple. 

 


