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RENAL ARTERY STENTING :TIPS & TRICKS 



METAANALYSES : 2006 

NO SIGNIFICANT DIFFERENCE BETWEEN  ANGIPLASTY  VS  MEDICAL  TREATMENT  



IMPACT  OF  RENAL ARTERY  
REVASCULARISATION   



ASTRAL TRIAL RAS  :STENTING  VS 
MEDICAL 



ASTRAL TRIAL :BLOOD 
PRESSURE ,CHOLESTEROL  & STENOSES 







       CORAL  TRIAL  OUTCOMES 



            CORAL  TRIAL  BP  OUTCOMES 





SCAI 2014  APPROPPRIATE CARE  FOR RENAL ARTERY 
STENOSES 



HOW  TO ASSESS  HEMODYNAMIC SIGNIFICANCE 
OF LESION  ???? 

SCAI 2014 



GETTING  STARTED…. 
•  Set realistic expectations 
•  Half dose of anti hypertensives on day of 

procedure 
•  Preload  with aspirin 350 mg and clopidodrel 
•  UFH  70IU/kg   



ABDOMINAL  AORTOGRAPHY  FIRST 

Anatomic  road map 
of RA 
Accessory RA 1/3 
Abd AO disease 

AP  VIEW DSA    AVOID IN CKD 



ON ACCESS 

•  Femoral  mostly 
•  Favorable imaging 
•  Majority AA disease 
•  25 -45 cm sheath approppriate if iliac disease/

tortuosity 
•  Prevents GC induced trauma/atheroembolism 



RADIAL / BRACHIAL ACCESS: <5% 

•  Steep  inferior coursing  renal arteries  



RIGHT RENAL -0-15 LAO  LEFT  

II  ORTHOGONAL  
 
PROXIMAL  PART  OF 
RENAL 
ARTERIES 



SELETIVE  RENAL ANGIOGRAPHY 

Pathologic  characters 
Localisation  of disease 
Nephrogram  -kidney size & intra- 
parenchymal  





THE  NO TOUCH -TECHNIQUE 



TRANSLESIONAL GRADIENTS 

•  Pull back  :inconsistent;non 
simultaneous;non reproducible 
•  Not to be used 
•  Simultaneous placement  of catheters 

-4F distal to lesion & 6 F prox  



GUIDE CATHETER ENGAGEMENT 

•  Direct  /Indirect      
•  4F diagnostic catheter and 6 -8 F guide catheter introduced 

in tandem over 0.035 “’ wire into AA 
•  Diagnostic catheter coaxially engaged in renal artery ostium 
•  0.014 “” guide wire introduced thro 4 F catheter and placed 

distal to lesion 
•  Guide catheter then railed over diagnostic catheter into 

renal ostium 
•  Once co-axial ,diagnostic catheter removed                               



GUIDE CATHETER HANDLING   



LEFT  FEMORAL  APPROACH ;RT RENAL  
RIGHT FEMORAL _ LEFT RENAL PLASTY  



CHOICE  OF  GUIDEWIRES 

0.014 “ non hydrophilc prevents perforation 
Miinmal vessel trauma 
Compatible with balloon expandable stents 
Pressure wires, DPD 
 



GUIDE WIRES 
•  0.014 “  coronary wires 
•  0.018:” McNamara wires 
•  Tip to be positioned in distal main renal  

artery 
•  DO   NOT WEDGE  DISTALLY …perforation/

perinephric hematoma,occlusion 



PREDILATATION   

Predicts  dilatability 
Lesion morphology 
Vessel sizing 





WHY NOT PLAIN BALLOON PLASTY ?? 
•  Lower procedural success 
•  Residual stenoses 
•  Vessel dissection 
•  Abrupt vessel closure 
•  Vessel recoil- poor long term success 
•  Encroachment of aortic atheroma 
•  Higher restenoses 
•  Only in FMD 



RENAL STENTING  

Balloon Expandable preferred
Good radial strength
Precision placement
1-2 mm protrusion into aorta 



RENAL STENTS 

•  3 FDA APPROVED 0.014 “ GUIDE WIRE 
COMPATIBLE  balloon expandable stents  platforms 
available 

•  Express SD Boston Scientific 
•  Formula Stent, Cook Medical 
•  Herculink Elite   Abbot Vascular  



TYPICAL  STENT SPECIFICATIONS 





Post dilate and trumpet  
ostium 



Post Stenting …Distal 
dissection,Embolism,Residual 
thrombus,perforation 
Renal hematoma 

Less than 50% diameter stenoses 
More than 30% stenoses reduction 
Brisk renal parenchymal arterial flow 
Post intervention gradient less than 10 
mmHg 



DISTAL PROTECTION  DEVICE 

No Randomised Data  No dedicated devicesI   May be used if eGFR less than 45 ml/min and 
single kidney 



ROLE OF IVUS 

•  Could  be useful 
•  Lesion assessment,ISR,stent thromboses. 
•  Lesion morphology,vessel sizing 
•  Post Intervention--- 
•  Apposition,Expansion,lesion coverage, 
•  Dissection,thrombus,hematoma, 
•  Perforation ,Rupture 



MULTI SOCIETAL GUIDELINES: REVIEW 



THANK YOU 
















































