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Class Discussion - Circulatory


MRDx:  Abdominal Aortic Aneurysm and bilateral iliac artery aneurysm.

Procedure:  Repair aneurysm.

This patient in a routine physical exam was noted to have a palpable mass in the groin area.  When X-rays were obtained it was discovered she had an abdominal aortic aneurysm.  Abdominal aortography revealed a 4 cm size abdominal aortic aneurysm along with bilateral iliac artery aneurysm.  Patient opted to have this treated with surgery and arrangements were made for the patient to go through the pre-admit clinic and have the surgery scheduled.

On admission patient’s blood work was within normal limits.  The haemoglobin levels were above 120 as were also her sodium and potassium levels.  Patient was on no medications and has no significant past history.

Procedure: 
Endovascular repair of abdominal aortic aneurysm,



Bilateral iliac artery aneurysm with insertion of a Talent to aorto-uni-iliac stent graft and wall graft from the left internal to left external iliac artery and femoral-femoral crossover bypass.
Under general anesthesia patient was prepped and draped in the usual manner.  A vertical incision was made in each groin.  Through this incision we exposed the common femoral, superficial femoral, and profunda femoris arteries.  Common femoral arteries are relatively soft and normal in size.  Once this was done the patient was anticoagulated with 5,000 units of heparin intravenously after a reptroperitoneal suprapubic tunnel was created between two groin incisions.  Under fluoroscopic control then the left femoral artery was directly punctured and we were able to insert a Dlide wire and catheter in a retrograde fashion from the left femoral artery into the left intrailiac artery and well out into one of the gluteal branches.  Once this was completed the right femoral artery was directly punctured and a Bentson guidewire was used to insert a pigtail catheter up into the intrarenal aorta.  The preliminary aortogram was then carried out.

After appropriate marking and position of the renal arteries the neck of the aneurysm and aortic bifurcation and bilateral iliac bifurcations, the custom Talent aorto-uni-iliac stent graft was placed over a superstiff Amplatz wire into the abdominal aorta.  The custom Talen graft measured 28 mm in proximal diameter, 12 mm in distal diameter and 183 mm in full fabric coverage.  The proximal end of the graft was opened web and distally was closed web.  The graft was then fully deployed such that the graft terminated in the external iliac arteries with at least two lengths of stent in the external iliac artery.  The graft was then fully deployed in place.

Once this was completed then over an Amplatz guidance from the left side a Wall stent graft was inserted into the left intrailiac artery crossing to the left external iliac artery.  The graft measured 70 mm in length and 14 mm in diameter.  It was fully ballooned in place.  Completion aortogram showed good position of the grafts with no evidence of any endo-leak.  With retrograde injection there was filling of the external to internal iliac graft on the left side.  With no endo-leaks visible and both renal arteries patent, and all caps and guidewires were removed.  Femoral-femoral graft was completed with an 8 mm Dacron graft passed through the retroperitoneal tunnels.  Each end of the graft was then anastomosed end-to-side to the common femoral arteries and using running 5-0 Prolene suture under 4 x Loupe magnification.  The arteries were copiously irrigated with heparinized saline solution prior to completion of the anastomosis.  Once the anastomosis was completed, all clamps were released.  There was good flow through the graft with an easily palpable pulse in the common femoral, superficial femoral and profunda femoris arteries bilaterally.  There was good reactive hyperaemia.  The wounds were irrigated and closed in the usual manner.

Intraoperative placement Abdominal Aortic Stent Graft

This procedure was performed in the operating room.  Via the left common femoral artery a 5-French SOS Omni catheter was used to select the left internal iliac artery.  Over an angled glide wire, a 4-French glide cath was placed distally in the superior gluteal artery. This subsequently provided access to place a wall – graft.  Via the right common femoral artery a 5-French pigtail catheter was placed and an AP abdominal aortogram was performed.  Over a super stiff guide wire, exchange was made for a stent graft delivery system.  The graft was deployed distally in the non-aneurysmal infrarenal aortic neck component, to end the distal graft in the proximal right external iliac artery.  Yesterday the patient underwent successful embolization of the proximal right internal iliac artery.  The stent graft was then fully expanded using a compliant balloon.

Over a super stiff guide wire, a 14 mm diameter, 70 mm length oral graft was inserted and deployed with the leading edge in the distal left internal iliac artery, and a trailing aspect in the mid left external iliac artery.  Via an 8-French sheath in the left groin, a retrograde injection was performed, demonstrating that the graft had incompletely opened, and a small amount of residual left common iliac aneurysm filling was seen, indicating an endoleak.  For this reason, this graft was fully expanded using a 12 mm diameter, 4 cm length balloon angioplasty catheter.  A repeat retrograde injection demonstrated no persistent left common iliac aneurysm filling.  Via the right side, a completion AP abdominal aortogram was then performed.
