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lliac Artery Stenosis/Small Caliber Iliacs

* “Full Meal Deal”

* 8-9 mm Angioplasty +/- Shockwave if Calcified
* 20-24 Fr Endovascular Dilators

* Gore Dry Seal Sheath

Unconventional Approach to Access

* 69 yo
* HTN, CAD, severe Mitral Regurg, A Fib, non-disabling stroke

* Jan 2024: Sepsis from Pneumonia — multi-organ failure, acute kidney
injury, shock liver, CHF

* CT demonstrated large juxtavisceral aortic aneurysm 7.9 cm x 7 cm
* Discharge to SNF

* Re-presented to Kaiser ED with back pain 3 months later

* CTA

« Juxtavisceral aortic aneurysm, no juxtarenal neck

* Right Common iliac occlusion

« Left External iliac occlusion

* Now CTA 9 cm, No rupture, pain settled with BP control and pain
medication.

« Transfer center delay. So discharged from Kaiser on a Sunday, Phone
visit on Monday (severe claudication revealed), OR on Tuesday at
OHSU. Hybrid Room Booked with TAVR’s.

* Only OEC arm available.
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Options st)

* Open repair : Too high risk, frail, CKD OHsu

* Endovascular recanalization of left EIA and access from above - ? Mid
to long term patency of EIA intervention for inflow to potential fem

fem bypass?

Intraop Qé)
OHSU

« Surgical exposure of bilateral common femoral arteries
« Surgical Exposure of left CIA via retroperitoneal approach

* Creation of 10 mm dacron conduit for main sheath introduction, mid
left CIA concentric double 4-0 prolene pursestring for 5 Fr sheath

access and pigtail catheter

* Cook TX2 28 mm X 28 mm X 142 mm PMEG
* PMEG Fenestrations SMA, bilateral renal, Diameter reducing
ties reducing ties 20 %
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Key technical tip (65) QGS)
OHsU onsT
» Second access ipsilateral via mid left Common iliac artery for 5 Fr
access and pigtail and eventual 18 Fr sheath
* Once the fenestrated graft is deployed, the Sheath of PMEG is then
brought back into dacron conduit.
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* 6 mm X 38 mm SMA Icast

* 6 mm X 22 mm ICast, 5 mm X 16 mm ICast,
* 30 mm Cook Renu Aorto-Uni (Bare stent cut off)

* Cook lliac Extension 16 mm X 74 mm covering pursetring access
« Left CIA to Left CFA 10 mm iliofemoral bypass
* Left toRghtle mm dacron CFA-CFA bypass
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Ruptured Supra-visceral AAA in
Patient with prior Aorto-Uni-lliac
EVAR
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The Patient

*68M

*CC
* Presented to OSH w/acute worsening of chronic back pain
* CT shows contained rupture supra-visceral, distal thoracic aortic aneurysm

* PSH
* Aorto-uni-iliac and left to right fem-fem bypass 2017 (Medtronic 25 x 14 x
103, 16 x 10 x 124 iliac extension)
* PMH

« PAD, Afib on Pradaxa, CAD s/p PCI, CKD IIl, HTN, HLD, COPD, chronic back
pain, recent significant wt loss.

The Problem
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The Problem

The Problem
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The Problem The Problem
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Unique Challenges The Repair
* Supra-renal rupture * Elected against open repair
« Thin, frail man w/significant recent wt loss, COPD * Endovascular repair
« Prior aorto-uni-iliac repair w/fem-fem bypass * Parallel stent graft with reversered SMA periscope
R - * Gore 31 x 100 mm CTAG
* Occluded right iliac artery + Atrium iCast 8 x 30 mm
« Cook Zilver 10 x 40 mm
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The Repair

« Left femoral access: single Gore DrySeal (22 fr)
* Accommodated 7 fr Flexor Ansel Sheath and the shaft of the TAG stent graft

The Repair
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Result

Result
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Preop Planning is Essential
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Thank you Dr Veith
and Jackie Simpson



