
A novel approach to abdominal aortic aneurysm 
repair with aortoiliac occlusive disease 

Abstract 
Options for treating patient with AAA and concomitant iliac artery occlusion typically includes EVAR with 
bifurcated stent graft with recanalization of iliac artery or use of a aortouniiliac stent graft with 
femorofemoral bypass. This case report shows a novel way to treat AAA with EVAR without recanalizing the 
iliac artery when an aortouniiliac device is not available in a high surgical risk patient.  
 

Introduction 
The use of endovascular abdominal aneurysm repair (EVAR) for abdominal aortic aneurysms (AAA) has 
been increasing over the past decade with results showing decreased short term morbidity and complications 
but requiring more secondary interventions for patency.1 Complex AAA including stenosis or occlusion of 
iliac arteries requires further intervention such as angioplasty or stent placement to avoid an open repair.2 
This is usually created with aortouniiliac stent graft with femorofemoral bypass but can also be treated with 
EVAR with simultaneous revascularization of occluded iliac arteries either through endovascular treatment 
or open endarterectomy.2 This case study presents a novel way to treat complex AAA. 
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Discussion 
Treatment for AAA has shifted to EVAR, especially for patients with high risk comorbidities in 
order to avoid a morbid open procedure, which would be indicated for a TASC D lesion of the 
iliac artery. The OVER trial has shown no long term difference between open and endovascular 
repair.3 Options as stated earlier include an aortouniiliac device with a femorofemoral bypass or 
EVAR with bifurcated device with endarterectomy. This patient did not require a femorofemoral 
bypass as there was sufficient distal collateral flow and a bifurcafted device could not be used 
because the contralateral limb could need be placed due to the inability to cross the TASC D 
lesion; the segment was too long to safely do an endarterectomy. Only local anesthesia was used 
for the procedure to avoid cardiac stress from general anesthesia. Coiling the contralateral limb 
despite the occluded iliac artery prevents retrograde flow into the aneurysm sac that would result 
in an endoleak. The advantage of not being limited to a aortouniliac device allows the ability to 
take advantage of the smaller delivery device used for the Ovation endograft. The patient 
continues to follow up with serial ultrasound examinations showing stable AAA size. This 
provides a novel technique to treat a AAA in a patient with difficult anatomy that does not allow 
the typical use of a bifurcated EVAR device to prevent an open procedure.  
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Intervention 
Patient was taken to interventional radiology and access was obtained in the right femoral artery with US 
guidance. A VBX 8x89 was deployed in the right iliac artery due to stenosis. Access was then obtained in left 
common iliac artery but the glidewire was unable to cross the left common iliac artery due to TASC D lesion. 
The Ovation mainbody measuring 34mm with ipsilateral limb 18 x 80 and contralateral limb 16 x 80 was 
advanced up the left side over wire and deployed with good seal. No type I endoleak was identified and the 
ipsilateral limb 18 x 120 was deployed with overlap with VBX stent. Omni catheter was used to gain access 
to left limb and 14 POD x 60 coil was deployed with 60 cm packing along with another 14 POD coil, 1035 
standard coil, and 12 POD coil. Another limb was deployed to jail a tail of coil that went slightly above the 
flow divider. Procedure was completed with balloon angioplasty and arteriography showed no flow in 
aneurysm or through left limb. Patient was discharged and followed up in outpatient setting with US 
showing stable AAA without endoleak or flow in left limb. 
 

Case Presentation 
Patient is an 83 year old male with history of known AAA (5.4x5.5cm), CKD III,  COPD, and HTN who 
presented to the ER for chest pain. CT of abdomen/pelvis showed that his aneurysm measured 6x6cm AP, 
7cm measured oblong with diffuse thrombus and occluded left iliac artery with distal reconstitution. 
Physical exam showed palpable right lower extremity pulses and dopplerable left lower extremity pulses. 
Patient was admitted to the medicine service to monitor for his chest pain. Patient was being worked up in 
outpatient setting with another vascular surgeon and was awaiting nephrology clearance for imaging. It was 
decided to repair his aneurysm due to the sudden increase in size. He underwent a negative nuclear stress 
test and was cleared for intervention. Imaging was reviewed with Ovation representative.  
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