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An 83 year old male presented to the Emergency Department with 
chest pain. The pain was relieved by nitroglycerin and he was 
admitted for cardiac workup. He had a history of abdominal aortic 
aneurysm (AAA) for which he was followed with serial ultrasound 
(US) through an outside institution. A computed tomography 
angiography (CTA) of his abdomen showed that his AAA was now 6.0 
cm in greatest diameter. 

Peri-procedural considerations were made for his history of Chronic 
Kidney Disease (CKD) Stage 3, and he subsequently was taken to the 
angiography suite for endovascular aortic aneurysm repair. There 
was stenosis of the right iliac artery that was addressed with balloon 
angioplasty and Viabahn stent placement. A left iliac artery 
occlusion was identified and could not be crossed to initiate 
treatment. After deployment of the main body of the endograft 
device, the ipsilateral limb was then placed with overlap through 
the previously placed Viabahn stent into the distal right common 
iliac artery. Access was then gained into the left limb and large 
volume coils were placed overtop the wire. Another limb was 
advanced and placed overtop the tail of a single coil that had 
traversed to the level of the flow divider. The patient tolerated the 
procedure well and no endoleak or complication was reported 
intra-procedurally or during follow-up imaging. 
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CTA of the abdomen (Figure 1) demonstrates occlusion of the left 
common iliac artery (red arrow). 

Exposure image (Figure 2) at the conclusion of the procedure 
demonstrates good placement of the endograft main body and 
limbs, with coils within the left common iliac artery. 

Arteriography (not shown) demonstrated lack of flow through the 
coiled left iliac limb and adequate flow through the right common 
iliac artery.
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The iliac arteries are usually defined at the “landing zone” for a stent-graft 
repair of an AAA. Adequate fixation of the distal site is crucial for 
maintaining limb patency. Iliac artery stenosis or occlusion can entirely 
prohibit or complicate the deployment of devices and preclude the ability 
to repair an aneurysm by endovascular technique. However, trials have 
demonstrated favorable post-procedural outcomes in endovascular 
aneurysm repair (EVAR) compared to open surgical repair. Moreover, as in 
the case of this patient, the presence of chronic renal disease makes EVAR 
the procedure attributed to less mortality and morbidity. 

Bifurcated endoprosthesis is typically standard in EVAR, but aorto-uni-iliac 
(AUI) endografts may also be used to address cases where anatomic 
restrictions prevent the use of a bifurcated graft. In particular, AUI devices 
are usually compatible with occlusion of an iliac artery. If there is patency 
of both iliac arteries, the use of AUI devices also necessitates the creation 
of a femorofemoral bypass which increases operative time and risk. This 
bypass step is not required in the setting of previous total occlusion of the 
iliac artery, as back-bleeding into the  aneurysm sac cannot occur in such a 
situation. Any amount of flow through the diseased iliac artery diminishes 
the graft patency and increases the chance of revision or leak. When it is 
within the technical capability of the operator, coiling may present a novel 
technique in AAA repair in patients with hostile iliac anatomy. 
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