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An 80 year old male presented for an elective angiography of 
the right lower extremity for claudication and continuous 
burning pain at rest. Once in the angiography suite, bilateral 
access was obtained with real time ultrasound into the common 
femoral arteries. Crossing of the chronically occluded right 
external iliac artery was initially attempted from the right side, 
with the wire advanced into a dissection plane. At this point, 
the wire could not be manipulated back into the vessel lumen. 
An unsuccessful attempt was made at an up-and-over approach, 
but the right hypogastric artery was found to be patent. A wire 
was advanced into the hypogastric artery and subsequently 
retrieved with a snare that was advanced in a retrograde 
fashion from the left side. The snared wire was pulled up and 
over the bifurcation to the region of the left common femoral 
artery, which ensured positioning in the true lumen of the 
vessel. With wire access now available through the lesion, the 
occlusion could be addressed with balloon angioplasty and 
self-expanding stent placement in the right external iliac 
artery. 

Completion arteriography showed excellent blood flow after 
stent placement, with a small amount of extravasation in the 
external iliac artery that was addressed with tamponade via 
repeated balloon angioplasty. Several hours following the 
procedure, the patient became hypotensive, and a 
computerized tomography (CT) scan of his abdomen showed 
evidence of persistent extravasation. This was emergently 
addressed with the placement of a covered stent into the right 
common and external iliac arteries. Afterwards, the patient 
recovered well and was discharged with instructions to take 
clopidogrel, an antiplatelet medication for stent maintenance. 
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CT arteriogram (Figure 1) just below the level of the external 
and hypogastric bifurcation demonstrates complete occlusion of 
the right external iliac artery, resulting in a lack of contrast 
opacification in the vessel (red arrow). 

Digital Subtraction Angiography (DSA) of the right lower 
extremity after placement of stent within the right external 
iliac artery shows excellent flow through a once chronically 
occluded lesion (Figure 2). 
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An estimated one-third of obstructions associated with 
peripheral arterial disease (PAD) affect the aortoiliac region. 
Iliac artery stenoses are commonly an indication for 
percutaneous endovascular procedures in symptomatic patients, 
but occlusions of this segment typically require surgical 
intervention. 

Passage through the iliac occlusion is possibly the greatest 
hurdle in percutaneous treatment. Interventional strategies are 
based around maximizing the rate of successful, uncomplicated 
procedural outcomes. This is oftentimes based on the expertise 
and experience of the primary operator. In the region of the 
aorta and iliac arteries, guidewires can often not pass through 
an occlusion intraluminally, which necessitates controlled 
dissection into the vessel wall with reentry to the lumen past 
the occlusion. Reentering the lumen from the subintial layer is 
particularly difficult in the aortoiliac region, and is frequently 
cited as the reason behind failed recanalization attempts. 
Techniques that improve pushability and steering are valuable 
in these instances, and docking within the hypogastric proved 
useful in this particular case. 
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