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Table1l Indication for stentgrafting of thoracic and abdominal

aortic aneurysm

Thoracic aortic aneurysm

less than 37mm
more than 15 mm

Proximal neck in diameter
Proximal neck in length

Abdominal aortic aneurysm

Angulation of proximal neck
Proximal neck in diameter
Proximal neck in length
Distal neck in length

more than 120 degrees
more than 30mm
more than 15mm
more than 10mm
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Fig.2 Aortogram demonstrating angulation of the proximal
neck of the aneurysm over 120 degrees
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Fig. 1 Angulation of the proximal neck of the aneurysms as defined by Ad Hoc
Committee for Uniform Reporting Standards (From Ahn, S. S., Rutherford, R.
B., Johnston, K. W. et al. : Reporting standards for infrarenal endovascular
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Fig. 3 Endograft used in our clinic
Endograft is consisted of self Gianturco-Z stent covered by
Dacron graft which is from 0.14 to 0.18 mm in thickness of graft

wall and 150 mlI minl cm?0 120 mmHg in porosity. A indi-
cates Gianturco-Z stent, B stentgraft.

4 JO00O0OO0O0O0OoOOoOoOooOooOooo?

10o0ooooo

1890001999080 0000000000000
000000000004 000000280000
oooooOooobowRBmMmoooooooooo
0380 00000200000000000000
1000000000000 000B000O00O0
ooooooooooooooooooooooboon
000000000000 o0o0o000UDOFig. 4
oooooooooooooooooooDoon
11%00 0000000000080 00000n
oooooo%wiowoooooooooooooo
O0o0o00o0oooooooo32%oooooooo
oo0bD1eo00ooooooondo%wd 9%
ooooooooo0oOoooooooOoooooDon
oooooooooooooooocooooooon
ooooooooooooooooooooooon
oooboO0o0o0o0oo0oooboobO0D014%oO0000
00000000 OCOCO0000000O000 5%0
0%wOooooOoOoo000oooO00b0000000Db
00000s% 0000000000000 8%00
00000000000 21% 00000000000
oooooooooooooooocooooooDoon
ooooooooooooooooooooooDoon
ooooooooooooooooooooooon



634 obooooo9eden

p<0.05

p<0.0001 p<0.0001
r

p<0.0001 p<0.0001
1 [ —

~ = =

% E T 100

7] =~ 4

2 5 @ %

3 g g w0

2 S 3

] ° 3 40

G g 2

<] o

g s 20

£ i)

B AO ASG DO DSG 2 9 -

8 A-0O  ASG D-0 D-SG

A B C

Fig. 4 Resultsof endoluminal repair of thoracic aortic aneurysms
Intraoperative blood loss (A), operative duration (B) and postoperative hospital days (C) in the endoluminal repair are
less than those in the conventional repair (p < 0.01, p < 0.05).
A-O : Conventional repair of distal aortic arch aneurysms, A-SG : Endoluminal repair of distal aortic arch aneurysms,
D-O : Conventional repair of descending aortic aneurysms, D-SG : Endoluminal repair of descending aortic

aneurysms.
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Fig.5 Resultsof endoluminal repair of abdominal aortic aneurysms
Intraoperative blood loss, operative duration are less in the endoluminal repair than in the conventional repair (p <
0.05, p < 0.0001). But thereis no statistical difference in the postoperative hospital days between endoluminal and

conventional repairs.

A-O : Conventional repair of abdominal aortic aneurysm, A-SG : Endoluminal repair of abdominal aortic aneurysm.
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Table2 Major local complications after endo-
luminal repair

- Injury to iliac or femoral arteries to access
— Embolization

- Endoleak

— Graft limb thrombosis

- Postimplant syndrome
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Endovascular Aneurysm Repair in Next Century

Kensuke Esato, Nobuya Zempo, Kentaro Fujioka, Hiroaki Takenaka,
Atsushi Seyama and Akira Furutani
First Department of Surgery, Yamaguchi University School of Medicine
Key words: Thoracic aortic aneurysm, Abdominal aortic aneurysm, Endoleak, Indication

Endovascular aneurysm repair involves the transluminal placement of graft within the aneurysm that com-
pletely excludes the sac from the general circulation. The endoluminal repair is less invasive , compared with the
conventional repair, because it avoids the need for laparotomy, cross-clamping of the aorta. The indications for the
endoluminal repair include asymptomatic abdominal aortic aneurysm more than 5 cm in diameter and thoracic
aortic aneurysm more than 6 cm in diameter,besides all symptomatic and ruptured aneurysm. However, not all
aneurysms are anatomically suitable for endovascular repair. The major determinants of suitability is the morpho-
logic features of the proximal neck of the aneurysm. A collar of normal aorta between the left subclavian artery
and aneurysm, and between the renal artery and aneurysm is required 15 mm or greater. In addition, proximal neck
diameter of 37mm or less in the thoracic aortic aneurysm and 30mm or less in the abdominal aortic aneurysm are
required for current available devices.

The presence of heavy circumferential calcification, mural thrombus and angulation of the proximal neck of
the abdominal aortic aneurysm less than 120 degrees are contraindications to the endovascular repair. The patients
who theiliac artery is severely tortuosity and calcification are contraindication for endovascular repair, because the
passage of largebore catheters, containing endografts, through tortuous and diseased iliac arteries may results in
rupture.

We performed the endovascular repair for thoracic (n=24 cases) and abdominal aortic (n=36 casses)
aneurysm from 1996 to 1999. The operative blood loss, operative duration and postoperative hospital days of the
thoracic aortic aneurysm in the endovascular repair were less than those in the conventional repair, while the same
as above except postoperative hospital days of the abdominal aortic aneurysm in the endovascular repair were less
than those in the conventional repair. The mortality of the thoracic and the abdominal aortic aneurysms in the
endoluminal repair was less than that in the conventional repair.

Despite these advantages, there are two mgjor areas of concern with the intraluminal repair. One is the
unknown long-term outcome and durability of the prosthesis.

The second area of concern is complications such as microembolization, endoleak, graftlimb thrombosis and
postimplant syndrome.

Intraluminal repair's feeis not yet covered by Japanese medical insurance, therefore intraluminal repair is not
popular in Japan. However, intraluminal repair will be aggressively performed and popular in any hospitals in
Japan after medical insurance covered the medical fee because of lessinvasive surgery.

(Jpn. J. Vasc. Surg., 9 : 631-637, 2000)
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