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Fig. 1 Preoperative computed tomography:
a) at the level around the celiac artery
b) at the level around the renal artery
c) infrarenal abdominal aortic aneurysm
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Fig. 2 Preoperative aortography and its schematic figure
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Postoperative aortography and schematic figure of the
operation

2000 00000ooooooo42moooooo
gbobobob0oebmbobOOOoOOODOOODOODOO
0000000000000 00000HuynhO%0
Engle0 "0 0000000000O0OO0OOOOOO
ooboooooooooooooooboboooooo
ooboooooooooooooooboboooooo
ooboooooooooooooooboboooooo
ooooo0ooo0oOoooOoooooboboooooo
copb0b0bOOooobooOoobooooobooooon
oooooooo0oOoooOoooooboboooooo
ooboooooooooooooooboboooooo
ooboooooooooooooooboboooooo
oooooooooo

oooo

10 Crawford, E. S., Crawford, J. L., Safi, H. J., et al.:
Thoracoabdominal aortic aneurysms: preoperative and in-
traoperative factors determining immediate and long-term
results of operationsin 605 patients. J. Vasc. Surg., 3: 389-
404, 1986.

Safi, H. J.,, Winnerkvist, A., Miller, C. C. lll, et al.: Effect
of extended cross-clamp time during thoracoabdominal aor-

20

tic aneurysm repair. Ann. Thorac. Surg., 66: 1204-1209,
1998.

Coselli, J. S. and Crawford, E. S.: Femoral artery perfusion
for cardiopulmonary bypass in patients with aortoiliac ar-

30



476

40

50

60

70

80

o0

100

tery obstruction. Ann. Thorac. Surg., 43: 437-439, 1987.
Martin, T. D. and Accola, K. D.: Megaaorta and aortoiliac
obstruction: alternate method of cannulation. Ann. Thorac.
Surg., 53: 889-891, 1992.
000oo0o0ooO0o0oO0ooOoooOooOoooooOo
0000000000000 320190-196[20030
0000000000000 00UD00O0O0DOoOUDD
000000O00O0o0o0oOo0oOOooOoooOooOo
0000000000000 280100-103(119990
Svensson, L. G., Crawford, E. S., Hess, K. R., et al.:
Thoracoabdominal aortic aneurysms associated with ce-
liac, superior mesenteric, and renal artery occlusive dis-
ease: methods and analysis of resultsin 271 patientsC] J.
Vasc. Surg., 16: 378-390, 1992.

Svensson, L. G., Crawford, E. S, Hess, K. R, et a.: Expe-
rience with 1509 patients undergoing thoracoabdominal
aortic operations. J. Vasc. Surg., 17: 357-370, 1993.
Martin, G. H., O'Hara, P. J., Hertzer, N. R., et a.: Surgical
repair of aneurysmsinvolving the suprarenal, visceral, and
lower thoracic aortic segments: early results and late out-
come. J. Vasc. Surg., 31: 851-862, 2000.

Cosdlli, J. S, LeMaire, S. A., Miller, C. C. I, et a.: Mor-

110

1200

130

140

150

ob0o000130 40

tality and paraplegia after thoracoabdominal aortic aneu-
rysm repair: arisk factor analysis. Ann. Thorac. Surg., 69:
409-414, 2000.

Coselli, J. S, LeMaire, S. A., Koksoy, C., et al.: Cere-
brospinal fluid drainage reduces paraplegia after
thoracoabdominal aortic aneurysm repair: results of aran-
domized clinical trial. J. Vasc. Surg., 35: 631-639, 2002.
Hollier, L. H., Symmonds, J. B., Pairoler, P. C., et al.:
Thoracoabdominal aortic aneurysmrepair. Analysis of post-
operative morbidity. Arch. Surg., 123: 871-875, 1988.
Money, S. R, Rice, K., Crockett, D., et a.: Risk of respira-
tory failure after repair of thoracoabdominal aortic aneu-
rysms. Am. J. Surg., 168: 152-155, 1994.

Huynh, T. T. T., Miller, C. C. Ill, Estrera, A. L., et al.:
Determinants of hospital length of stay after
thoracoabdominal aortic aneurysm repair. J. Vasc. Surg.,
35: 648-653, 2002.

Engle, J., Safi, H. J.,, Miller, C. C. Ill, et a.: Theimpact of
diaphragm management on prolonged ventilator support
after thoracoabdominal aortic repair. J. Vasc. Surg., 29:
150-156, 1999.

Surgical Repair for a Patient with Safi-V Thoracoabdominal Aortic Aneurysm
with a Concomitant I nfrarenal Abdominal Aortic Aneurysm
—A Modification to Minimize the Duration of Extracorporeal Circulation
and Organ I schemia in Thoracoabdominal Aortic Aneurysm Repair —

Takashi Kunihara, Norihiko Shiiya and Keishu Y asuda

Department of Cardiovascular Surgery, Hokkaido University Graduate School of Medicine, Sapporo, Japan
Key words: Thoracoabdominal aortic aneurysm, Abdominal aortic aneurysm, Paradoxical embolization,
Mural thrombus, Chronic obstructive lung disease

In thoracoabdominal aortic aneurysm repair that requires extensive replacement of the diseased aorta and mani-
fests complicated pathophysiology, it can be important to prevent organ ischemia during aortic cross-clamp and to
reduce blood loss by minimizing the duration of extracorporeal circulation and modifying surgical techniques. We
report a case with Safi-V thoracoabdominal aortic aneurysm with concomitant infrarenal abdominal aortic aneurysm
with abundant mural thrombi who underwent successful Y -grafting followed by thoracoabdominal aortic aneurysm
repair using F-F bypass to prevent paradoxical embolization and to minimize duration of extracorporeal circulation.
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