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Case report

A 66 -year-old heavy smoker man with a week history of 
dyspnea and pleural effusion was referred to the emergency 
department of another hospital for therapeutic thoracentesis. 
His medical history was also remarkable for hypertension 
and COPD, hip replacement one year earlier.  

After thoracentesis, he developed pneumothorax to 
the left and subcutaneous emphysema of chest and neck. 
Contrast-enhanced computed tomographic (CT) showed 
an infrarenal abdominal aortic aneurysm (AAA) with a 
diameter of 13 cm x 7.5 cm, right common iliac aneurysm 
with a maximum diameter of 6.5 cm and left common iliac 
aneurysm of 4 cm (Fig. 1 A). The patient was then transferred 
to our institution for AAA management. The serious pulmo-
nary disease excluded the option for an open surgery, thus 
an urgent endovascular procedure was performed under epi-
dural anesthesia. Multiplanar reconstructions (MPR) were 
created on a OsiriX Workstation in order to select proper 
stentgraft. The proximal neck had a 60 degrees angulation, 
a regular shaped lumen, 19 mm in length and 29 mm in dia-
meter. Severe calcification and thrombus deposition within 
the neck were not present. The lowest renal artery was the 
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left. The diameter of the aortic bifurcation was 33 mm. We 
decided to implant an aortomonoiliac Endurant II stent graft 
with right iliac limb extender (Endurant ENUF3614102, 
ENLW1616199 ®; Medtronic, Minneapolis, MN, USA) 
since this device is available at our institution for urgent 
procedures. Moreover, an aortomonoiliac configuration 
was preferred to a bifurcated one aiming to shorten the 
procedure by avoiding potential delay in catheterization of 
the contralateral gate. Both groins and the abdomen were 
disinfected with the patient in supine position.  An inguinal 
exposure of common femoral artery and his branches was 
obtained bilaterally. A 7 Fr introducer sheath was inserted 
in the common femoral artery bilaterally and standard gui-
dewires were advanced under fluoroscopic guidance across 
the abdominal aneurysm. A 20 Fr introducer sheath over 
an extrastiff guidewire was placed on the right side. On the 
contralateral side, a 6 Fr pigtail catheter was introduced 
over the standard guidewire to perform an angiogram of 
the abdominal aorta and the iliac arteries. This angiography 
confirmed the presence of huge AAA with implication of 
right common iliac artery.

After marking the renal arteries, the main body of an 
aortomonoiliac Endurant II  stent graft  and a right iliac limb 
extender were deployed to cover the entire length between 
the lowest renal artery and the right internal iliac artery (Fig. 
1 B). The stent-grafts were subsequently ballooned with a 
Reliant balloon catheter and an occluder stent graft (Talent 
OCL24US Medtronic, Minneapolis, MN, USA) was placed 
in the left common iliac artery. A final angiography revealed 
good placement of stent-grafts, the patency of both renal ar-
teries, right internal iliac artery and absence of any endoleak. 
The sheaths were removed and a suprapubic femoro-femoral 
crossover bypass was performed with an 8 mm ePTFE graft. 
The patient was discharged on postoperative day 3. One 
month CT postprocedural scan was performed, showing 
complete exclusion of the AAA, no endoleak, patency of 
the crossover bypass, shrinkage of the residual aneurysmal 
diameter sac to 10 cm. (Fig. 1 C). After 6 months from 
surgery the patient did not present any complication both 
at physical examination and at duplex scan.
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Discussion

The additional information provided by a CT scan 
may lead to more accurate diagnosis, with more incidental 
findings, defining as findings that appear unrelated to the 
original purpose of the scan.

There are many clinical, social and economical advan-
tages associated to the diagnosis of incidentalomas: in our 
case, the early detection of significant disease, lead to a 
timely treatment and a likely improvement of the prognosis. 
(1,2,3)

Our patient presented with a huge AAA, incidentally 
diagnosed on CT scan, measuring 13 cm as a maximum 
diameter, with an imminent risk of rupture.

Aortic rupture is, in fact, the most common and life-
threating complication of an AAA with a mortality rate as 
high as 75% for the infrarenal tract. Brown PM et al (4), 
showed that the average risk of rupture in male patients with 
AAA greater than 6 cm is 14.1% per year. Noronen K. et 
al (5) showed that in 154 cases excluded from the surgical 
repair of AAA due to severe co-morbidities in the patients, 
43% died because of rupture.

Endovascular approaches for repairing various arterial 
pathologies have become increasingly popular. With low 
morbidity and mortality, endovascular stent-grafts for AAA 
exclusion provides an alternative to open repair, especially 
in patients with concomitant disease (6,7). Moreover, in 
emergency conditions, the implantation of aortomonoiliac 
stent-graft with a femoro-femoral crossover bypass provides 
a good therapeutic option (8,9,10). Tang et al (11) reported 
among 1172 patients with intact infrarenal AAAs treated 
as part of the Endurant Stent Graft Natural Selction Global 
Post-market Registry (ENGAGE) there are not many diffe-
rences between patients treated with a bifurcated device and 
an Endurant AUI with femoro-femoral by-pass; the number 

of endoleaks was greater in the AUI group at the end of pro-
cedure but was similar at 30-day follow-up. Furthermore, the 
ENGAGE data were analyzed by Broos et al to demonstrate 
that Endurant stent graft is safe and effective also in patients 
with challenging aortic neck anatomy (12).
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Fig. 1. A Multi-planar reconstruction (MPR) computed tomography (CT) showing longitudinal section of contrast filled abdominal aortic 
aneurysm with bilateral mural thrombus and left pneumothorax with the air layer between the base of the lung and the pleura; B Intraopera-
tive angiogram showing good placement of stent-grafts and absence of any endoleak.; C Postprocedural MPR-CT scan showing complete 
exclusion of the AAA, no endoleak and patency of the crossover bypass.
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