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98 TRANSFEMORAL INTRALUMINAL GRAFT IMPLANTATION

Fig. 10. Graft-stent combination with both cephalic
and caudal stent.

increasing operative risk have, over the years,
stimulated continuation of this study.

As in all studies, experience with this small group
of patients turns up questions as well as answers.
Fortunately, an extensive follow-up of Palmaz stent
placement has proven that no migration of the stent
occurs [25,26].

Transfemoral graft ment requires that the pros-
thetic material be a compliant, knitted graft which is
thin-walled. The tendency of such graft materials 1o
dilate in the arterial stream is well known. However, in
transfemoral grafl placement, this material is placed
within an intact, though dilated, aona. Whether or not
this graft inclusion technsque will allow graft

Iy

ANNALS OF
VASCULAR SURGERY

remains 1o be shown. More important is the fact that
grafi dilation is more a postoperative finding than a
clinical problem. In two patients in this study. fiol-
low-up has suggested that the excluded aneurysm and
intraluminal thrombus exterior o the pms.rhm: eraft
appear to fibrose and diminish in diameter. h re-
traction is noted, and to date, no graft dilation has been
seen.

The question of patent lumbar arteries contribut-
ing to continuing aneurysm expansion has not been
solved by the present study. Admittedly, many
lumbar arteries may have been occluded by the
atherosclerotic aortic aneurysm wall or intraluminal
thrombus. However, in some pancms is predict-
able that lumbar arteries will remain patent and,
fact, the inferior mesentenic artery may also rem;
patent. Whether or not these patent vessels wi

o ing ancurysm is
unknown. Theoretically, occlusion of the lumbar
arteries and mesenteric artery could be expected to
follow intraluminal graft placement.

Deuuw -’\M\s I'requenlly contain  intraluminal

distal embolization of such
thrombus Ivy |utral||mma] manipulation remains a
threat, The fact that no apparent intraluminal thrombus
embolized distally in the initial five cases does not
exchude this complication as a possibility. As the Am-
platz guidewire is relatively stff, the graft-stent sheath
is maintained in an access parallel to the aortic wall,
and this may minimize dislodgement of thrombus from
the wall of the anenrysm.

The Palmaz stent has been shown to become
covered with endothelivm relutively rapidly. Thus,
it becomes included in the wall of the arery in
which it iz placed. The natural history of the aortic
wall proximal and distal te the aneurysm remains to
be seen. Whether or not it will be the site of intimal
hyperplasia is unknown [25,26].

Certain anatomic characteristics of the aortic
ancurysm must be present for the graft-stent deviee
to be utilized. The aortic aneurysm should be asso-
ciated with normal aortic wall proximally and dis-
tally. Such normal aoria should be at least 3 ¢m in
length proximally and at least 2 cm in length distally
near the bifurcation. The iliac arteries should be
patent or be suitable for balleon angioplasty. The
#22 French sheath is large and the iliac anteries
should be straight or nearly straight and not elon-
gated or tortuous. Should such anatomic features he
present, the potential advantages of transfemoral
intraluminal graft placement are obvious. A lower
cardiovascular, respiratory, and renal morbidity
should decrease mortality. Furthermore, blood
transfusions can obviated and trauma to the
periaortic and periiliac autonomic plexes will be
avoided by the procedure.,

We are aged by the early but
knowledge that further devel are 1o be
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