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Mr MAU …. 08/09/1947

• 2010 : Standard EVAR for AAA 
• aorto bi-common iliac endograft with infra-renal fixation
• No iliac branches devices, no hypogastric embolisation

• 2011 : Acute Left iliac limb occlusion urgentlty treated with a right to left
Femoro-femoral bypass

• No pelvic ischemia …. but appearance left buttock disabling claudication 
during follow-up

• Seen in Rhône-Durance in 2019

• CT : no thrombotic material in the endograft main body, no lesion on right 
iliac, patency of the graft

• ABI : 1 
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Diagnosis

Left buttock claudication due to iliac and hypogastric occlusion (ILO post-EVAR)

Objective

Hypogastric revascularization

Planned strategy
• Left common femoral access

• Retrograde external iliac artery recanalization

• Attempt to find hypogastric ostium

• Hypogastric artery recanalization and connection to superior gluteal artery



1st attempt (6Fr left femoral)
External iliac recanalization
Vessel rupture 



1st attempt (6Fr left femoral)
External iliac recanalization
Vessel rupture and Failure to find hypogastric

?



2nd attempt few months later ….

LAO 30° - Left brachial  access
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B1 : Anterograde crossing

Proximal cap puncture
IVUS guidance

Crossing failure : plan « B »
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Prone position for superior gluteal artery
retrograd puncture

But left brachial and left femoral sheath
already in place : not very « ergonomic » for 
rendez vous
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B1 : Anterograde crossing

Proximal cap puncture
IVUS guidance

B2 : Retrograde crossing

Crossing failure : plan « B »

Via retrograde puncture Via trans collateral

Classic in btk procedure
Less usual in SFA procedure





B1 : Anterograde crossing

Proximal cap puncture
IVUS guidance

B2 : Retrograde crossing

Crossing failure : plan « B »

Via retrograde puncture Via trans collateral

Pedal-plantar loop
BTK
SFA

… but what about in pelvic
district?
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Retrograd trans-collateral connexion with hypogastric branches
1 : via circumflex and  inferior gluteal artery

2: via external pudendal artery
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LAOLAO





Anterograd 0,018 Sergent Support catheter via left iliac occlusion (brachial access, 5Fr 120 cm sheath)



Externalization of retrograde hypogastric guidewire
via brachial access require a 150cm-shaft support 
catheter (135cm was too short)

Exchange for 0,014 150cm Sergent catheter and 
0,014 Command ES 300cm guidewire





6mm Viabahn
graft-stent to 

avoid endoleak





Conclusion

➢ Successive nightmares in the same case
1. Acute thrombosis (iliac limb occlusion post EVAR)

2. Vessel rupture (external iliac predilatation)

3. Crossing failure (hypogastric occlusion)

➢ Complex hypogastric recanalization cases : usefulness of precise analysis
of hypogastric posterior and anterior division branches for retrograde plan 
« B » strategy after antegrade failure


