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Objectives

1. When should we intervene?

2. How should we repair?

3. When should we preserve the IIA?



1. EPIDEMIOLOGY & RISK FACTORS

• Rare 
• Mainly atherosclerotic
• Other etiologies : trauma, infection, 
connective tissue disease 

2. NATURAL HISTORY

• Slow expansion

• Usually asymptomatic

3. RUPTURE RISK

• Low risk under < 4 cm

4. INDICATIONS/GUIDELINES  

• Asymptomatic: diameter ≥ 4.0 cm

Open or endo – patient and anatomy 
dependent

5. What to do with IIA?

• Risks : 
- Benign : Buttock claudication/ Erectile 
dysfunction
- Severe : Colonic ischemia /Spinal Cord Ischemia

7. ANATOMY-DRIVEN TREATMENT STRATEGY FOR ANEURYSM REQUIRING REPAIR

Neck and Iliac Bifurcation involvement

Covered stent
Coil + cover

IBD
Double-Barrel

EVAR
Aorto-uni-iliac

Combination of options 
previously mentioned

6. ENDO vs OPEN 

ENDOVASCULAR 

• Lower perioperative morbidity
• Shorter hospital stay
• Quicker recovery

BUT:
• Requires adequate seal zones
• Risk of endoleak / reintervention
• Lifelong surveillance

OPEN SURGICAL REPAIR

• Durable long-term results
• Better for:

– Young patients
– Connective tissue disease
– Infection / mycotic aneurysm
– Hostile anatomy 

• Higher perioperative risk
and longer recovery

Resect + bypass Aorto-iliac bypass

Neck aneurysmal
Bifurcation non-aneurysmal

Neck non-aneurysmal 
Bifurcation non-aneurysmal 

Neck non-aneurysmal
Bifurcation aneurysmal

Neck aneurysmal
Bifurcation aneurysmal 

Open

Endo

Presentation Algorithm

CIA-IIA bypass + EIA transpo
CIA-EIA bypass + IIA bypass
CIA-EIA bypass + IIA ligation



Epidemiology and Risk Factors

Definition : 1.5x normal diameter
 Males CIA 18mm
 Female CIA 15mm

Isolated iliac artery aneurysms : 0.4-1.9% of general population
 70-90% CIA (50% bilateral)

Risk Factors
 Acquired

 Degenerative-atherosclerotic remodeling (most common)
 HTN, smoking, males

 Trauma/iatrogenic injury
 Arteritis/Inflammatory aneurysms
 Infections : Salmonella, Staph, Klebsiella, E. Coli, Candida

 Constitutional
 Connective tissue disorders
 Different embryological lineage of CIA/IIA vs EIA (that is often spared)

1. EPIDEMIOLOGY & RISK FACTORS

• Rare 
• Mainly atherosclerotic
• Other etiologies : trauma, 
infection, connective tissue 
disease 



Natural history

Growth 0.3mm/year overall
 CIA 2-2.5 cm : 0.2 mm/year
 CIA 2.5-3 : 0.3 mm/year
 CIA > 3cm : 1.3 mm/year

 No symptomatic/ruptured
 Time from diagnosis to OR : 66 ± 47 months (5.5 ± 3.9 years) 

Bottom line : Indolent disease in most patients

2. NATURAL HISTORY

• Slow expansion

• Usually asymptomatic



When do they rupture?

4.3% ruptured 
Mean ruptured diameter: 58.4mm

• Only 2 ruptures < 4 cm (0.2%)

Average diameter operated : 41.1mm

3. RUPTURE RISK

• Low risk under < 4 cm



When should we intervene?
4. INDICATIONS/GUIDELINES  

• Asymptomatic: diameter ≥ 4.0 cm

Open or endo – patient and anatomy 
dependent



What about Internal Iliac?

 Buttock claudication: 28%
 Outcome : 50% recovery at 2 years

 Erectile dysfunction: 10%
 Rare but severe (<1%)

 Ischemic colitis
 Spinal cord ischemia

5. What to do with IIA?

• Risks : 
- Benign : Buttock claudication/ Erectile 
dysfunction
- Severe : Colonic ischemia /Spinal Cord 
Ischemia



Endo vs Open?

No comparative RCT data

No difference in long-term mortality
No difference in long-term patency
Shorter length of stay in endo group
Slight increase of ischemic complications in endo group

 Buttock claudication
 Ischemic colitis
 Erectile dysfunction

More reinterventions in endo group



Preoperative planning

Get a CTA – centerline measurements 

Key questions
 Proximal CIA landing zone?
 Bifurcation involved?
 Distal EIA and IIA landing zones?
 Can at least 1 IIA be preserved?

What strategy - open or endovascular – is more suitable for this patient?



Endovascular treatment

First-line treatment
 Lower perioperative morbidity/mortality
 Shorter hospital stay
 Durability acceptable, but requires follow-up

 30-day mortality : 0-1%
 Mean LOS : 1-2 days
 Late reinterventions : 10%
 Late patency : 95%

Neck and Iliac Bifurcation involvement

Covered stent

Neck non-aneurysmal 
Bifurcation non-aneurysmal 

Endo
Coil + cover

IBD
Double-Barrel

Neck non-aneurysmal
Bifurcation aneurysmal

EVAR
Aorto-uni-iliac

Neck aneurysmal
Bifurcation non-aneurysmal

Neck aneurysmal
Bifurcation aneurysmal 

Combination of options 
previously mentioned



Should we just IBD?

Benefit = pelvic perfusion

Main limitation : anatomy
Only 50% of patients anatomically eligible

 Gore IBE
 Minimal proximal CIA diameter : 17mm
 EIA diameters : 6.5-25mm with 10mm seal zone
 IIA diameters : 6.5-13.5mm with 10mm seal zone
 Adequate distance from lowest renal to IIA

 Cook IBG
 CIA diameter at level of IIA : 16mm
 EIA diameter : 8-11mm with 20mm seal zone
 IIA diameter : 7-10mm with 10mm seal zone 

 30-day mortality : 0-1%
 Late reinterventions : up 

to 20%
 Sac expansion
 Thrombosis

 Late patency : 90%



Open treatment

Indications
 Unfavorable endo anatomy
 No durable landing zones
 Infection
 Young/fit selected patients

 30-day mortality : 0-5%
 Compications : 0-20%

 LE ischemia
 Visceral/pelvic ischemia
 Aorto-enteric fistula
 Graft infection
 Ileus
 Hemorrhage
 Ureteral/venous/nerve 

injuries
 Mean LOS : 5-10 days
 5 year patency : 99-100%

Neck and Iliac Bifurcation involvement

Neck aneurysmal
Bifurcation non-aneurysmal

Neck non-aneurysmal 
Bifurcation non-aneurysmal 

Neck non-aneurysmal
Bifurcation aneurysmal

Neck aneurysmal
Bifurcation aneurysmal 

Resect + bypassOpen
CIA-IIA bypass + EIA transpo
CIA-EIA bypass + IIA bypass
CIA-EIA bypass + IIA ligation

Aorto-iliac bypass

Combination of options 
previously mentioned



Conclusion

1. When should we intervene?

2. How should we repair?

3. When should we preserve the IIA?

1. EPIDEMIOLOGY & RISK 
FACTORS

• Rare 
• Mainly atherosclerotic
• Other etiologies : trauma, 
infection, connective tissue 
disease 

2. NATURAL HISTORY

• Slow expansion

• Usually 
asymptomatic

3. RUPTURE RISK

• Low risk under < 4 cm

4. 
INDICATIONS/GUIDELINES  

• Asymptomatic: diameter ≥ 
4.0 cm

Open or endo – patient and 
anatomy dependent



Conclusion

1. When should we intervene?

2. How should we repair?

3. When should we preserve the IIA?

4. INDICATIONS/GUIDELINES  

7. ANATOMY-DRIVEN TREATMENT STRATEGY FOR ANEURYSM REQUIRING REPAIR

Neck and Iliac Bifurcation involvement

Covered stent
Coil + cover

IBD
Double-Barrel

EVAR
Aorto-uni-iliac

Combination of options 
previously mentioned

Resect + bypass Aorto-iliac bypass

Neck aneurysmal
Bifurcation non-aneurysmal

Neck non-aneurysmal 
Bifurcation non-aneurysmal 

Neck non-aneurysmal
Bifurcation aneurysmal

Neck aneurysmal
Bifurcation aneurysmal 

Open

Endo

CIA-IIA bypass + EIA transpo
CIA-EIA bypass + IIA bypass
CIA-EIA bypass + IIA ligation

6. ENDO vs OPEN 

ENDOVASCULAR 

• Lower perioperative morbidity
• Shorter hospital stay
• Quicker recovery

BUT:
• Requires adequate seal zones
• Risk of endoleak / reintervention
• Lifelong surveillance

OPEN SURGICAL REPAIR

• Durable long-term results
• Better for:

– Young patients
– Connective tissue disease
– Infection / mycotic aneurysm
– Hostile anatomy 

• Higher perioperative risk
and longer recovery



Conclusion

1. When should we intervene?

2. How should we repair?

3. When should we preserve the IIA?
5. What to do with IIA?

• Risks : 
- Benign : Buttock claudication/ Erectile 
dysfunction
- Severe : Colonic ischemia /Spinal Cord 
Ischemia



1. EPIDEMIOLOGY & RISK FACTORS

• Rare 
• Mainly atherosclerotic
• Other etiologies : trauma, infection, 
connective tissue disease 

2. NATURAL HISTORY

• Slow expansion

• Usually asymptomatic

3. RUPTURE RISK

• Low risk under < 4 cm

4. INDICATIONS/GUIDELINES  

• Rupture/Symptoms → REPAIR
• Asymptomatic: diameter ≥ 4.0 cm

Open or endo - equivalent

5. What to do with IIA?

• Risks : 
- Benign : Buttock claudication/ Erectile 
dysfunction
- Severe : Colonic ischemia /Spinal Cord Ischemia

7. ANATOMY-DRIVEN TREATMENT STRATEGY FOR ANEURYSM REQUIRING REPAIR

Neck and Iliac Bifurcation involvement

Covered stent
Coil + cover

IBD
Double-Barrel

EVAR
Aorto-uni-iliac

Combination of options 
previously mentioned

6. ENDO vs OPEN 

ENDOVASCULAR 

• Lower perioperative morbidity
• Shorter hospital stay
• Quicker recovery

BUT:
• Requires adequate seal zones
• Risk of endoleak / reintervention
• Lifelong surveillance

OPEN SURGICAL REPAIR

• Durable long-term results
• Better for:

– Young patients
– Connective tissue disease
– Infection / mycotic aneurysm
– Hostile anatomy 

• Higher perioperative risk
and longer recovery

Resect + bypass Aorto-iliac bypass

Neck aneurysmal
Bifurcation non-aneurysmal

Neck non-aneurysmal 
Bifurcation non-aneurysmal 

Neck non-aneurysmal
Bifurcation aneurysmal

Neck aneurysmal
Bifurcation aneurysmal 

Open

Endo

Presentation Algorithm

CIA-IIA bypass + EIA transpo
CIA-EIA bypass + IIA bypass
CIA-EIA bypass + IIA ligation




