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A 70‑year‑old male with a recent diagnosis 
of aortoiliac disease was referred to our 
department for elective coronary artery bypass 
surgery (CABG). His computed tomography 
angiography (CTA) revealed proximal left 
common iliac artery and proximal right 
external iliac artery obstruction. In addition, 
the following collateral pathways were 
demonstrated: From right subclavian and 
internal thoracic arteries to right external iliac 
artery through epigastric arteries and also a 
greater one at the left side between left internal 
thoracic artery, which was exceptionally large 
vessel to left external iliac artery through 
epigastric arteries, providing total perfusion 
of the left lower extremity [Figure 1]. 
Interruption of this collateral flow would 
cause severe leg ischemia. Endovascular 
treatment of aortoiliac disease was the first 
intervention that was decided. Percutaneous 
endovascular procedure (percutaneous 
transluminal angioplasty stent) was 
successfully performed in the left common 
iliac artery but failed in the right. A month 
later, a repeated CTA evaluation revealed 
left iliac artery‑femoral axis patency and 
decreased appearance of left‑sided anterior 
collateral pathway [Figure 2]. Then, he 
underwent CABG procedure with the use of 
left internal thoracic artery (ITA) as a conduit 
to the left anterior descending artery. He had 
an uneventful postoperative period. He was 
scheduled for open vascular surgery for the 
right external iliac artery obstruction.
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Abstract
Internal thoracic artery (ITA) is an excellent conduit for coronary artery bypass surgery (CABG). 
We present a patient with known preoperative aortoiliac disease with anterior collateral pathway 
who had an indication for elective coronary bypass. The use of ITA in these patients may cause 
lower limb ischemia. Detecting Winslow’s anastomotic pathway before CABG is of utmost 
importance.

Keywords: Aortoiliac disease, collateral blood flow’ ischemia, coronary artery bypass surgery

Endovascular Approach in Chronic Aortoiliac Disease in Patient 
Undergoing Coronary Artery Bypass Surgery

Interesting Images

Fotini Ampatzidou, 
Charilaos- 
Panagiotis 
Koutsogiannidis, 
Aggelos 
Megalopoulos1, 
George 
Trelopoulos1, 
George Drossos
Departments of Cardiothoracic 
Surgery and 1Vascular 
Surgery, General Hospital 
“G. Papanikolaou,” 
Thessaloniki, Greece

How to ci te this art icle:  Ampatz idou F, 
Koutsogiannidis CP, Megalopoulos A, Trelopoulos G, 
Drossos G. Endovascular approach in chronic aortoiliac 
disease in patient undergoing coronary artery bypass 
surgery. Ann Card Anaesth 2019;22:96-7.

This is an open access journal, and articles are 
distributed under the terms of the Creative Commons 
Attribution-NonCommercial-ShareAlike 4.0 License, which allows 
others to remix, tweak, and build upon the work non-commercially, 
as long as appropriate credit is given and the new creations are 
licensed under the identical terms.

For reprints contact: reprints@medknow.com

Figure 1: Collateral pathways

ITA is an excellent conduit for coronary 
artery bypass.[1] In chronic aortoiliac 
disease, the development of anastomotic 
pathways, such as Winslow’s collateral, 
may provide perfusion to the lower 
extremities. If this is not diagnosed, the use 
of ITA as a bypass graft may cause lower 
limb ischemia.[2] Incidence of Winslow’s 
pathway is not well documented. Based 
on angiographic reports, Winslow’s flow 
is common in cases with severe arterial 
obstruction (stenosis of >75%).[3] A more 
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Figure 2: Left iliac artery-femoral axis patency

detailed imaging investigation could be suggested in 
severe cases of aortoiliac disease before the decision for 
ITA use.

Massive Subcutaneous Emphysema after Off-Pump Coronary Bypass Surgery

Abstract
Subcutaneous emphysema is a condition when air gets accumulated into the tissues under the skin 
and in the soft tissues of the chest wall or neck but can also spread to other parts of the body. It 
generally causes minimal symptoms and nonlethal; sometimes, it may be severe and life‑threatening 
if deeper tissues of the thoracic outlet and chest are involved. It is essential to know the mechanisms 
of subcutaneous emphysema after cardiac surgery.
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A 55‑year‑old female patient presented with 
chest discomfort for few days. She had 
no other comorbid conditions. However, 
the coronary angiographic evaluation 
revealed a triple vessel coronary artery 
disease. She underwent off‑pump coronary 
artery bypass grafting surgery (left internal 
mammary artery to left anterior descending 
artery, 2 saphenous venous grafts to obtuse 
marginal and posterior descending artery) 
uneventfully. Only mediastinal and not 
pleural drain was inserted while closing the 

sternum as pleural cavity was not opened. 
The patient was extubated in a stable 
condition 8 h after the surgery. Immediate 
postoperative chest X‑ray did not reveal 
any abnormal finding. On postoperative 
day 1, patient’s face, chest wall and 
abdomen were swollen with crepitus on 
palpation. Chest X‑ray and computed 
tomography scan suggested massive 
subcutaneous emphysema (SE) [Figure 1]. 
Bilateral pleural drain tubes were inserted, 
and gradually the SE subsided.

SE is a condition when air gets 
accumulated into the tissues under the skin 
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