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Peripheral arterial disease is an occlusive condition commonly involving the lower extremity licenses/by-nc/4.0) which permits
vessels. When the aortoiliac region is affected by this disease, conventional management in- unrestricted non-commercial

. . use, distribution, and reproduc-
volves surgical bypass and endovascular treatment has been mainly recommended for pa- tion in any medium, provided the
tients with focal and simple lesions. It has been common strategy to perform endovascular original workis properly cited.

treatment for selected patients with high surgical risk due to its minimally invasive nature. How-
ever, recent advances in the devices and techniques for endovascular treatment have resulted

in its utilization for treating patients with various disease status and its clinical outcomes are ORCID iD
comparable to those of conventional surgery. This review discusses the current diagnostic m;;%/su Lee
strategies for peripheral artery disease in the aortoiliac region, followed by the introduction of orcid.org/0000-0002-8320-5479

techniques and devices, and the role of endovascular treatment.
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Table 1. Rutherford Classification for Chronic Limb Ischemia

Grade Category Clinical Description Objective Criteria
0 0 Asymptomatic-no hemodynamically significant occlusive Normal treadmill or reactive hyperemia test
disease
1 Mild claudication Completes treadmill exercise; AP after exercise
>50 mm Hg but at least 20 mm Hg lower than resting value
Moderate claudication Between categories 1 and 3
Severe claudication Cannot complete standard treadmill exercise, and AP after
exercise <50 mm Hg
I 4 Ischemic rest pain Resting AP <40 mm Hg, flat or barely pulsatile ankle or
metatarsal PVR; TP <30 mm Hg
I 5 Minor tissue loss-nonhealing ulcer, focal gangrene Resting AP <60 mm Hg, ankle or metatarsal PVR flat or
with diffuse pedal ischemia barely pulsatile; TP <40 mm Hg
6 Major tissue loss-extending above TM level, functional Same as category 5

foot no longer salvagable

Adapted from Rutherford et al. J Vasc Surg 1997;26:517-538 (7).
AP = ankle pressure, PVR = pulse volume recording, TM = transmetatarsal, TP = toe pressure
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Table 2. TASC Il Classification of Aortoiliac Lesions

Type Description

A - Unilateral or bilateral stenoses of CIA
- Unilateral or bilateral single short (< 3 cm) stenosis of EIA
B -Short (< 3 cm) stenosis of intrarenal aorta
- Unilateral CIA occlusion
- Single or multiple stenosis totaling 3-10 cm involving the EIA not extending into the CFA
- Unilateral EIA occlusion not involving the origins of internaliliac or CFA
C -Bilateral CIA occlusions
- Bilateral EIA stenoses 3-10 cm long not extending into the CFA
- Unilateral EIA stenosis extending into the CFA
- Unilateral EIA occlusion that involves the origins of internaliliac and/or CFA
- Heavily calcified unilateral EIA occlusion with or without involvement of origins of internal iliac and/or CFA
D -lInfra-renal aortoiliac occlusion
- Diffuse disease involving the aorta and both iliac arteries requiring treatment
- Diffuse multiple stenoses involving the unilateral CIA, EIA, and CFA
- Unilateral occlusions of both CIA and EIA
- Bilateral occlusions of EIA

- Iliac stenoses in patients with AAA requiring treatment and not amenable to endograft placement or other lesions requiring open

aortic oriliac surgery

Adapted from Norgren et al. J Vasc Surg 2007;45 Suppl S:S5-S67 (3).

AAA = abdominal aortic aneurysm, CFA = common femoral artery, CIA = common iliac artery, EIA = external iliac artery, TASC = Trans-Atlantic

Inter-Society Consensus
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Fig. 1. Lesion crossing in a 66-year-old male patient with left side claudication.

A. On abdominal aortography, total occlusion of the left common iliac artery (arrows) is seen.

B. Under roadmap fluoroscopy guidance, antegrade lesion crossing was attempted with a 5-Fr reverse-
curved catheter (Simmons-1, arrows) and a 0.035” hydrophilic guidewire, which was not successful.

C. Additional retrograde access was made and lesion crossing was attempted with a 5-Fr short-angled cath-
eter (Davis) and a 0.035” hydrophilic guidewire. Note that the antegrade and retrograde guidewires entered
the subintimal space (arrows) but could not advance into the true lumen of the external iliac artery or distal
abdominal aorta.

D. Using a 10-mm snare catheter, the antegrade guidewire was captured in the subintimal space (arrow)
and could be externalized for subsequent procedures.
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Fig. 2. Endovascular revascularization in a 77-year-old male patient with bilateral claudication.

A. On abdominal aortography, flush occlusion of the right common iliac artery (black arrow) and multifocal
stenosis in the left common iliac and external iliac arteries (white arrows) are seen.

B. After retrograde lesion crossing, simultaneous deployment of two balloon-expandable covered stents
(LifeStream; BD Bard Peripheral Vascular, Tempe, AZ, USA) was performed from the distal abdominal aorta
to the common iliac arteries (black arrows). Note that the right external iliac artery stenosis is seen after
contrast injection via the right common femoral vascular sheath (white arrow).

C. Following expansion of the balloon-expandable covered stents (black arrows), self-expanding stents
(Epic; Boston Scientific, Natick, MA, USA) were deployed to treat the multifocal stenosis in the bilateral ex-
ternaliliac arteries (white arrows).

D. Subsequent abdominal aortography shows restoration of blood flow from the abdominal aorta to the bi-
lateral femoral arteries was restored; this restoration was achieved using kissing stents from the distal ab-
dominal aorta to the bilateral external iliac arteries (arrows).

(A
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Fx2olH AR dieH-gd=s f2leo] 109 ol

7|12kl 80% o1’de] 7iEES Hole Aoz AAAH, A=t 3&E 3~512] 7is
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A&g Boto] 288 4 e 2o & BHAEITK10, 26, 45). B W A7i5&2] 7H5E2 4~5E

53 Aol Al 2F 60~85%, THEH AtollA] ok 60~80% = Kl o] |3 |
S| e Aoz A Qlth4, 10, 45). 50009 o]4te] S tiitoZ Ft &3
Aot F W A vl B AAIA azolla= gHEol ZH2E 18.0%, 13.4%(p < 0.001),
309 AFEE©] 22} 2.6%, 0.7%(p < 0.001)2 F3 W Hto] A5k, 51 I} 7i5-Eo] 2+t
82.6%, 71.4%(p < 0.001), ©]xt 7HE-E0] 22} 91.0%, 82.5%(p < 0.001)2 $&2] Fto] A5}
Chi B 0stTH45). thAl 2 E8 W e 53 A5+ 484 2|59} H|usto] Qb dol|A]
-5t A5iA] gk AoME 7] NSEIME H|ZAE vist Aits Ho|u, Hit Aleh Y
HE 7] Bzt A= A7) 58] DolAl= Ao R & 4 Qlrt. o|eh 2 2 S 7|Rte 2 A
9] QIR EA oAM= 4 AEho] Q= EAfo|A = 3 ) HIRE YAk A8 os du

=
Sk 9lon], el AR B9l 221HoT PP | HIUE BT 4 Urkn AL
=2 Af

9ITH4, 6). A% 2] 9818 2|20 the A7k gl Aeol et Al Zlo] ATLHTHe). B
el Astolx] W U e deehs 2o ms lele] 44 5 40] ollare 74 okg
7, 54 Agto] g B} e, o] B A1e7t 5o MAHE B ol 447
Zo] B2 A2 2 4 9lou), oA Afolvh 9w, Wk Ul A 2He) A3t N5 RS o2 =
of ]} o3t IEBolAE 7] N5 BO| Aol7t Folmt A0 R Yeix I, Tithe] 27 4|
27} & U] e B9l ol Rojd 4 Qlrke Ho| W U MEo] Hat o) BRElT
29102 AF§aH4, 6, 49). 27 T4 Batel o] W S} 7, AdlE M2l se] 434 AL,
njug AdlEe] 88 50| A4 7o) WEHS MRtk & 4 9l Mol 55 7] i)

AE 7HA 7hsAdo] T30, 36). 0|9t Ze 7HsAdS BAA o2 aA X179 tdolzt &
4= Q= A9 vl A FL TS ke 2 FHTASC C/D HHo o] 3 Ul HEH} 444

i)
rd
Ik

=
S vt 29] Antonello 5(37)2] FF2] Aol A= &RlIg 4= Ql=td|, o] Aol =
11492 A= tido 2 5k, E W 2 =38l o &2 U9 7|17 &
A, 53 A=} 7HEE, AFA] A, T B 2HA| & (free from related reintervention) 5-2] 2 A

HoilA] ZjolZ Kol x| ergtrha sigirt.
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