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Emergent open repair of a symptomatic type III

thoracoabdominal aneurysm
Jacob Schwartzman, MD, MPH,a Tomaz Mesar, MD,a Stephanie N. Nguyen, MD,b Lydia Miller, MD,b

Hiroo Takayama, MD,b and Virendra I. Patel, MD, MPH,c New York, NY
Symptomatic aortic aneurysms are associated with high
rates of rupture, with significant morbidity and mortality,
and can be associated with inflammatory pathophysi-
ology. Prompt surgical intervention can prove lifesaving
for these patients but can be technically challenging.1-5

A 69-year-old woman with a known extent III thoracoab-
dominal aortic aneurysm had presented with 2 weeks of
worsening abdominal pain and tenderness. Computed to-
mography angiography showed interval growth of her
aneurysm from 4.3 to 7.2 cm within a 9-month period.
Fat stranding, retroperitoneal adenopathy, and irregular-
ities in the aortic wall were present that were concerning
for an inflammatory aneurysm with impending rupture.
Despite adequate blood pressure control, her symptoms
worsened, and she was taken for emergent open repair
(Video).
A thoracoabdominal incision was made in the seventh

interspace with the patient in right lateral decubitus posi-
tion. The diaphragm was divided. A left medial visceral
rotation was performed. Extensive scarring was present in
the retroperitoneum without signs of bleeding. Circumfer-
ential control of the descending thoracic aorta (DTA) was
obtained. The major visceral vessels were controlled,
except for the right renal artery. The bilateral iliac arteries
were dissected to their bifurcations. Two main body grafts

were constructed to ensure an adequate length to reach the DTA (A).
The patient was placed on left heart bypass. The DTA was cross-clamped and transected, and an end-to-end anas-

tomosis was created to the proximal main body graft. A graft-to-graft anastomosis was created between the main
bodies, and the celiac, superior mesenteric, left renal, and right common iliac arteries were reimplanted. At this point,
the left heart bypass was providing perfusion only to the right kidney and the left leg. The left common iliac artery was
clamped, and the aortic sac was opened. The back-bleeding intercostal arteries were ligated. The right renal artery and
left common iliac artery were reimplanted. The left heart bypass was discontinued. Finally, the T11 intercostal arteries
were reimplanted because of some minor motor-evoked potential changes (B).
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The patient recovered without additional major incidents. Repeat computed tomography angiography at 6 months
of follow-up showed intact aortic repair with patent visceral bypasses. The patient provided written informed consent
for the report of her case details.
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