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Involvement of the iliac arteries with an
abdominal aortic aneurysm (AAA) is seen in
20% to 30% of AAA patients.1 Treatment
options have been dramatically changed over
the last 10 years. At first, the only endovas-
cular option was embolization of the internal
iliac artery (IIA) using coils or plugs to extend
the iliac limbs of the aortic stent-graft past the
IIA. In a significant number of patients,
however, IIA embolization may cause chronic
symptoms, such as buttock claudication and
sexual dysfunction, whether transient or per-
manent. The most successful endovascular
options to preserve IIA flow have been
branched stent-grafts and the bell-bottom
technique. Implantation of branched stent-
grafts has been shown to be feasible and
safe, with good long-term outcome,2 even if
the device is significantly more expensive.
The bell-bottom technique was developed to
approach IIAs with diameters between 18 and
24 mm, which precludes its use in aneurysms
with larger distal landing zones.3

In 2011, Lobato et al.1 described the sand-
wich technique for aortoiliac aneurysms,
which included 5 steps: (1) bifurcated stent-
graft main body insertion through an ipsilat-
eral femoral approach and positioned such
that the distal end of the iliac limb is 1 cm
above the IIA origin; (2) catheterization of the

ipsilateral IIA through a left brachial access;
(3) placement of a covered self-expanding
stent 2 cm inside the IIA with a 6-cm overlap
into the iliac limb, followed by positioning of
an iliac limb extension 1 cm below the
covered stent’s proximal end; (4) modeling
of the iliac limb stent-grafts using a latex
balloon and dilation of the covered stent with
an angioplasty balloon; and (5) deployment of
the contralateral iliac limb. As performed by
the authors, the sandwich technique was
favorably accepted by other investigators,4

and midterm results seem promising.5

In our institution, we have used this tech-
nique in 12 patients to date (7 described in a
previous article6). Cannulating the IIA from the
brachial artery and advancing an endograft
from the upper extremity proved uncompli-
cated. Sealing the commissural angles was
successful, as oversizing the limb grafts in
relation to the diameter of the main graft
produces a tight apposition of the compo-
nents.7 The technique satisfactorily recana-
lized the IIA and was free from intraprocedural
complications. Now with a mean follow-up of
20 months (range 6–47), we have seen no
endoleak in any patient. The iliac aneurysm
sac diameter has shrunk (range 1–15 mm) in
two thirds of the common iliac artery (CIA)
aneurysms and is unchanged in the other
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third; no sac expansion has been seen, and
there has been no buttock claudication at last
follow-up.

Despite these promising experiences, we
noted some disadvantages of the sandwich
technique: (1) it requires a brachial artery
access (in addition to the femoral artery
accesses needed in branched iliac stent-
grafts) and a larger introducer (usually 9-F);
(2) the Viabahn stent-grafts are not very
radiopaque, so positioning them requires
extra experience; (3) it is an expensive
procedure; and (4) the maximum available
diameter of the Viabahn stent-graft is 13 mm.6

The crossover chimney technique de-
scribed by Wu et al.8 in this issue of the JEVT
is intriguing and innovative. It consists of
delivering the chimney graft across the aortic
bifurcation outside the bifurcated stent-graft
to provide retrograde flow to the IIA. This
technique, which appears relatively easy in
distal aortas of normal caliber, could be used
regardless of the CIA dimensions or the
presence of endoluminal thrombus (unlike
the bell-bottom and branch techniques). It
can be performed in association with most
types of abdominal endoprostheses (not
possible with the branch technique), and there
is no additional cost for a branched device or
need for percutaneous brachial artery access,
as with the sandwich technique. This last
point seems the main advantage of this
procedure, especially when considering bra-
chial access site–related complications, such
as thrombosis or pseudoaneurysm, which
typically require surgical correction. On the
other hand, we suggest using the sandwich
technique in patients with bilateral IIAs be-
cause it seems a faster procedure.

In conclusion, more experience with this
new technique is certainly warranted, and

longer follow-up is necessary before making
true comparisons with other techniques.
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