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Figure 1 Stent-grafts for abdominal aortic aneurysm.

A: Zenith AAA Endovascular Graft (Cook).
B: Excluder (Gore).
C: Powerlink (Endologix).

Figure 2 Measurement of abdominal aortic aneurysm using software on a volume-ren- AlB
dered three-dimensional (3D) MDCT image (A) and curved planar reconstructed images
(B). The diameters of the proximal and the distal landing zone (neck) and the length of the

artery at the centerline are calculated.
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Figure 3 3DCT images of abdominal aortic aneurysms with the iliac arteries unsuit-

able for regular stent-grafting. In these cases, the hypogastric arteries were embolized A ‘ B
with coils, and the stent-graft was placed at the external iliac arteries.

A: Dilatation of the right common iliac artery associated with massive thrombus (arrow)

and the left hypogastric artery aneurysm (arrowheads).

B: Short left common iliac artery (arrow).

Figure 4 Abdominal aortic aneurysm with dilated iliac arteries.

A: 3DCT before treatment shows bilaterally dilated and short common iliac arteries.
B: The right and the left hypogastric arteries were embolized as separated procedures,
and both legs of the Zenith stent-graft were placed at the external iliac arteries.
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Figure 5 Classification of endoleaks (from Guidelines for
Diagnosis and Treatment of Aortic Aneurysm and Aortic Dis-
section, JCS 20006).

Type I: Perigraft leak.

Type II: Side branch endoleak.

Type III: Connection leak / fabric leak.

Type IV: Porosity leak.

Type V: Endotension: Aneurysm sac enlargement without sac
enhancement on CT.

Figure 6 Stent-grafts for thoracic aortic aneurysm.
A: TAG (Gore)
B: Talent (Medtronic)
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Figure 7 Thoracic aortic aneurysm treated with stent-grafting.

A: 3DCT image before treatment demonstrates a large descending aortic aneurysm.

B: 3DCT image after treatment using three pieces of TAG stent graft shows a successful result

without endoleak.
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Figure 8 Imaging and management of endoleak after stent-grafting for thoracic aortic AlBIE
aneurysm.

A: 3DCT image before treatment shows an aneurysm at the distal aortic arch. clD
B: 3DCT image after debranching with right carotid to left carotid and left subclavian

artery bypass (arrows) and Talent stent graft placement shows partial enhancement of

the aneurysm sac. Type-2 endoleak via the left subclavian artery was suspected.

C: Left subclavian arteriography confirmed the type-2 endoleak (arrows).

D: The orifice of the left subclavian artery was embolized with coils.

E: 3DCT image after coil embolization shows no endoleak.
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The number of patients treated by stent-grafting for abdominal and thoracic aortic aneurysm is increasing. For ab-
dominal aortic aneurysms, three types of stent grafts are currently commercially available in Japan. Preoperative hypogas-
tric artery embolization using coils is performed in patients with short or dilated common iliac artery. For thoracic aortic
aneurysms, two types of stent grafts are available. In cases with short-neck distal arch aneurysms, preoperative bypass
graft to the left common carotid artery and the left subclavian artery (debranching) is useful to secure the proximal land-
ing zone. Multidetector CT (MDCT) plays important roles in preoperative and postoperative evaluations. In addition to the
thin-slice axial CT images, volume-rendered three-dimensional reconstruction, maximum intensity projection, multiplanar
reconstruction, and curved planar reconstruction images are provided by the workstations and used for measurement and
device selection. Endoleaks after stent-grafting are classified into five types. MDCT is useful for the assessment of the
type and the cause of endoleaks leading to secondary interventional repair. MDCT images of the representative cases of
abdominal and thoracic aortic aneurysms are presented. (J Jpn Coll Angiol, 2011, 51: 105-111)
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