
Introduction:
The development of endovascular therapy in the last 3 decades has 
allowed a major change in the management of abdominal aortic 
aneurysms (AAA).  In daily practice open surgical repair has now 
largely been superseded by endovascular repair with stent-grafts 
(EVAR). The enormous  technical evolution  allows to treat most 
anatomies but there are still anatomical limitations specially in the 
proximal neck. 
Neck length, angulation and diameter are the limiting factors.  In 
some cases we can use additional techniques  as  chimneys,  
sandwich,  fenestrated or branched  stent grafts  but there are still  
anatomical conditions in which is not possible.
Sometimes there is a  case with multiple anatomical  problems 
really unfit for open so you have to try  the impossible.

E-XL  Stent  (Jotec Cryolife)

• nitinol self expanding stent

• 2 different configurations, 3 lengths

• 5 Tantal markers proximal and distal for good visibility

• closed cell design proximal and distal

• open cell design in the middle part

• Introducer 12 – 16 French

Patient Data:
71 year old female patient, 54kg, 156 cm, smoker, hypertension, 
coronary disease with stenting, unfit and strictly refusing open surgery.
Symptomatic AAA with  hostile anatomy, min.  neck diameter 13mm, 
short neck < 10mm, high angulation  ca 120° not in IFU for any  stent 
graft. Informed  consent from the patient about treatment outside IFU on 
experimental  base.
Treatment plan: preparation of the neck with big nitinol stent (Jotex E-
XL), then stent graft with infrarenal  fixation (Gore Excluder) and again 
to increase the radial force and sealing as well as straightening the neck 
an inner layer with a  nitinol stent (Jotec E-XL)
Procedure successful executed in general  anesthesia in hybrid OR, 
femoral cutdown. Operation time 132 min,  fluoroscopy time 26, 156 ml  
contrast medium.

Surgery EVAR:
Femoral cutdown below the inguinal ligament. First dilatation and 
straighten the  neck with E-XL stent double flared diameter 18mm.  
Then infrarenal placement of  Gore Excluder main body 23mm 
below  the  renals, then contralateral  leg. Distal sealing in the 
common iliacs with extensions on both sides because of the 
aneurysm length. Finally sealing the  neck with  a second 20mm 
double flared E-XL in the neck. Complete sealing of the aneurysm, 
no endoleak,  even in the postop CT scan.
Normal postoperative course, discharge 3rd postop day
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Results and Discussion:
The AAA was excluded successful  with a combination of Gore Excluder and E-XL nitinol stent. 
In the  1 year follow up the result is still good with no endoleak and significant sac regression. 
Even there is no  long term  result the first results are promising.
This shows that sometimes even in anatomy which looks like mission impossible  there can be 
a solution if we check  our endovascular toolbox.
In the literature there are reports about the use of E-XL stent in angulated necks and treatment 
of endoleaks so this seemed  to  be  an  option for  improving the neck diameter and 
angulation. But we were aware not to postdilate to much. For the complete sealing  of the neck 
we needed the second inner  E-XL to have radial force and stability.
If you start a  procedure so far  of label there is for sure a high risk of failure, so you have to be 
prepared to convert to open surgery. But it can be a chance when you  have no other option.

1 year postop
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5,7 x 7,6 cm max. diameter13mm min neck diameter

Neck 14mm, Sac shrinkage to 4,3 x 6,8 cm  1year

Angio, E-XL main body in E-XL, wire used pull thru Completion of EVAR and E-XL inside 3 days postop

> 90° neck
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