Visceral Aortic Thrombectomy Using Endovascular Technique
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Objective:

A 58-year-old male with no significant past medical history presented to an outside hospital with
several days of chills, myalgias, cough, and vomiting. Initial workup revealed heart failure with
elevated cardiac enzymes and a left ventricular ejection fraction of 20-25%. He was diagnosed with
cardiogenic shock secondary to viral myocarditis and required Impella CP placement through the right
common femoral artery (CFA) and veno-arterial extracorporeal membrane oxygenation (VA-ECMO) in
the left CFA before he was transferred to our institution. Vascular Surgery was initially consulted for
bilateral groin hematomas, and the patient was taken to the operating room for removal of the Impella
CP with primary arterial repair and replacement with a left axillary Impella 5.5. Due to suspicion for
stroke postoperatively, a computed tomography angiogram (CTA) was obtained, which demonstrated
thrombus in the aortic arch extending into the left subclavian and common carotid arteries. Subsequent
worsening of his lactic acidosis led to a CTA of the chest, abdomen, and pelvis, which demonstrated
thrombus migration to the visceral aorta with occlusion of the celiac trunk and superior mesenteric
artery (SMA).

Methods:

The patient was taken back to the operating room for an exploratory laparotomy to investigate for bowel
viability, and access was obtained through a right CFA cutdown. Due to cardiogenic shock and
dependence on VA-ECMO, the patient would not tolerate supraceliac clamping with trapdoor visceral
aortic thrombectomy, therefore endovascular technique was chosen. Successful aortic thrombectomy
was performed using a 9-French Coda balloon with an Inari ProTrieve sheath positioned in the distal
aorta (Figure 1). An intraoperative aortogram indicated complete removal of the aortic thrombus.
Retrograde SMA thrombectomy was performed with a Fogarty, followed by an SMA patch angioplasty.
The left CFA VA-ECMO was decannulated, followed by a left CFA patch angioplasty.

Results:

The patient tolerated the procedure well without evidence of bowel ischemia due to early diagnosis and
prompt take-back to the operating room.

Conclusion:

We describe the off-label use of the Inari ProTrieve device for mechanical aortic thrombectomy to
prevent distal thromboembolic events when supraceliac clamping is not feasible.



Fig 1 Fluoroscopic image of the Coda balloon inflated in the proximal aorta and the Inari
ProTrieve sheath in the distal aorta.
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