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Clinical Experiences of the Arterial Bypass in
Aortoiliac Occlusive Disease

Ick Hee Kim, M.D., Dong |k Kim, M.D., Se Ho Huh, M.D.,
Byung Bung Lee, M.D., Duk Kyung Kim, M.D.", Young
Soo Do, M.D.” and Sun Jung Lee, M.D.?

Purpose: To analysis of the clinical aspects of axillofemoral
(AXFBG) and aortofemoral bypass (AOFBG) for aortoiliac
occlusive disease

Methods: Between June 1996 and May 2001, 23 patients
underwent AXFBG or AOFBG for lower extremity ischemia
caused by aortoiliac occlusive disease at Samsung Medical
Center. The decision to perform AXFBG or AOFBG was
based on an assessment of surgical risk and the patient's
preference. We retrospectively analyzed the preoperative
clinical status, risk factors and distal runoff scores affecting
the patency rate as well as the clinical outcome following
surgery.

Results: We performed 10 AXFBGs and 13 AOFBGs. The
mean age was 67.8 years in AXFBG patients and 57.4 years
in AOFBG patients. Limb salvage as an indication for sur-
gery included 8 (80%) cases with AXFBG, as compared to
13(100%) cases with AOFBG. The mean follow-up period
was 20.7 months in AXFBG and 21.8 months in AOFBG.
The clinical improvement following surgery was statistically
higher with AOFBG. The one-year and 2-year primary pa-
tency rates in AXFBG were 100% and 82% retrospectively.
All of the grafts of AOFBG were patent during this follow-up
period.

Conclusion: The clinical improvement was higher with AOFBG
as compared to AXFBG. However AXFBG is a safe practice
in high-risk patients. (J Korean Surg Soc 2001;61:600-603)
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Table 1. Risk factors and associated diseases
Smoking 22 (96%)
Diabetes melitus 7 (30%)
Hyperlipidemia 13 (56%)
Hypertension 11 (47%)
CAD* 11 (47%)
cvp! 12 (52%)
Renal failure 0 (0%)
copD’ 4 (17%)
* = coronary artery disease; T = cerebrovascular disease; T =

chronic obstructive pulmonary disease.

Table 2. Risk factors between aortofemoral and axillofemoral

bypass

AOFBG* AXFBG'  p-value
Number of patients 13 10 -
Mean age (yr) 57.4 67.8 0.018
Smoking 13 9 Ns'
Diabetes mellitus 3 (23%) 4 (40%) NS
Hypertension 7 (53%) 4 (40%) NS
Hyperlipidemia 10 (76%) 3 (30%) NS
CAD 6 (46%) 5 (50%) NS
CVD 6 (46%) 6 (60%) NS
Renal failure 0 0 NS
COPD 2 (15%) 2 (20%) NS

= aortofemoral bypass grafting; "= axillofemoral bypass grafting;
T=not significant.
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Table 3. Clinical manifestation

AOFBG* AXFBG'  p-value
Asymptomatic 0 0 -
Intermittent claudication 7 (53%) 5 (50%) Nst
Rest pain 0 (0%) 1 (10%) NS
Necrosis/gangrene 6 (47%) 4 (40%) NS

* = aortofemoral bypass grafting; f
ing; T = not significant.

= axillofemoral bypass graft-

Table 4. Distal runoff score

AOFBG* AXFBG' p-value
<50 8 (61%) 9 (90%) NsT
> 50 5 (39%) 1 (10%) NS

* = aortofemoral bypass grafting; f
ing; T = not significant.

= axillofemoral bypass graft-
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Table 5. Mean ABI* and waveform analysis

Table 8. Primary patency rate (%)

AOFBG'  AXFBG' p-value Month AXFBG* AOFBG

Pre & post-op mean ABI 0~1 100 100

Pre-op mean ABI (Rt/Lt) (0.42/0.37) (0.23/0.20) - 2~6 100 100

Post-op mean ABI (Rt/Lt) (0.96/0.96) (0.63/0.53) - 7~12 100 100
Post-op wave form 13~24 82 100

Monophasic 0 4 - 25~36 352 100

Biphasic ! 3 N = axillofemoral bypass grafting; ' = aortofemoral bypass graftin

Triphasic 10 0 0001 Ypiss geTne: YPass grine:
* = ankle-brachial index; ' = aortofemoral bypass grafting; T

axillofemoral bypass grafting.

Table 6. Clinical outcome and rate of limb salvage

AOFBG* AXFBG'
+3 Markedly improved 6 (46.2%) 0 (0.0%)
+2 Moderately improved 6 (46.2%) 6 (60.0%)
+1 Minimally improved 1 (7.6%) 4 (40.0%)
0 No change 0 0
Limb salvage 13 (100%) 8 (80%)

= aortofemoral bypass grafting; "' = axillofemoral bypass grafting.

Table 7. Mortality and rate of graft failure

AOFBG*  AXFBG'
Post-op follow-up period (month) 21.8 20.7
Death 0 1
Obstruction of graft 0 3

= aortofemoral bypass grafting; T = axillofemoral bypass grafting.
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Fig. 1. Comparison of primary patency rate between AOFBG* and

AXFBG'. * = aortofemoral bypass grafting, T = axillo-
femoral bypass grafting.
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