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Transcatheter Embolization for Huge Pulmonary Arteriovenous Fistula
Using Metalic “Spider” and Spring Embolus
—Application of Hand-Made Metallic “Spider” Using Partial Monorail Technique—
Shozo Hirota, Masao Sako, Yoshihiro Fujita, Yoshiki Hasegawa, Koji Sugimoto,

Yasushi Suzuki and Michio Kono
Department of Radiology, Kobe University School of Medicine
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We performed transcatheter embolization in two cases with huge pulmonary arteriovenous fistula
(AVF) using a metallic “spider” and spring embolus. Conventional spring embolus or detachable
balloon could not be used in these cases. Metallic spider was indicated for pulmonary AVF with a
feeding artery diameter of more than 16 mm to prevent embolus passing through the AVF. In the first
case, we used large handmade metallic spiders of 25 mm in diameter followed by embolization by
numerous spring coils. At that time, a partial monorail technique was newly devised to carry the large
metallic spider into the feeding artery, otherwise the spider could not pass into a 9F catheter. After
embolization, symptoms and PaO, in arterial blood improved remarkably in both cases. In the second
case, a spring coil migrated into the normal pulmonary artery, but no infarction resulted. In
conclusion, the metallic spider was very useful for emoblization of huge pulmonary AVF to avoid the
embolus passing through and to tangle spring coils together with it. If commercially available
“spiders” are too small, ories can be made easily.

Jit Bh OB 12 S Kt D HEBCHORR T R T, 1R ik 2 Bl iRfT LA AR 2B, 2B 1fT
e LTHESR X b A RIBTEIBR D —8 R & LT ZEfEEBA M F—Lx /) v—nNHh T —FAD
fThohTERDY, UL, EFEKZ A0 ZICALEHTHE 7 v - A EYERLERMTC
IR 1563 % 2eie AT o MR E X h 5910 B Liz, RiByEIOEsER e 2 &8 A1
Lowich, bRETOREMAIBMREEIhE LS #—x R\ 7ot o MG & BRI WTRE
78> TED R, B kB X nfligh ik L, EFTOXEBNEREZMZRET S,

BIH L TEBA A £ — %A L2141 v ER

(22) HAERSE H52& HT7H5



1. @S, NRRUFE

a) HG & & ERIA O MEEH16mm L
+CR, BEAFTELLE = 1, BB —
vORARYH L, BRMTETTE LW, £
TEBA M X - EBL, ERYEORE %
CLIELEE A NBREBA A L — D TE
BEXEAHZEFERL, 16mm L EoME > ER
THBERHEGE LI,

g3, BEl, aEl1A028THThbR
ABREH21mm, 16mm T16mm ##k z Ty 7z,
b) ik

1) @BAAA X =2 T

4B A4 # — (Cook Co.) (39mm £ £ 13
mm BB B A, EEICTFEREL Y E5122~3
mm A E B2, 1I3mmBOGEA A & —
TI313~16mm O ME I BB EETH S, 16mm
BUEoMBCIEFEBEA M- FEAL
fo. VERLFTERGL, B mm BN L= TEster (19
G) oFZ0.0124 v FOAF YLV AT ¥ — 64K
FANAT VUV ABEL, 74 ¥ —LEL A
R F =R L TER Lic, B » v
VIZBHIERIE T A v vAEETREDD 7 v 2 2
Fi- (Fig. 1.

i) #aE 2 v—aAtkilonT

HIEEBA 1 £ —ZefhkEWid, b
BANRETRIF. 77rvhTF—FTARRES
boo, h7—FAERTYEBL LV, £ T,
GRAAN T —FH T —FTAERICEE LT
TH T —FTNERHBFREISH T/ v—rEER
EELT, BIBIF v—<v i 7—7AEimHics
cm fHfg T 2 @ORAEIED, WHED» 7 —F
NACBIEA A ¥ —REIE LI, BRI
AL70.0384 v F#H14 F 7 A ¥—%AFHHE DR
AT —=TNANERETERTCHT —FTATREYTS
Lo ThA(Fig 1, 2), EROFIELET, 11
F. DA v eFa—y—%ERBHIRCEAL,
TF. 7—nrv FrAas—A&HAHIKRA I
Vew P LA N 74V —FEATH, TOHK,
MoW =T/ v—AEXHGD T — T AR L
D, EBRA A F—-%EELIIF. v—=v 2
F—FARHABRICEAT S, &T, 0.0624

FRC 4T A25H

943

I I :
I3mm 25m m

Fig. 1 Photography of metallic spiders (top line :
9, 13, 26mm in diameter). The right one is a

hand-made metallic spider. A guidewire is runnin-
goutside of the catheter between two side-
holeswhen using a partial monorail technique.
(bottom).
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Fig. 2 Schema of a partial monorail technique.
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Fig. 3 The first case of huge pulmonary AVF performed embolization using

large hand-made metallic spiders.

a) Pulmonary arteriography (IA-DSA) before embolization showed a large
pulmonary AVF arising from A2a. b) Plain radiograph taken during insertion
of Lunderquist’s guidewire showed radiopaque markers to be lined. These
markers were useful for measurement of magnification rate of radiograph so as
to measure exact diameter of feeding artery. ¢) Plain radiograph after embol-
ization showing metallic spider and many spring coils in the feeding artery. dJ
Pulmonary arteriography after embolization (IA-DSA) revealed almost com-

pletely embolized feeding artery.
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a
Fig. 4 The second case of pulmonary AVF performed embolization using com-
mercially available metallic spider.
a) Pulmonary arteriography before embolization showing large pulmonary
AVF arising from A6b. b) Pulmonary arteriography after embolization show-
ing almost completely embolized feeding artery. Metallic spider, spring coils
were shown in the feeding artery, and also a migrated coil (1) was shown.
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