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[57] ABSTRACT 

A bifurcated graft is formed from a series of individual 
components Which are intraluminally delivered apart from 
one another and then assembled to form a fully supported 
structure. The modular system includes a base member and 
one or more grafts connected thereto. The base member 
preferably includes a portion Which gradually increases in 
diameter. A tubular device for inserting the components of 
the modular system and a method employing the modular 
system for repairing an abdominal aortic aneurysm are also 
disclosed. 

18 Claims, 11 Drawing Sheets 
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MODULAR BIFURCATED INTRALUMINAL 
GRAFTS AND METHODS FOR DELIVERING 

AND ASSEMBLING SAME 

This is a division, of application Ser. No. 08/393,701 
?led Feb. 24, 1995, now US. Pat. No. 5,683,449. 

FIELD OF THE INVENTION 

The present invention relates to bifurcated intraluminal 
grafts, particularly for repairing defects in arteries and other 
lumens Within the body. More particularly, the present 
invention relates to modular systems for forming bifurcated 
grafts and to methods for delivering and assembling same in 
situ for repairing defective body lumens, and particularly 
abdominal aortic aneurysms. 

BACKGROUND OF THE INVENTION 

An abdominal aortic aneurysm is a sac caused by an 
abnormal dilation of the Wall of the aorta as it passes through 
the abdomen. The aorta is the main artery of the body, 
supplying blood to all organs and parts of the body except 
the lungs. It arises from the left ventricle of the heart, passes 
upWard, bends over and passes doWn through the thorax and 
through the abdomen, and ?nally divides into the tWo iliac 
arteries Which supply blood to the pelvis and loWer extremi 
ties. 

The aneurysm ordinarily occurs in the portion of the aorta 
beloW the kidneys. When left untreated, the aneurysm Will 
eventually cause the sac to rupture With ensuing fatal 
hemorrhaging in a very short time. The repair of abdominal 
aortic aneurysms has typically required major abdominal 
surgery in Which the diseased and aneurysmal segment of 
the aorta is removed and replaced With a prosthetic device, 
such as a synthetic graft. 
As With all major surgeries, there are many disadvantages 

to the foregoing surgical technique, the foremost of Which is 
the high mortality and morbidity rate associated With sur 
gical intervention of this magnitude. Other disadvantages of 
conventional surgical repair include the extensive recovery 
period associated With such surgery; dif?culties in suturing 
the graft to the aorta; the loss of the existing thrombosis to 
support and reinforce the graft; the unsuitability of the 
surgery for many patients, particularly older patients exhib 
iting co-morbid conditions; and the problems associated 
With performing the surgical procedure on an emergency 
basis after the aneurysm has already ruptured. 

In vieW of the foregoing disadvantages of conventional 
surgical repair techniques, techniques have been developed 
for repairing abdominal aortic aneurysms by intraluminally 
delivering an aortic graft to the aneurysm site through the 
use of a catheter based delivery system, and securing the 
graft Within the aorta using an expandable stent. Since the 
?rst documented clinical application of this technique Was 
reported by Parodi et al. in the Annals of Vascular Surgery, 
volume 5, pages 491—499 (1991), the technique has gained 
more Widespread recognition and is being used more com 
monly. As vascular surgeons have become more experienced 
With this endovascular technique, hoWever, certain problems 
have been encountered. One problem has been the dif?cult 
nature of the procedure. Particularly complex is the step of 
transferring one leg of the graft from one iliac artery to the 
other, Which requires the careful manipulation of numerous 
catheters and guide Wires. Another problem has been the 
kinking and/or tWisting of the graft both during and after the 
graft has been implanted. Still other problems relate to the 
need for accurate preoperative measurements to be made on 
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2 
the morphology of the aneurysm and the surrounding arterial 
structure, including the length of the aneurysm, the infrare 
nal aortic length and diameter, the length and diameter of the 
aorta betWeen the aneurysm and the iliacs, the diameter of 
the iliacs, and the angle betWeen the iliacs and the aorta. The 
dif?culty in making these measurements accurately and the 
Wide variations in these measurements among patients man 
dates that the bifurcated grafts be available in a Wide range 
of siZes and con?gurations. 

There therefore exists a need for a bifurcated graft and an 
implantation method Which Will overcome the foregoing 
de?ciencies of the prior art. More particularly, there exists a 
need for a modular graft system Which Will more accurately 
accommodate the Widely varying arterial siZes in patients, as 
Well as the other siZe considerations faced by the surgeon. 
There also exists a need for a method for delivering and 
implanting a bifurcated graft Which avoids the complex 
procedure for implanting prior art bifurcated grafts. 

SUMMARY OF THE INVENTION 

The present invention addresses the needs. 
One aspect of the present invention provides a modular 

prosthesis for repairing a tubular anatomical structure con 
sisting of a base member foldable radially betWeen a col 
lapsed con?guration and an expanded con?guration and 
extending longitudinally betWeen a proximal end and a 
distal end, a primary tubular limb foldable radially betWeen 
a collapsed con?guration and an expanded con?guration and 
having a proximal end and a distal end, and joining means 
for intraluminally joining the distal end of the primary limb 
to the proximal end of the base member. Preferably, the 
joining means includes a friction ?t engagement betWeen the 
distal end of the primary limb in the expanded con?guration 
and the proximal end of the base member in the expanded 
con?guration. 

In accordance With one embodiment of the modular 
prosthesis, the primary limb may have a ?rst diameter at its 
proximal end and a second diameter less that the ?rst 
diameter at its distal end. In this regard, the diameter of the 
primary limb may decrease from the proximal end toWard 
the distal end at an angle of taper betWeen about 2 degrees 
and about 15 degrees. In preferred embodiments, the pri 
mary limb may have a diameter at its proximal end of 
betWeen about 16 mm and about 36 mm in the expanded 
con?guration and a diameter at its distal end of betWeen 
about 16 mm and about 25 mm in the expanded con?gura 
tion. The primary limb may also have a length from its 
proximal end to its distal end of betWeen about 6 cm and 
about 15 cm. Desirably, the primary limb includes an 
annular sleeve at its distal end, the annular sleeve having a 
substantially uniform diameter. The primary limb may also 
include securing means at its proximal end for securing the 
primary limb to the tubular anatomical structure. 

The base member may have a ?rst diameter at its proximal 
end and a second diameter greater than the ?rst diameter at 
its distal end. In preferred embodiments, the base member 
may have a diameter at its proximal end of betWeen about 16 
mm and about 25 mm in the expanded con?guration. The 
base member may also include an annular sleeve at its 
proximal end, the annular sleeve having a substantially 
uniform diameter. Preferably, the annular sleeve has a length 
betWeen about 2 cm and about 15 cm. 

The base member and the primary limb may both consist 
of a ?exible layer Which is radially supported along sub 
stantially its entire length by an expandable stent. In one 
embodiment, the expandable stent may be formed from a 
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high shape-memory material. In another embodiment, the 
expandable stent may be formed from a loW shape-memory 
material. 

In accordance With another embodiment hereof, the base 
member may include dividing means for forming ?rst and 
second passageways communicating betWeen the proximal 
and distal ends of the base member. The dividing means may 
include a line of stitching joining one surface of the base 
member to an opposite surface of the base member. 
Alternatively, the dividing means may include a Web of 
material arranged longitudinally inside the base member and 
de?ning a ?rst substantially round aperture adj acent the 
distal end of the base member and a second substantially 
round aperture at a spaced distance from the distal end of the 
base member. Preferred embodiments may further include at 
least one secondary tubular limb foldable radially betWeen a 
collapsed con?guration and an expanded con?guration and 
having a proximal end and a distal end, and connecting 
means for connecting the proximal end of the secondary 
limb to the distal end of the base member. 

In accordance With a further embodiment of the present 
invention, a modular prosthesis for repairing a tubular 
anatomical structure consists of a base member foldable 
radially betWeen a collapsed con?guration and an expanded 
con?guration and having a proximal end and a distal end, a.. 
primary tubular limb foldable radially betWeen a collapsed 
con?guration and an expanded con?guration and having a 
proximal end and a distal end, joining means for intralumi 
nally joining the distal end of the primary limb to the 
proximal end of the base member, at least one secondary 
tubular limb foldable radially betWeen a collapsed con?gu 
ration and an expanded con?guration and having a proximal 
end and a distal end, and connecting means for connecting 
the proximal end of the secondary limb to the distal end of 
the base member. The secondary limb may have a substan 
tially uniform diameter of betWeen about 10 mm and about 
25 mm in the expanded con?guration. Alternatively, the 
proximal end of the secondary limb may have a diameter 
Which is different than the diameter on its distal end. 
Preferably, the secondary limb has a length betWeen its 
proximal end and its distal end of betWeen about 4 cm and 
about 15 cm. 

In this last embodiment, the base member may include a 
main leg on its proximal end and ?rst and second legs on its 
distal end. The main leg may extend in an axial direction and 
have a main passageWay extending longitudinally therein 
and de?ning an inlet on its free end. The ?rst leg may be 
oriented at a ?rst angle to the axial direction and have a 
passageWay extending longitudinally therein and communi 
cating With the main passageWay, and may de?ne a ?rst 
outlet on its free end. The second leg may be oriented at a 
second angle to the axial direction and have a passageWay 
extending longitudinally therein and communicating With 
the main passageWay, and the second leg may de?ne a 
second outlet on its free end. The ?rst angle may be different 
than the second angle, but each of the ?rst and second angles 
are preferably betWeen about 10 degrees and about 60 
degrees. Also, the main leg may be oriented in a primary 
plane, and at least one of the ?rst and second legs may be 
oriented in a plane different than the primary plane. 

In a variant of this last embodiment, the base member may 
include a crotch de?ned betWeen the ?rst and second legs, 
the ?rst leg having a length betWeen the crotch and the ?rst 
outlet of betWeen about 2 cm and about 15 cm. Preferably, 
the ?rst leg has a substantially uniform diameter of betWeen 
about 10 mm and about 25 mm in the expanded 
con?guration, and the second leg has a diameter Which 
decreases in siZe from the second outlet toWard the main leg. 

10 

15 

25 

35 

45 

55 

65 

4 
This last embodiment may further include another sec 

ondary tubular limb foldable radially betWeen a collapsed 
con?guration and an expanded con?guration and having a 
proximal end and a distal end, and attaching means for 
attaching the proximal end of the another secondary limb to 
the distal end of the base member. The another secondary 
limb may have a length betWeen its proximal end and its 
distal end of betWeen about 4 cm and about 15 cm, and a 
substantially uniform diameter of betWeen about 10 mm and 
about 25 mm in the expanded con?guration. Alternatively, 
the another secondary limb may have a ?rst diameter at its 
proximal end and a second diameter at its distal end different 
than the ?rst diameter. 

In yet another embodiment of the present invention, a 
modular prosthesis for repairing a tubular anatomical struc 
ture may consist of a base member extending longitudinally 
betWeen a proximal end de?ning an inlet and a distal end 
de?ning ?rst and second outlets, the base member being 
foldable radially betWeen a collapsed con?guration and an 
expanded con?guration, and a primary tubular limb having 
a proximal end and a distal end and being foldable radially 
betWeen a collapsed con?guration and an expanded con 
?guration. The distal end of the primary limb in the 
expanded con?guration may be matable in overlapping 
circumferential engagement With the inlet of the base mem 
ber When the base member is in the expanded con?guration 
to join the primary limb to the base member. The modular 
prosthesis may also include at least one secondary tubular 
limb having a proximal end and a distal end and being 
foldable radially betWeen a collapsed con?guration and an 
expanded con?guration. The proximal end of the at least one 
secondary limb may be matable in overlapping circumfer 
ential engagement With one of the ?rst and second outlets of 
the base member When the base member is in the expanded 
con?guration to join the at least one secondary limb to the 
base member. Another secondary tubular limb may also be 
provided in Which its proximal end is matable in overlapping 
circumferential engagement With another of the ?rst and 
second outlets of the base member When the base member is 
in the expanded con?guration to join the another secondary 
limb to the base member. 

Another aspect of the present invention provides a pros 
thesis for repairing a tubular anatomical structure consisting 
of a holloW tubular body constructed from a Woven fabric 
and having a length de?ned betWeen a ?rst end and a second 
end, the ?rst end having a ?rst diameter and the second end 
having a second diameter, the body having a diameter 
intermediate the ?rst and second ends Which is less than at 
least one of the ?rst and second diameters. The ?rst diameter 
may also be less than the second diameter. The ?rst end of 
the body may have a diameter betWeen about 16 mm and 
about 25 mm and the second end of the body may have a 
diameter betWeen about 16 mm and about 36 mm. The 
diameter of at least a portion of the body may increase in siZe 
at an angle of taper betWeen about 2 degrees and about 15 
degrees, preferably at an angle of taper of about 4 degrees. 
The body may also have a length betWeen about 6 cm and 
about 15 cm. Preferably, the body also includes an annular 
sleeve integrally formed at one end, the annular sleeve 
having a substantially uniform diameter. 

Preferred embodiments of this aspect of the present 
invention may further include an expandable stent 
assembled to the body and radially supporting the body 
along substantially the entirety of its length. The expandable 
stent may be assembled in the interior of the body or on the 
exterior of the body, and may be formed from a high 
shape-memory material or from a loW shape-memory mate 
rial. 
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Yet another aspect of the present invention provides a 
method for repairing a tubular anatomical structure having a 
proximal branch and a pair of distal branches projecting 
from the proximal branch at a point of bifurcation. Amethod 
in accordance With this aspect of the present invention may 
include the steps of providing a ?rst tubular limb foldable 
radially betWeen a collapsed con?guration and an expanded 
con?guration and having a proximal end and a distal end, 
providing a base member foldable radially betWeen a col 
lapsed con?guration and an expanded con?guration and 
having an inlet and ?rst and second outlets, and providing a 
primary tubular limb foldable radially betWeen a collapsed 
con?guration and an expanded con?guration and having a 
proximal end and a distal end. The ?rst limb may be fed in 
the collapsed con?guration through one distal branch until 
its proximal end is positioned adjacent the point of bifurca 
tion and its distal end is positioned Within the one distal 
branch. The ?rst limb may then be expanded from the 
collapsed con?guration to the expanded con?guration 
Whereupon it engages and becomes secured Within the one 
distal branch. 

The base member may then be fed in the collapsed 
con?guration through the one distal branch and the ?rst limb 
until the inlet is positioned in the proximal branch, the ?rst 
outlet is positioned Within the proximal end of the ?rst limb, 
and the second outlet is at least partially aligned With the 
other distal branch. The base member may then be expanded 
from the collapsed con?guration to the expanded 
con?guration, Whereupon the ?rst outlet engages the proxi 
mal end of the ?rst limb in friction ?t circumferential contact 
to join the ?rst outlet of the base member to the ?rst limb. 

The primary limb may be fed in the collapsed con?gu 
ration through one of the distal branches and one of the ?rst 
and second outlets of the base member until its proximal end 
is positioned in the proximal branch and its distal end is 
positioned Within the inlet of the base member. The primary 
limb may then be expanded from the collapsed con?guration 
to the expanded con?guration, Whereupon its distal end 
engages the inlet in friction ?t circumferential contact to join 
the primary limb to the inlet of the base member and its 
proximal end engages and becomes secured Within the 
proximal branch. 

Preferred methods may further include the steps of pro 
viding a second tubular limb foldable radially betWeen a 
collapsed con?guration and an expanded con?guration and 
having a proximal end and a distal end, feeding the second 
limb in the collapsed con?guration through the other distal 
branch until its proximal end is positioned Within the second 
outlet of the base member and its distal end is positioned 
Within the other distal branch, and expanding the second 
limb from the collapsed con?guration to the expanded 
con?guration, Whereupon its proximal end engages the 
second outlet of the base member in friction ?t circumfer 
ential contact to join the second limb to the second outlet of 
the base member and its distal end engages and becomes 
secured Within the other distal branch. The steps of feeding 
and expanding the second limb may occur prior to the steps 
of feeding and expanding the primary limb. 

Another method in accordance With the present invention 
may include the steps of providing a base member foldable 
radially betWeen a collapsed con?guration and an expanded 
con?guration and having an inlet and ?rst and second 
outlets, and providing a primary tubular limb foldable radi 
ally betWeen a collapsed con?guration and an expanded 
con?guration and having a proximal end and a distal end. 
The base member may be fed in the collapsed con?guration 
through one of the distal branches until the inlet is positioned 
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6 
in the proximal branch, the ?rst outlet is positioned Within 
the one distal branch, and the second outlet is at least 
partially aligned With the other distal branch, and expanded 
from the collapsed con?guration to the expanded 
con?guration, Whereupon the ?rst outlet engages and 
becomes secured Within the one distal branch. The primary 
limb may be fed in the collapsed con?guration through one 
of the distal branches and one of the ?rst and second outlets 
of the base member until its proximal end is positioned in the 
proximal branch and its distal end is positioned Within the 
inlet of the base member. The primary limb may be 
expanded from the collapsed con?guration to the expanded 
con?guration, Whereupon its distal end engages the inlet in 
friction ?t circumferential contact to join the primary limb to 
the base member and its proximal end engages and becomes 
secured Within the proximal branch. 

This last method may further include the steps of provid 
ing a ?rst tubular limb foldable radially betWeen a collapsed 
con?guration and an expanded con?guration and having a 
proximal end and a distal end, feeding the ?rst limb in the 
collapsed con?guration through the other distal branch until 
its proximal end is positioned Within the second outlet of the 
base member and its distal end is positioned Within the other 
distal branch, and expanding the ?rst limb from the col 
lapsed con?guration to the expanded con?guration, Where 
upon its proximal end engages the second outlet of the base 
member in friction ?t circumferential contact to join the ?rst 
limb to the second outlet of the base member and its distal 
end engages and becomes secured Within the other distal 
branch. 
A still further method for repairing anatomical structures 

in accordance With the present invention may include the 
steps of providing a primary tubular limb foldable radially 
betWeen a collapsed con?guration and an expanded con 
?guration and having a proximal end and a distal end, and 
providing a base member foldable radially betWeen a col 
lapsed con?guration and an expanded con?guration and 
having a proximal end and a distal end. The primary limb 
may be fed in the collapsed con?guration through one distal 
branch until it is positioned entirely in the proximal branch, 
and expanded from the collapsed con?guration to the 
expanded con?guration, Whereupon it engages and becomes 
secured Within the proximal branch. The base member may 
be fed in the collapsed con?guration through one distal 
branch until its proximal end is positioned Within the distal 
end of the primary limb, and expanded from the collapsed 
con?guration to the expanded con?guration, Whereupon its 
proximal end engages the distal end of the primary limb in 
friction ?t circumferential contact to join the base member 
to the primary limb. In preferred methods, the step of 
feeding the base member may include the step of positioning 
the base member so that its distal end rests upon the point of 
bifurcation When the base member is joined to the primary 
limb. 

In a variant of this last method, the base member may 
include ?rst and second passageWays providing communi 
cation betWeen its proximal and distal ends, and the method 
may include the further steps of providing a ?rst tubular limb 
foldable radially betWeen a collapsed con?guration and an 
expanded con?guration and having a proximal end and a 
distal end, feeding the ?rst limb in the collapsed con?gu 
ration through one distal branch until its proximal end is 
positioned Within one passageWay of the base member and 
its distal end is positioned Within the one distal branch, and 
expanding the ?rst limb from the collapsed con?guration to 
the expanded con?guration, Whereupon its proximal end 
engages the one passageWay of the base member in friction 
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?t circumferential contact to join the ?rst limb to the base 
member and its distal end engages and becomes secured 
Within the one distal branch. The method may further 
include the steps of providing a second tubular limb foldable 
radially betWeen a collapsed con?guration and an expanded 
con?guration and having a proximal end and a distal end, 
feeding the second limb in the collapsed con?guration 
through the other distal branch until its proximal end is 
positioned Within the other passageWay of the base member 
and its distal end is positioned Within the other distal branch, 
and expanding the second limb from the collapsed con?gu 
ration to the expanded con?guration, Whereupon its proxi 
mal end engages the other passageWay of the base member 
in friction ?t circumferential contact to join the second limb 
to the base member and its distal end engages and becomes 
secured Within the other distal branch. 

Yet a further method for repairing a tubular anatomical 
structure in accordance With the present invention may 
include the steps of providing a component foldable radially 
betWeen a collapsed con?guration and an expanded con 
?guration and having a proximal end With a ?rst diameter, 
a distal end With a second diameter, and a diameter inter 
mediate its proximal and distal ends Which is less than at 
least one of the ?rst and second diameters. The component 
may be fed in the collapsed con?guration through one distal 
branch until it is positioned entirely in the proximal branch, 
and expanded from the collapsed con?guration to the 
expanded con?guration, Whereupon the component engages 
and becomes secured Within the proximal branch. 

In this last method, the component may include ?rst and 
second passageWays providing communication betWeen its 
proximal and distal ends, and the method may include the 
added steps of providing a ?rst tubular limb foldable 
betWeen a collapsed con?guration and an expanded con 
?guration and having a proximal end and a distal end, 
feeding the ?rst limb in the collapsed con?guration through 
one distal branch until its proximal end is positioned Within 
one passageWay of the component and its distal end is 
positioned Within the one distal branch, and expanding the 
?rst limb from the collapsed con?guration to the expanded 
con?guration, Whereupon its proximal end engages Within 
the one passageWay of the component in friction ?t circum 
ferential contact to join the ?rst limb to the component and 
its distal end engages and becomes secured Within the one 
distal branch. Preferred methods may further include the 
steps of providing a second tubular limb foldable radially 
betWeen a collapsed con?guration and an expanded con 
?guration and having a proximal end and a distal end, 
feeding the second limb in the collapsed con?guration 
through the other distal branch until its proximal end is 
positioned Within the other passageWay of the component 
and its distal end is positioned Within the other distal branch, 
and expanding the second limb from the collapsed con?gu 
ration to the expanded con?guration, Whereupon its proxi 
mal end engages Within the other passageWay of the com 
ponent in friction ?t circumferential contact to join the 
second limb to the component and its distal end engages and 
becomes secured Within the other distal branch. 

The modular graft system and surgical methods of the 
present invention overcome many of the dif?culties associ 
ated With delivering and securing the bifurcated grafts of the 
prior art. By providing a graft in the form of modular 
components that can be individually selected and assembled 
together, the present invention permits more accurate siZing 
of the graft to the individual patient. Moreover, the modular 
system forms grafts having a fully supported structure Which 
is much stronger than the prior art grafts and Which obviates 
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the prior art procedures in Which the graft is secured by 
hanging at the proximal neck of the aneurysm, Which 
arrangement is prone to acute and chronic failure Whereby 
the graft could become displaced or collapsed. The modular 
system of the present invention further takes advantage of 
the How of blood through the individual components to lock 
the components to one another, thereby assuring a secure 
assembly and minimiZing the possibility of leakage. 

BRIEF DESCRIPTION OF THE DRAWINGS 

Amore complete appreciation of the subject matter of the 
present invention and the various advantages thereof can be 
realiZed by reference to the folloWing detailed description, in 
Which reference is made to the accompanying draWings in 
Which: 

FIG. 1 is a perspective assembled vieW of a modular 
system for forming a bifurcated graft in accordance With one 
embodiment of the present invention; 

FIG. 2 is an exploded, perspective vieW of the modular 
system of FIG. 1, partially broken aWay to reveal the stent 
structures in the interior thereof; 

FIGS. 3A—] are highly schematic partial cross-sectional 
vieWs of an abdominal aortic aneurysm shoWing the 
sequence of steps to repair same using the modular system 
shoWn in FIG. 1; 

FIG. 4 is a perspective assembled vieW of a modular 
system in accordance With an alternate embodiment of the 
present invention; 

FIGS. 5, 6 and 7 are perspective vieWs of base members 
for use in connection With modular systems in accordance 
With still further embodiments of the present invention; 

FIG. 8 is a perspective vieW of a component of a modular 
system in accordance With yet another embodiment of the 
present invention; 

FIG. 9 is a perspective vieW of a delivery catheter 
assembly for use in connection With the modular system 
shoWn in.. FIG. 1, the sheath of the delivery catheter 
assembly being in the fully retracted position and being 
partially broken aWay to shoW the interior thereof; and 

FIG. 10 is a cross-sectional vieW of the delivery catheter 
assembly shoWn in FIG. 9, the sheath thereof being in the 
fully extended position. 

DETAILED DESCRIPTION OF THE 
PREFERRED EMBODIMENTS 

In the detailed description Which folloWs, the features of 
the present invention Will be described in connection With 
the repair of an abdominal aortic aneurysm. A typical 
abdominal aortic aneurysm is illustrated in FIGS. 3A—J, in 
Which the Wall of the aorta 200 is Weakened and forms a 
bulge 202 in the region betWeen the renal arteries 204 and 
the point at Which the aorta 200 branches into the right iliac 
artery 206 and left iliac artery 208. It Will be appreciated, 
hoWever, that the various features of the present invention 
may be readily utiliZed to repair defects in any body lumen 
Which branches into tWo or more lumens. Indeed, the 
features of the present invention may be utiliZed to repair a 
variety of defects in a body lumen even Where the lumen 
does not have branches associated With it. 

Referring to FIGS. 1 and 2, there is illustrated one 
preferred embodiment of a modular system 100 for forming 
a bifurcated graft in accordance With one aspect of the 
present invention. As used herein, the term “modular” refers 
to the fact that system 100 includes a number of individual 
components Which may be separately delivered by intralu 
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minal techniques to the aneurysm site and then intercon 
nected With one another in situ to form the bifurcated graft. 
Each of the components of modular system 100 is a fully 
supported structure Which provides suf?cient strength to 
permit the in situ construction of the bifurcated graft. In 
accordance With one embodiment hereof, modular system 
100 includes a primary graft 110, a base member 112, and 
?rst and second grafts 114 and 116, respectively, all of Which 
are fabricated as separate components Which may be 
assembled in preselected siZe combinations depending upon 
the arterial morphology presented by the patient. 
Accordingly, each of the various components is preferably 
provided in a range of siZes suf?cient to accommodate the 
arterial morphology Which the surgeon is likely to face in the 
vast majority of patients. 

Primary graft 110 preferably includes a main tapered 
portion 111 and an annular sleeve 113 having a substantially 
uniform diameter, tapered portion 111 and sleeve 113 
together de?ning the overall length of primary graft 110 
betWeen proximal end 110a and distal end 110b. As used 
herein, the term “proximal” refers to the end of a component 
Which is upstream or closest to the heart, and the term 
“distal” refers to the end of a component Which is doWn 
stream or farthest aWay from the heart. Primary graft 110 
may be provided in a number of lengths ranging from about 
6 cm to about 15 cm in increments of about 10 mm, and in 
a number of diameters in the expanded condition ranging 
from about 16 mm to about 36 mm at the proximal end 110a 
and from about 16 mm to about 25 mm at the distal end 
110b, both in increments of about 2 mm. Preferably, graft 
110 is provided in a range of lengths from about 8 cm to 
about 12 cm at about 10 mm increments, in a range of 
diameters at proximal end 110a from about 24 mm to about 
36 mm in increments of about 2 mm in the expanded 
condition, and With a diameter of about 22 mm in the 
expanded condition at distal end 110b . Furthermore, graft 
110 may take the form of a series of tWo or more grafts 
Which are shorter in length than graft 110 but Which can be 
assembled to one another in succession during the surgical 
procedure described beloW to form a primary graft having 
the desired length. 

The tapered portion 111 of primary graft 110 preferably 
has an angle of taper betWeen about 2 degrees and about 15 
degrees from the centerline thereof, With an angle of taper of 
about 4 degrees being most preferred. It Will be appreciated, 
of course, that the lengths and diameters of primary graft 110 
may be provided in Wider or more narroW increments 
depending upon the siZe variations in the aorta Which 
surgeons experience from patient to patient. Furthermore, 
the foregoing dimensions are for use in repairing an abdomi 
nal aneurysm; the components of a modular system for 
repairing other body lumens thus may be provided in 
different siZe ranges and in different increments. 

Primary graft 110 desirably includes a ?rst series of 
radiomarkers 118 positioned around the periphery of proxi 
mal end 110a, and a second series of radiomarkers 120 
positioned around the periphery of distal end 110b. Such 
radiomarkers are conventional in the art and, When vieWed 
under ?uoroscopy, enable the surgeon to identify and prop 
erly locate the ends of primary graft 110 during surgical 
implantation. Thus, radiomarkers 118 and 120 may be 
formed from biocompatible metals, such as, for example, 
stainless steel or platinum-iridium, Which are radioopaque, 
or from radioopaque polymers. 

Grafts 114 and 116 are similar in construction to primary 
graft 110. Thus, grafts 114 and 116 preferably have a 
generally cylindrical tubular construction With graft 114 
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having a proximal end 114a and a distal end 114b and graft 
116 having a proximal end 116a and a distal end 116b. Grafts 
114 and 116 may be provided in a number of lengths ranging 
from about 4 cm to about 15 cm in increments of about 10 
mm, and in a number of diameters in the expanded condition 
ranging from about 10 mm to about 25 mm in increments of 
about 2 mm. Grafts 114 and 116 preferably are provided in 
lengths from about 4 cm to about 8 cm in 10 mm increments, 
and With diameters in 2 mm increments from about 12 mm 
to about 16 mm in the expanded con?guration. In contrast to 
the tapered con?guration of primary graft 110, grafts 114 
and 116 may have a substantially uniform diameter along 
their entire lengths betWeen the proximal and distal ends. 
HoWever, it is contemplated that grafts 114 and 116 may 
have a tapered con?guration similar to that of graft 110, 
Wherein the diameter of the graft may either increase or 
decrease from the proximal to the distal end thereof. Such 
tapered grafts are particularly useful, for example, in those 
situations Where the aneurysmal condition extends from the 
aorta into the iliac, enabling the graft to have a larger 
diameter Where it Will lie in the bulged portion of the iliac 
and a smaller diameter Where it Will lie in the normal portion 
of the iliac. 

Grafts 114 and 116 also preferably include a series of 
radiomarkers at their respective ends. Thus, graft 114 may 
include a ?rst series of radiomarkers 122 positioned along 
the periphery of proximal end 114a and a second series of 
radiomarkers 124 positioned along the periphery of distal 
end 114b. Similarly, graft 116 may include one series of 
radiomarkers 126 positioned along the periphery of proxi 
mal end 116a and another series of radiomarkers 128 
positioned along the periphery of distal end 116b. 

Base member 112 is a holloW generally Y-shaped struc 
ture formed by a frustoconical main body 130 Which 
branches into tWo legs 132 and 134. Leg 132 may have a 
generally cylindrical shape With a substantially uniform 
diameter from its juncture With main body 130 to the free 
end thereof. Leg 134, on the other hand, de?nes a skirt Which 
gradually increases in diameter from its juncture With main 
body 130 to its free end. Opposite legs 132 and 134, main 
body 130 may include an annular sleeve 131 having a 
substantially uniform diameter, the free end of Which de?nes 
an inlet 136 on the proximal end of base member 112, While 
outlets 138 and 140 are de?ned at the free ends of legs 132 
and 134, respectively. Base member 112 may be formed by 
the same methods, discussed in detail beloW, Which are used 
to form the taper of primary graft 110. That is, a tapered 
tubular “blank” may initially be Woven With an annular 
sleeve 131 formed on one end. Leg 132 may then be created 
by seWing upWardly from the enlarged end of the tapered 
portion and parallel to the Wall thereof With an overlapping 
edge stitch. The stitch may then be continued to form the 
crotch area of base member 112 and then doWnWardly 
toWard the enlarged end of the tapered portion and aWay 
from the Wall thereof to form leg 134. Subsequently, any 
excess material betWeen legs 132 and 134 may be cut aWay. 
As With grafts 110, 114 and 116, base member 112 also 

may include a series of radiomarkers for identifying its 
position during surgical implantation. Thus, one series of 
radiomarkers 142 may be positioned along the periphery of 
the proximal end of base member 112, another series of 
radiomarkers 144 may be positioned along the periphery of 
the free end of leg 132, and a further series of radiomarkers 
146 may be positioned along the periphery of the free end of 
leg 134. Yet another series of radiomarkers 148 may be 
arranged around the circumference of leg 134 at its juncture 
With main body 130. Finally, base member 112 may include 
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a further single radiomarker 150 spaced distally from radi 
omarkers 142 in alignment With the side of leg 134 opposite 
leg 132 for indicating to the surgeon the rotational orienta 
tion of base member 112. 

Preferably, base member 112 is also provided in a range 
of siZes and geometries. In that regard, the various diameters 
of base member 112 Will most preferably be siZed relative to 
the diameters of grafts 110, 114 and 116 so that the grafts and 
base member can be joined together With a tight, secure ?t. 
Thus, base members 112 may be provided in Which annular 
sleeve 131 has a diameter in the expanded condition in a 
range of siZes from about 16 mm to about 25 mm in 
increments of about 2 mm, With an expanded diameter of 
about 22 mm being most preferred. Sleeve 131 also may 
come in a range of lengths from about 2 cm to about 15 cm 
in increments of about 10 mm. Similarly, leg 132 may have 
an expanded diameter in a range of siZes from about 10 mm 
to about 25 mm in increments of about 2 mm, expanded 
diameters from about 12 mm to about 15 mm being most 
preferred, and a length in a range of siZes from about 2 cm 
to about 10 cm in increments of about 10 mm. In a preferred 
arrangement, leg 134 may be provided With a single diam 
eter at its juncture With main body 130 of basemember 112, 
rather than With a range of different diameters. In such event, 
graft 116 Would be provided With a corresponding diameter 
at its proximal end 116a, and may then taper outWardly to 
the desired diameter at its distal end 116b. Alternatively, leg 
134 may be provided in a range of diameters at its juncture 
With main body 130 to correspond to the diameter of graft 
116 Where a graft 116 having a uniform diameter Within a 
range of diameters is employed. 
As noted above, base member 112 may also be provided 

With different geometries. That is, the angle at Which legs 
132 and 134 project from the longitudinal centerline C of 
main body 130 may be varied to accommodate differences 
in arterial morphology from one patient to the next. 
Accordingly, base members 112 may be provided such that 
leg 132 projects from centerline C at one of a number of 
different angles 0t ranging from about 10 degrees to about 60 
degrees, in increments of about 5 degrees. Similarly, base 
members 112 may be provided in Which leg 134 projects 
from centerline C at one of a number of different angles [3 
ranging from about 10 degrees to about 60 degrees, in 
increments of about 5 degrees. Legs 132 and 134 need not 
project at the same angle from longitudinal centerline C. In 
other Words, the angles at Which legs 132 and 134 project 
from main body 130 may be determined independently of 
one another so as to conform as closely as possible to the 
arterial geometry of the patient. Moreover, the centerlines of 
legs 132 and 134 need not lie in the same plane as the 
centerline C of main body 130, but may project from 
centerline C in a third dimension (outWardly from the page) 
at one of a number of different angles ranging from about 0 
degrees to about 90 degrees, in increments of about 5 
degrees. While legs 132 and 134 Would typically project at 
the same angle from centerline C in the third dimension, this 
need not be the case and base members 112 may be provided 
in Which legs 132 and 134 project at different angles from 
one another in the third dimension. 

Each of grafts 110, 114 and 116 preferably consists of a 
?exible outer layer 152 Which is supported internally along 
substantially its entire length by an expandable stent 154 
Which assumes a generally cylindrical or tapered con?gu 
ration in the expanded condition, depending upon the con 
?guration it is given When initially formed, and Which 
provides the graft With suf?cient structural strength to permit 
the components of modular system 10 to be assembled to 
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one another in situ. In the case of primary graft 110, stent 
154 may protrude beyond the proximal end 110a thereof and 
include one or more barbs 156 for anchoring graft 110 to the 
Wall of aorta 200 to assist in holding modular assembly 100 
in place. Alternatively, stent 154 may occupy the exterior of 
grafts 110, 114 and 116, With the ?exible layer 152 extending 
longitudinally therethrough. 

Outer layer 152 is preferably formed from a biocompat 
ible material having suf?cient strength to Withstand the 
surgical implantation procedure described more fully beloW 
and to Withstand the blood How and other biomechanical 
forces Which Will be exerted on modular system 100. Such 
materials may include, for example, polyester materials, 
such as DACRON®, polytetra?uoroethylene, expanded 
polytetra?uoroethylene, polyester materials coated With 
polytetra?uoroethylene, polyurethane, expanded polyure 
thane and silicone. Outer layers 152 formed from Woven 
materials are preferred. To reduce the bulk and facilitate the 
intraluminal delivery of grafts 110, 114 and 116, outer layer 
152 preferably has a thickness of about 0.1 mm Which is 
about one-third the thickness of conventional graft materi 
als. It Will be appreciated, of course, that the present 
invention can be practiced using materials Which are greater 
than 0.1 mm in thickness, including conventional graft 
materials. 
Methods for forming tubular Woven articles having a 

uniform diameter are Well knoWn in the art and are com 
monly employed in fabricating conventional grafts. Such 
methods may be utiliZed to fabricate the outer layer 152 of 
grafts 114 and 116. Typical methods make use of a narroW 
fabric Weaving loom Where Warp threads (i.e., those threads 
extending in the longitudinal direction of the tube) and Weft 
threads (i.e., those threads extending transverse to the lon 
gitudinal direction of the tube) are interlaced With one 
another. At the Weaving station of the loom, the Warp threads 
are fed individually through heddles aligned transverse to 
the longitudinal direction on one of four or more shafts. The 
upWard and doWnWard movement of the shafts moves a 
preselected pattern of the Warp threads up and then doWn, 
tWo of the shafts moving the Warp threads for forming the 
upper surface of the tube, and tWo of the shafts moving the 
Warp threads for forming the loWer surface of the tube. As 
the Warp threads on one shaft are draWn upWardly and the 
Warp threads on another shaft are draWn doWnWardly, the 
Weft thread is shuttled in a ?rst direction betWeen those 
groups of Warp threads to Weave the upper surface of the 
tube. The Weft thread is then shuttled in a reverse direction 
betWeen another group of upWardly and doWnWardly draWn 
Warp threads to Weave the loWer surface of the tube. The 
position of the shafts and thus the position of the Warp 
threads is then reversed and the Weft thread is again shuttled 
betWeen the groups of Warp threads, the process continuing 
to Weave a tubular shape. 

As they approach the Weaving station, the Warp threads 
are fed betWeen the ?ngers of a front reed Which align the 
threads for Weaving and Which thus determine the ultimate 
shape of the Woven article. For Weaving tubular articles 
having a substantially constant diameter, such as outer layer 
152 of grafts 114 and 116, a conventional front reed Which 
is ?xed in place and Which has evenly spaced ?ngers is used 
to produce constant spacing betWeen the Warp threads. 
Where a tubular article having a gradually increasing or 
decreasing diameter is desired, hoWever, the conventional 
reed is replaced With a fan-shaped reed in Which the spacing 
betWeen the ?ngers is narroW at the bottom and gradually 
increases toWard the top. Such fan-shaped reeds are con 
ventional in the textile industry, and ?nd use for such 
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applications as Weaving tapered ?at camera straps. In such 
processes, the reeds are not held in a ?xed position, but 
rather are moved upWard or doWnWard to alter the diameter 
of the article being Woven. Thus, When the fan-shaped reed 
is gradually moved doWnWard as the Weaving of the tube 
advances, the spacing betWeen the Warp threads and, hence, 
the diameter of the tubular article being Woven Will gradu 
ally be increased. Similarly, When the reed is gradually 
moved upWard as the Weaving of the tube advances, the 
spacing betWeen the Warp threads Will decrease as Will the 
diameter of the tubular article being Woven. The rate of 
movement of the reed Will determine the taper of the article 
being Woven; the faster the reed is moved, the larger the 
angle of taper, and the sloWer the reed is moved, the smaller 
the angle of taper. Moving the reed at a constant rate Will 
produce a constant angle of taper. HoWever, changing the 
rate of movement of the reed enables tubular articles to be 
formed With curved or changing angles of taper (as shoWn 
in FIGS. 7 and 8). The upWard or doWnWard movement of 
the reed, and therefore the degree of taper in the Woven 
article, can be controlled in a knoWn fashion by the use of 
a stepping motor and a system controller. 
As the space betWeen the Warp threads is increased to 

Weave a tubular article With an increasing diameter, it is 
desirable to decrease the spacing betWeen the Weft threads 
so as to maintain the structural integrity of the article being 
Woven. This also can be accomplished in a conventional 
fashion by employing a solenoid-activated mechanism to 
WithdraW the Working paWl in the conventional paWl and 
ratchet fabric take off system from its normal operating 
position. Operation of the solenoid can also be dictated by 
the system controller. 
Weaving processes employing a movable fan-shaped reed 

can be employed to form the outer layer 152 for tapered graft 
110. In such process, the front fan-shaped reed of the loom 
Would initially be held in a ?xed upper position to Weave the 
substantially uniform diameter tube for annular sleeve 113. 
When the annular sleeve 113 reaches the desired length, the 
front reed Would be draWn doWnWard at a rate Which Would 
produce the desired angle of taper. The front reed Would 
continue to be draWn doWnWard as the Weaving process 
continues until a layer 152 having the desired tubular 
con?guration has been formed. 

Stent 154 may be formed from a Wire or the like of a loW 
shape-memory material Which has been bent back and forth 
in a curved pattern in the longitudinal direction of the graft 
and then Wrapped in a circumferential direction transverse to 
the longitudinal direction to form one or more loops of a 
predetermined circumference. As used herein, the term “loW 
shape-memory material” refers to a material that, once 
deformed from an initial shape to a subsequent shape, Will 
tend to maintain the subsequent shape and not return to the 
initial shape. Such materials preferably include biocompat 
ible metals, including, for example, stainless steel, titanium, 
tantalum, gold, platinum, copper and the like, as Well as 
alloys of these metals. Biocompatible loW shape-memory 
plastics may also be used to form stent 154. Alternatively, 
stent 154 may be formed from a high shape-memory plastic 
or alloy, such as nitinol, Which automatically transforms 
from one shape to another shape as its temperature passes 
through a critical point. Whether stent 154 is formed from a 
loW shape-memory material or from a high shape-memory 
material is not critical, and impacts on the present invention 
predominantly in terms of the technique used to intralumi 
nally deliver the components of modular system 100 to the 
aneurysm site and ?x same in place. The structure of 
preferred stents 154 and methods for forming same are 
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14 
disclosed in commonly assigned U.S. patent application Ser. 
No. 08/353,066 entitled “High Hoop Strength Intraluminal 
Stent”, the disclosure of Which is incorporated by reference 
herein. 

Base member 112 is similar in construction to grafts 110, 
114 and 116, and includes a ?exible outer layer 160 Which 
is ordinarily formed from the same materials as outer layer 
152. An expandable generally Y-shaped stent 162 internally 
supports outer layer 160 along substantially its entire length, 
providing structural strength thereto, and is ordinarily 
formed from the same materials and by the same methods as 
stent 154. As With grafts 110, 114 and 116, base member 112 
may be constructed With stent 162 on the exterior and 
?exible layer 160 arranged interior thereof. 

Grafts 110, 114 and 116 and base member 112 are each 
radially expandable from a collapsed condition in Which the 
circumferences thereof are minimiZed so that the compo 
nents can be delivered to the site of the aortic aneurysm 
intraluminally, to an expanded condition in Which the cir 
cumference of each of the components approaches a prede 
termined maximum circumference. As Will be described 
more fully beloW, each component is normally held in the 
collapsed condition by the outer sheath of a catheter during 
intraluminal delivery. Once properly located, the component 
is deployed from the catheter and radially expanded until its 
circumference ?rmly contacts the interior Wall of either the 
artery in Which it is situated or the component to Which it is 
being connected to hold the graft in this implanted location. 

Once the proper siZes for the various components of 
modular system 100 have been selected, the components are 
preferably preloaded into one or more disposable delivery 
catheter assemblies Which then may be used by the surgeon 
to intraluminally introduce the components into the patient 
and to assemble same to one another in the form of a 
bifurcated graft. One such delivery catheter assembly 300 is 
shoWn in FIGS. 9—10. Delivery catheter assembly 300 
includes an elongated tubular outer sheath 302 formed from 
a conventional polymer Which is suf?ciently ?exible that it 
Will readily bend as catheter assembly 300 is fed through the 
arterial path during the intraluminal surgical procedure. 
Typical materials for forming sheath 302 include, for 
example, nylon, TEFLON polytetra?uoroethylene, polyeth 
ylene and the like. The forWard end 302a of sheath 302 may 
include a radiomarker 304 for readily identifying and locat 
ing end 302a under ?uoroscopy. Radiomarker 304 may take 
the form of an annular ring formed from a metal, such as 
stainless steel or platinum-iridium, or a radioopaque 
polymer, or may consist of any radioopaque material applied 
to the end 302a of sheath 302. At its rearWard end 302b, 
sheath 302 may include a conventional T-handle 306 having 
?nger grips 308 and a holloW stem 310. 
An inner tubular member 312 is arranged in sheath 302 

for slidable longitudinal movement With respect thereto. 
Tubular member 312 de?nes a continuous internal passage 
Way 313 through delivery catheter 300 so that the delivery 
catheter can be assembled onto and folloW a guideWire 
during the intraluminal delivery procedure. In that regard, 
tubular member 312 may be formed from any biocompatible 
material Which resists kinking. In a preferred arrangement, 
hoWever, tubular member 312 includes a coiled, spring-like 
Wire 314 Which is ?exible, yet Which has suf?cient radial 
strength to resist collapsing due to the forces exerted by the 
components of modular system 100 When they are loaded in 
delivery catheter 300. In a highly preferred arrangement, the 
coil 314 may be surrounded by a thin-Walled polymer tube 
316 or coated With an impervious polymer layer (not shoWn) 
so that medications, dyes and the like may be supplied 
through passageWay 313 to the abdominal aorta repair site. 
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At one end of coil 314, tubular member 312 includes a tip 
318 Which may be formed from a biocompatible polymer, 
such as polyurethane, TEFLON polytetra?uoroethylene, 
nylon or the like, With a conventional radioopaque marker 
(not shoWn) formed or assembled thereon. Tip 318 prefer 
ably has an outer diameter Which is larger than the inner 
diameter of sheath 302 so that tip 318 cannot be draWn into 
sheath 302 as the sheath and tubular member 312 are moved 
relative to one another. The forWard end of tip 318 prefer 
ably has a smoothly curved surface 320 to facilitate the 
forWard movement of delivery catheter assembly 300 
through the arterial system. At its rearWard end, tip 318 may 
include a reduced diameter portion 322 siZed to ?t Within the 
sheath 302 so as to axially align tip 318 With sheath 302 in 
the mated condition and seal the end 302a of the sheath. A 
bore 324 in tip 318 communicates With the passageWay 313 
in tubular member 312 to enable a guideWire, medication, 
dye and the like to exit from delivery catheter assembly 300. 
At the opposite end of coil 314, tubular member 312 may 

include a stabiliZer tube 326 Which extends outWardly of 
sheath 302 through the holloW stem 310 of T-handle 306. 
Stabilizer tube 326 may be formed from any biocompatible 
material, including polymers such as polyurethane, 
TEFLON polytetra?uroethylene and nylon, and metals, such 
as stainless steel. A thumbscreW 328 in T-handle 306 may be 
actuated to engage stabiliZer tube 326, thereby locking 
tubular member 312 in place With respect to sheath 302. 
Exterior of sheath 302, stabiliZer tube 326 may be ?tted With 
a conventional hand grip 330 and any number of conven 
tional accessories, such as the Y-connector 332, hemostasis 
valve 334 and stopcock 336 illustrated in FIG. 9. 
A cylindrical spacer 331 formed on tubular member 312 

at a spaced distance from the rearWard end of tip 318 de?nes 
a ?rst annular cavity 333 Within sheath 302 for holding and 
delivering the ?rst component of modular system 100 to be 
deployed during the surgical procedure described beloW, in 
this case graft 114. Spacer 331 may also be formed from any 
biocompatible material, including polyurethane, TEFLON 
polytetra?uoroethylene, nylon and stainless steel, and pref 
erably includes a radiomarker (not shoWn) so that its posi 
tion can be identi?ed by ?uoroscopy during the surgical 
procedure. The length of cavity 333 Will depend upon the 
length of the particular component of modular system 100 to 
be assembled therein. Thus, cavity 333 preferably Will be 
sufficiently long to accommodate the component, but not so 
long that there is a substantial unsupported gap betWeen the 
end of the component and either tip 318 or spacer 331 Which 
may permit sheath 302 to kink as a result of the axial forces 
applied to feed delivery catheter assembly 300 through the 
arterial system. 
Asecond spacer 335 having generally the same construc 

tion as spacer 331 is formed on tubular member 312 at a 
spaced distance from the ?rst spacer 331, thus de?ning a 
second annular cavity 337 Within sheath 302 for holding and 
delivering the second component of modular system 100 to 
be deployed during the surgical procedure, in this case base 
member 112. The length of cavity 337 Will be suf?cient to 
accommodate base member 112, but not so long that there 
is a signi?cant unsupported gap betWeen base member 112 
and either spacer 331 or spacer 335. 

Delivery catheter assembly 300 further includes a coiled, 
spring-like Wire 340 assembled in sheath 302 betWeen 
spacer 335 and the end of stabiliZer tube 326. Coil 340 
radially supports sheath 302 to prevent the kinking of same 
and provides a structure for transferring the axial load 
applied through T-handle 306 to spacers 335 and 331, While 
at the same time not detracting from the overall ?exibility of 
delivery catheter assembly 300. 
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A method for introducing and assembling the various 

components of modular system 100 to repair an abdominal 
aortic aneurysm Will noW be described With reference to 
FIGS. 3A—J. The described method assumes that the stents 
154 Within grafts 110, 114 and 116 and the stent 162 Within 
base member 112 are formed from a memory metal, such 
that the stents, and hence each of the components, Will 
radially expand automatically as their temperature reaches 
the transition temperature for the memory metal folloWing 
deployment Within the body. From the method described 
hereinafter, methods employing balloon expansion tech 
niques for introducing and assembling the components of a 
modular system 100 in Which stents 154 and 162 are formed 
from loW shape-memory materials Will be readily apparent 
to one skilled in the art. Accordingly, a detailed description 
of such methods is not provided herein. 

Thus, in a repair method of the present invention, an 
arteriotomy is initially performed on the right leg and, under 
conventional ?uoroscopic guidance techniques, a ?rst 
guideWire 400 is introduced through the right femoral artery 
(not shoWn) and right iliac 206 into the aorta 200. Delivery 
catheter assembly 300 containing in succession graft 114 
and base member 112 may then be assembled on guideWire 
400, the guideWire being threaded through passageWay 313 
in tubular member 312 and advanced under ?uoroscopic 
guidance until the end 302a of sheath 302 is positioned 
adjacent the junction of right iliac 206 and aorta 200, as 
shoWn in FIG. 3A. At this point, thumbscreW 328 may be 
loosened and T-handle 306 of delivery catheter assembly 
300 pulled backWard to partially retract sheath 302 With 
respect to tubular member 312, thereby exposing the proxi 
mal end 114a of graft 114 as illustrated in FIG. 3B. Sheath 
302 may then be retracted further to the position illustrated 
in FIG. 3C Wherein the end 302a thereof is aligned With 
spacer 331, at Which point the ?rst annular cavity 333 Will 
be completely open and the entirety of graft 114 Will be 
exposed. With sheath 302 no longer insulating graft 114 and 
retaining it in the collapsed condition, graft 114 Will expand 
radially as its temperature increases through the transition 
temperature of the memory metal forming the stent 154 
therein. This radial expansion Will continue until the outer 
layer 152 of graft 114 ?rmly engages the interior Wall of iliac 
206 to hold graft 114 in this implanted location. 

FolloWing deployment of graft 114, thumbscreW 328 may 
be tightened to lock sheath 302 relative to tubular member 
312 and delivery catheter assembly 300 may be advanced as 
a unit into the base of aneurysm 202, as shoWn in FIG. 3D, 
until the radiomarkers 144 on leg 132 of base member 112 
are aligned Within the proximal end 114a of graft 114, at a 
spaced distance beloW the radiomarkers 122. This distance 
should be such as to provide a suf?cient overlap betWeen the 
proximal end 114a of graft 114 and the free end of leg 132 
that a secure connection Will be formed betWeen these 
members. Once properly positioned, thumbscreW 328 may 
be loosened and the outer sheath 302 of delivery catheter 
assembly 300 retracted relative to tubular member 312 to 
expose sleeve 131 on the proximal end of base member 112. 
At this point, the surgeon may look for the single radiom 
arker 150 just inWardly of radiomarkers 142 to assure that 
leg 134 of base member 112 is in alignment With left iliac 
208. If leg 134 is not properly aligned, delivery catheter 
assembly 300 may be rotated until such alignment is 
achieved. With base member 112 properly positioned, sheath 
302 may be retracted further as shoWn in FIG. 3E until the 
end 302a thereof is aligned With spacer 335, Whereupon the 
second annular cavity 337 Will be completely open and the 
entirety of base member 112 Will be exposed. Again, Without 
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