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Anatomical variations in the juxtarenal aorta with implications for endovascular repair
Rory Thompson, Waleed Moussa, Jack Goode, Isla Fay, Cecilia Brassett, Andrew May and Adam Howard
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In recent years, endovascular repair of juxtarenal abdominal aortic aneurysms is increasingly employed as a less invasive treatment option. This study aims to identify anatomical variants which may complicate or preclude endovascular repair. Dissection was performed in 35 cadavers to reveal the superior mesenteric, right and left renal arteries (SMA, RRA, LRA). The location, angle, and length of each branch was recorded. Results showed a typically short suprarenal segment (SMA to RRA 0.90.7 cm, SMA to LRA 1.30.7 cm). In around one-third of cases (12/35, 34%) this segment was 0.5cm, while in two cases the LRA and/or RRA arose proximal to the SMA. The renal arteries had a generally mild caudal angulation (RRA 7417, LRA 7217), but this was markedly acute (40) in two cases, and cephalad in another two. Accessory renal arteries were found in  10/35 (29%). These findings suggest that difficulties with endovascular repair may result from the proximity of the LRA/RRA to SMA, making placement of fenestrated-type grafts challenging. Renal arteries with acute caudal angulation may be difficult to cannulate, while those with cephalad angulation would preclude the use of chimney-type grafts. Occlusion of accessory renal arteries may lead to segmental renal infarction.
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A New Mini Anterior Hip Approach for Total Hip Replacement : a cadaveric study
Buldu, MT, Wright, MA, Brassett, C and J Scott 
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Mini approaches for hip replacement are popular but must allow safe and adequate access. In the mini posterior approach the key is to place the incision in the line of the femoral neck which gives excellent access without the need for specialist retractors. The anterior Hueter mini approach employs a vertical incision from the anterior superior iliac spine which is extended distally, and requires a traction table and specialised retractors. We have devised an anterior approach using an incision along the line of the femoral neck anteriorly to allow adequate access without needing special retractors or a traction table. Two cadaveric dissections were performed. The 10cm incision extends from a point three fingerbreadths distal to the anterior tip of the greater trochanter towards the mid inguinal point where the femoral head lies. The fascia lata is divided in the line of the incision and retracted thus exposing the femoral neck and the reflected head of rectus femoris. This is retracted and the capsule opened, exposing the hip joint. The hip is then dislocated by breaking the ipsilateral side of the operating table to extend and externally rotate the hip affording excellent exposure.
Abstract 3 (Oral Presentation)
STEWART, MAX; AHID ABOOD and CECILIA BRASSETT, Human Anatomy Teaching Group, Department of Physiology, Development and Neuroscience, Downing Site, University of Cambridge, Cambridge, United Kingdom. 
Investigating the ‘Box Junction’ – A novel assessment of neurovascular anatomy in the anterolateral thigh flap. 

The anterolateral thigh (ALT) perforator flap is one of the most widely used flaps in reconstructive microsurgery. There is considerable variability in the neurovascular anatomy of the flap, which has made its harvest difficult for inexperienced surgeons to master. This study investigated variation in a previously unexplored and clinically relevant aspect of perforator anatomy: the ‘box junction’ (BxJn), the point at which the perforator joins its source vessel. Negotiating the BxJn can be challenging and a time-consuming step in the operation to harvest the flap, due to the high density of small nerves and blood vessels that must be protected from damage or selectively divided. Surgeons currently have no specific information with which to anticipate presence or location of these structures. Knowledge of BxJn anatomy could allow surgeons to harvest the ALT flap more rapidly and safely, potentially making the operation more accessible. We dissected 20 cadaveric thighs and investigated the neurovascular structures present at the BxJn. We identified two consistently present vascular structures, confirmed the consistent presence of motor nerve branches and described one novel, clinically significant variation in nerve anatomy. Based on these results, we propose a simple algorithm which could aid inexperienced surgeons in negotiating the BxJn.
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Clinical significance of structural variation in the ileocaecal valve
Closed-loop obstruction resulting from distal colonic obstruction with a competent ileocaecal valve (ICV) may lead to caecal perforation which has high morbidity. This study evaluates the relationship between morphology and competence of the ICV in a simulated closed-loop obstruction. Specimens containing the ICV with 10cm terminal ileum and 15cm ascending colon from 33 embalmed cadavers were examined. Morphologically there were 20 labial, 12 papillary and 1 tube-like ICV. ICV competence was evaluated by submerging specimens in water with the ascending colon clamped and a pressure transducer connected to LabChart. The caecum was inflated with air:  if perforation occurred before valve reflux, the ICV was deemed competent (n=11). Incompetent specimens (n=22) where reflux occurred were clamped at both ends and inflated to give the perforation pressure. The presence of competent valves suggests that valve function derives partly from intrinsic structural features. More labial valves (n=14) were incompetent compared to papillary valves (n=7). Perforations mainly occurred within the ascending colon distal to the ICV (n=25), with the commonest site being along the taenia of the ascending colon (n=11). These findings show that ICV morphology may influence competence; further evidence could be derived from examining specimens removed from patients with closed-loop obstructions.
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