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At risk patients! 

IMA 

Median sacral artery 

IMA 

Median sacral artery 



The result ! 



EVAR / Open Metanalysis JACC 2012 

EVAR better OR better 

30 days 

2 years 

> 3 years 

Background 



Background 

• Open repair (OR) was the reference 
treatment for AAA 

 

• No lumbar arteries 
ligation during 

EVAR 

Aneurysm opening is the main difference between EVAR or OR 



Background 

 Why should we prevent type II Endoleak?  

 
10 228 patients undergoing EVAR 

5-year post-EVAR rate  

of AAA sac enlargement 41%. 

Endoleak = Independant 

factor for aneurysm 

Enlargement 

Schanzer Circulation 2011 



Persistent Type II Endoleak 

•Actual level: 8% to 28% 

at one year 

•Eurostar register: 22.2% 

(1818 / 8165 ) 

 

•Treatment recommanded 

if aneurysm enlargement 

17% of cases 

 

Zhou al. Outcomes and significance of delayed endoleaks after EVAR 

JVS 2014 



Midterm outcomes after treatment of type II 
endoleaks associated with aneurysm sac 

expansion  
Independent predictors of type II endoleak: 

 

– mural thrombus (p<0.001),  

– patent lumbar arteries (p = 0.004),  

– aneurysm length (p = 0.011) 

– iliac artery length (p = 0.004). 

– Aneurysm volume 

Gallagher JEVT 2012 



 Bonvini R, Alerci M, Antonucci F, Tutta P, Wyttenbach R, Bogen M, Pelloni A, Von 

Segesser L, Gallino A. J  Endovasc Ther. 2003 

Preoperative embolization of collateral side 

branches: a valid means to reduce type II 

endoleaks after endovascular AAA repair.  

Embolization of side branches arising from an infrarenal AAA before EVAR: 

 

- feasible 

- diminished the incidence of type II endoleak 

- improving long-term outcomes.  
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Intraoperative coils embolization 
 during EVAR 

• Limited to Patients 
with risk for type II 
endoleak 

• No circumferential 
thrombus 

• IFU guidelines 

 

 

Terumo guide in 

the Aneurysm sac 



Terumo guide within iliac leg 



Enlarge your sheath / 2 Fr 







TERUMO GUIDE IN ANEURYSM SAC BEFORE  

CONTROLATERAL ILIAC LEG DEPLOYMENT 

4Fr Introduceur 

COIL EMBOLIZATION / First step 



AFTER CONTROLATERAL ILIAC LEG DEPLOYMENT 

USING MICROCATHETER / 10 TO 18 COILS  (30 cm lenght) 

COIL EMBOLIZATION / Second step 



COIL EMBOLIZATION / Third step 

Ballooning, angiographic control and microcatheter withdrawal   



Coils just under angulated neck  

to avoid type I endoleak 
Coils just under short neck  

to avoid type I endoleak 



Controlled release around the prosthesis 

http://tecnicasintervencionistas.com/imagenes_docs/Interlock. Boston Scientific.png


Results 



Marie Lannelongue’s Experience  
2009 to 2013 

 187 EVAR  

Patient at risk  

for Type II Endoleak (Ref) 

Patient with low risk  

for Type II Endoleak 

83 Pts / 44% 

104 Pts / 56% 

Midterm outcomes after treatment of type II endoleaks associated with aneurysm sac expansion 

 Gallagher KA J Endovasc Ther. 2012 

http://www.ncbi.nlm.nih.gov/pubmed?term=Gallagher KA[Author]&cauthor=true&cauthor_uid=22545883
http://www.ncbi.nlm.nih.gov/pubmed?term=Brown LC[Author]&cauthor=true&cauthor_uid=22381040




Procedure / stentgraft 
2009 - 2013 

• Procedure 

• 81 aorto bi-iliac EVAR 

• 2 aorto uni-iliac EVAR with controlateral iliac occlusion 

 

• Stentgraft:  

•  Talent 7/Zenith 4 /Gore 5 / Vascutek 1  Endurant  66 

• Mean length aortic neck:  19 mm (range 9 to 35 mm).  

• Mean max AAA diameter: 58.8 mm (range 49-92mm)) 

 

• 1.2% of type I Endoleak  

• Treatment with covered stent extension for distal leak and one limb 
occlusion / In 2 cases at 6 months and 1 year 

 

 



Results 
83 Patients  
with coils 

• No complication related 
to coils embolization  

• In hospital mortality 0% 

 

 

 

Results 
104 Patients  
without coils 

1.2% (1/83)  

of type 2 Endoleak  

 

 

13% (13/104)  

of type 2 Endoleak 

/ aneurysm growth  
 

 

 

• No complication related 
to coils embolization  

• In hospital mortality 0% 

Marie Lannelongue’s Experience  
2009 to 2013 



Statistical analysis (T paired test) 
 

showed a significant decrease of the aneurysm diameter at 6 months 
(p=0,0001), one year (p=0,001) and two years (p=0,001). 



Results 

1 Month 6 Months 

Patient 1 

Patient 2 

Statistical regression of aneurysm size at 6 months 

27 % of normal Aorta at 2 years 







Results 

Number of coils used for embolization: 12 (range 4-23) 

Mean time for embolization: 12 minutes 

Technical success: 100%.  

Mean follow-up period after treatment:  24 months (range 6–53 
months).  

 

No procedure related complications and two secondary 
interventions for for one limb occlusion and for type I distal 
endoleak. 

 



Type II Endoleak prevention  
during EVAR for at risk patient 

 coil embolization 
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SCOPE 1 

 Prospective randomized, interventional, comparative study 
 

 

 1 group with coil / 1 group control 
 

 100 patients 
 

 2 years inclusion 

 2 years follow-up 
 

 Multicentric, 2 centers, 
 

 ANSM authorization since 26/12/2012, 

 

 SIGREC and clinical Trials. 

CCML 

133,av de la Resistance 

92350, Le Plessis 

Robinson 

Tél : 01 40 94 25 96 



Conclusion 

Systematic coil embolization of the aneurysm sac during EVAR is 

clinically effective in preventing type II endoleak, with no 

complications.  

 

This technique reliably achieves complete thrombosis of the 

aneurysm sac, even in patients with numerous patent aortic side 

branches, drastically reducing the rate of all endoleaks  

  


