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Embolization for type Il endoleak after endovascular abdominal
aortic aneurysm repair: a report of 3 cases
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Abstract Objective: To investigate the treatment method for type II endoleak after endovascular abdominal aortic
aneurysm repair (EVAR).
Methods: The clinical data of 3 patients with relatively severe type II endoleak after EVAR treated in the
Department of Vascular Surgery of Xiangya Hospital from 2011 to 2016 were retrospectively analyzed. Of the
patients, one case with a continuous enlargement of the aneurysmal sac after hybrid operation (reconstruction of
the visceral vessels plus EVAR) for thoracoabdominal aortic aneurysm, a retrograde endoleak from the celiac axis
was found by CTA examination; the other two cases had a retrograde endoleak from inferior mesenteric artery
after EVAR for abdominal aortic aneurysm.
Results: The patient with retrograde endoleak from the celiac axis was treated with Interlock detachable coil
embolization, and the other two patients were treated with conventional coil embolization. Embolization was
successfully performed and the endoleak disappeared in the 3 patients.
Conclusion: Embolization using different approaches is an effective method for type II endoleak after EVAR.
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A: Preoperative CTA image; B: Angiography after stent plcacement; C: Endoleak from inferior mesenteric

artery; D: Angiography after embolization and absence of the endoleak

w2 95, 34% . W “EEBBETFANG
Ak BIE kR (TAAA) 14H” ABE. M
F ARG CT AR A 7R M 32 20 ik B 2118 s o O 1 47 53
KA BRI R (E2A) , e KE&ASS mm, K
PeE AT T AR E RN M, FHITEVAR, R
EAHTA (K2B) . T201242H4T “MESMK T
BS5EET. bR LK. 25 sh kA T4
SR+ SR B AR, RERIA (i
TOoLR-REEWIEIR, SCRITHEKEDE, H

© WA )T i [ & F I F 2P H

% R I S SR AR S T M I AR, MO R T R
gEfl) (E2C) o 20144F7 AR J5 & A& K& IR A3
K, LA RO % & Ib AN (EI2D-E) .
E 3 3R 78 viig 8 4h — A [ PR A B AL . 20154F
VB H R E R A ABE, &4 CTA K BLUIE KT 3 ik
RIS Y s, T LA S 5905 P X I R T iR AT R
SE, FLERL i g Ak PR o B T ik B, Al 234N
R R, RO T A H RO R R . 20154F
L1 Interlock AT ¥4 B B M 3E, R

http://pw.amegroups.com



688 E LA AR R

926 %

fEFHI15 x 400 FE£F B S Bl B A s+, &
5 min, FfIMEIERHE R, RIGE ¥R EE
: BEJE1IR

TSR A (K2F-H) o &4

B2 fmil2#mH

e ZE I e R AR T O, BB DS A R JCAR AT 9 T
ARIELFEFHRCTARE &, FWIEHEK, TALM N IE
(&21) .

H Y |

A: BB LIRTFARRET CTA; B: Z88FARFE; C: 20124F 2 A TR; D-E: 2014 45 7 ARk K,

WA, PSSR P-H: AL BB L, WIRSERIA; 10 RJREAF CTA BAIER

Figure 2 Data of case 2

A: CTA image before the first operation; B: Hybrid operation plan; C: Hybrid operation performed in Feb-

ruary 2012; D-E: Enlargement of the aneurysmal sac with distal endoleak in July 2014, and then additional stent placement;

F—H: Successful embolization with a controllable coil and complete absence of the endoleak; I: CTA image half a year after

operation
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A: Preoperative CTA showing abdominal aortic aneurysm of 4 cm in diameter; B: Preoperative CTA show-

ing type Il endoleak; C—D: Selective embolization via the collateral pathway between the superior mesenteric artery and infe-

rior mesenteric artery
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