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We are obsessed by the proximal neck !

We also need a distal sealing zone !



EMBOLIZATION ?

Specifics Materials:

COILS : Association of a metalic implant (stainless steel or platinum) with
fibers. Different sizes, shapes and material

• AMPLATZ VESSEL PLUG: Implants made off Nitinol network creating a 
self-expandable cage. Different sizes and shapes



EMBOLIZATION ? BUT…

Complications: Pelvic ischemic complications:

- Buttock claudication(1,6 to 56%)

- Erectile dysfunction (>33%)

- Colonic ischemia (>9%)

- Other rare : spinal cord ischemia – buttock necrosis – scrotal skin ulceration – sciatic 
nerve ischemia, but devastating complications 

If embolisation : It’s reasonable to embolize only unilateral IIA / Main trunck 
embolization 

Try to preserve bilateral IIA whenever possible



REVASCULARIZATION ? Bell Bottom ?



REVASCULARIZATION ? Exotic things



REVASCULARIZATION ? Iliac-branch devices 



The questions we had from our experience

• Which technique should we choose ?

• What are the long-term results of EVAR with 
dilated CIA?

• Study of the global evolution of CIA with a diameter > 20mm

• Risk factor study:

–CIA increasing volume

– Endoleak 1B



What did we do ?

• Monocentric

• Retrospective

• Aorto-iliac aneurysmal disease

• EVAR with dilated CIA > 20mm 

• 2008 - 2016



Collected data

Data

Pre-operative parameters Clinical
Radiological



Radiological 
parameters





Collected data

Data

Pre-operative parameters Clinical
Radiological

Per-operative parameters Type of procedure
Type of EP
Technical success

Post-operative parameters Immediately
In the long term
-Survival curves
-Radiological data



Risk factors

– Univariate analysis

– Multivariate analysis

Statistical analysis

– Kaplan Meyer / Wilcoxon test / Fisher test / Logistic regression model



What did we find ?

• 56 patients (15.5%) – 80 CIA > 20 mm (11.5%)

2 4 30 20



How did we treat them ?

• Embolizations :                                     9 (18%)

• Bell bottom :                                       36 (45%)

• Iliac branch endoprotheses:            32 (40%)

• Straigth endoprotheses:                     3 (3,75%)

• Technical success:                               100%
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Volume analysis

Iliac branch EP

Embolization

Bell bottom

Straigth EP



Volume analysis



Iliac branch EP Bell bottom

Embolization Straigth EP



Risk factors

Risk factor of CIA volume increasing: 

Protection factor : Embolization

Bell bottom

Risk factor of EF1B: 

Bell bottom

CIA length < 50mm



Bell bottom ?

• 28 patients – 36 dilated CIA treated with bell bottom

• Technical success: 100%

20 8
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Which area dilated ?
	 zone	proximale	 zone	moyenne	 zone	distale	

Rapport	du	volume	du	TDM	
à	1an	sur	le	volume	du	TDM	
pré-op	(%)	
-	augmentation	(n)	
-	diminution	(n)	
-	stable	(n)	

	
	

+3,8%	
15	(41,7%)	
12	(33,3%)	
9	(25,0%)	

	
	

+20,1%	
23	(63,9%)	
5	(13,9%)	
8	(22,2%)	

	
	

+12,9%	
21	(58,3%)	
4	(11,1%)	

11	(30,6%)	
Rapport	du	volume	du	
dernier	TDM	sur	le	volume	
du	TDM	à	1an	
-	augmentation	(n)	
-	diminution	(n)	
-	stable	(n)	

	
	

+	8,6%	
18	(50,0%)	
8	(22,2%)	

10	(27,8%)	

	
	

+10,9%	
18	(50,0%)	

3	(8,3%)	
15	(41,7%)	

	
	

+10,3%	
18	(50,0%)	

2	(%5,6)	
16	(44,4%)	
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5 years



9 years



Iliac branch endoprotheses

Literature review:

Effective procedure, few complications and low reintervention rate on medium-term 
follow-up



Iliac branch endoprotheses



DISCUSSION

- Low morbi-mortality 

- Primary patency: Iliac branch EP

- Freedom for EF1B reintervention: 

- Bell bottom

- Volumetric analysis

- Bell bottom

- Risk factor: Bell bottom



What are the mechanisms of 

CIA diameter increase in 

patients treated with bell 

bottom limbs ?



CIA volume increase

– Post-EVAR remodeling
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CIA volume increase

– Post-EVAR remodeling

-> Areas in contact with the arterial wall :

continuous stress /  tendancy to enlarge

Kaladji A, Cardon A, Laviolle B, Heautot JF, Pinel G, et al. Evolution of the 

upper and lower landing site after endovascular aortic aneurysm repair. J 

Vasc Surg 2012;55:24-32.
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and aortic neck on follow-up after endovascular repair with suprarenal 

fixation. J Vasc Surg 2015;61:28-34.



CIA volume increase

– Post-EVAR remodeling 

– Initialy dilated: is it actually remodeling?

– Evolution of aneurysmal disease 

Richards T, Dharmadasa A, Davies R, Murphy M, Perera R, 

et al. Natural history of the common iliac artery in the 

presence of an abdominal aortic aneurysm. J Vasc Surg 

2009;49:881-5.

Falkensammer J, Hakaim AG, Oldenburg A, Neuhauser B, 

Paz-Fumagalli R, et al. Natural history of the iliac arteries 

after endovascular abdominal aortic aneurysm repair and 

suitability of ectatic iliac arteries as a distal sealing zone. J 

Endovasc Ther 2007;14:619-24.



CIA volume increase

– Post-EVAR remodeling 

– Arterial wall pathology

– Do all bell bottom have the same mechanical properties ?
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CONCLUSION

• Dilated CIA are pathologic

• Long-term follow up is mandatory +++

• Don’t forget distal landing zones +++

• Favor iliac branch devices +++



THANK YOU


