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— Abstract —

Surgical Treatment of the Abdominal Aortic Aneurysm’

K.S. Lee, M.D.”, W.S. Ahn, M.D.”, Y. Hur, M.D.”,
B.Y. Kim, M.D.”, J.H. Lee, M.D", H.S. Yu, M.D.”™”

We experienced 12 patients with the abdominal aortic aneurysm during last 31 years
(Dec. 1958 —Sep. 1989).

Among them, 10 patinets were reviewed.

They were all male. The age ranged from 34 to 80 years with the mean age of 59.4
years. The etiology of the aneurysm was atherosclerotic in 8, mycotic in 1, and aortitis in
1. The location of the aneurysm was infrarenal in 8, and suprarenal in 2 cases. ‘

Aneurysmectomy and Dacron Y-graft interposition in 8 cases, and lcase with Teflon Y-
graft were made. In another 1 case, long thoracoabdominal bypass surgery was made. The

operative mortality was 30%/(3cases).

The postoperative complications were respiratory complications(3cases),

acute renal

failure(2cases), bleeding(lcase), mechanical ileus(lcase), and peritonitis(icase).
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BAEL LAY A HAL UMAFE HA 80A
7t2o] 5] 60tholl A 49, S0t A 33522 50—-60
qellA AA 9 70%E ARSI ARed A =%
AA 2 FaEelurh HaEvtole 594401t
(Table 1).

Table 1. Age* & Sex**

age ruptured case unruptued case
- 39 - 1
40 — 49 - -~
50 — 59 1 2
60 — 69 - 2(1) 2(1)
70 — 1(1)
( ) Expired case

* From 34 to 80 years old. mean age 59.4
** All male patients
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Table 2. Symptoms and Signs

Pulsating mass

Abdominal or back pain
Hypertension history

Leg claudication

Shock state

Nusea, vomiting and dysphagia
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WEEFY HAXe AFHESEHF Y (Infrarenal
abdominal aorta)o) 27" Ae] A2 1 Bk
Lo, ldlelMe AR Qe 7 Y EY AR
Egd 7397t 18, Superior Mesenteric artery®)
AR &248 ZoE 14 2RAHA[D In
frarenal abdominal aortic aneurysmaoll A 5l oj] A
= 4% 2o ANHo=2 lliac arteryyt Femoral
arterv7tAl TEE AT AR (Fig. 1).

Fedde YAz FPHoE 44 e FUES
%o thF= (Intact Proximal Aorta)22 28 99
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Graft 9] Preclotting & x71¥ 2 (Autologous Blood)
& AHEste Alggon o zajtez o ol4tg]
Graft® F¢ €99 ¥%&(0ozing)o] glol
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Fig. 1. Variations in 10cases of AAA.

o) M Mycotic aneurysme. 22X F£¥F &Y
dated &% 29A Alsiden tg 1dedMe
& FANEA 2 dRrPIeERHeR AlgstAch
gdg 1AM E olv 234 WA vFEE= Q)
B aasgd e BREN Zulz 542 SR
U 255 AZAAR AbgstE oH(Table 3).

=% 328 ZAZAAA gl T8 7 8l
o]er, vl x|dl A 2zt vhd-5 = &2 (Chronic ao-
rtitis) @ Mycotic Aneurysmolitt §HZ2L 24
3 &AL gHFo] 38, &F FAHAFA 24,
oy 13, 13 e AT 8 B2y, 1
# o = Adhesive bandol 9% Mechanical ileus2
£3 1594 f2ural & (Adhesiolysis) & Al &% 2
o, £% PHE FLEo] FAFHe 2 50% ) H =
a5z e Ay SdE AGEAME BF 50%
(2/4 in ruptured, and 3/6 in unruptured)2 ztz}

2=}

vehgn), 1@l $£e3Al 73vld Declamping
shocke] IR eH Graftel] dBE FEFEL AU
(Table 4). o
AEH 781dH FHBEL A HRA 2H8L, 35
o] 745% ZAE FAE 189 €F HE A
ZAoEwel Mo 80% F&ol A C
ABGE A#alg oyt Alelg o, £ g 1A
£% 6ol 2AHSudden death) & 3tk '
il ot
}A FAFE T 233 (Atherosclerosis) 3 &
A7 e Aoz YHetd 1YY ¢ FA FA
Fo AnAe Baldg g2 A77 Ao gAT, ¥
A 2 PAol HE g3 AFLE o] A
9] g2leo] AT Yt} 2 FolM FHEH T 7t
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Fig. 2. Surgical treatment of abdominal aortic aneurysms.
*One patient received embolectomy due to right popliteal art-
ery atheroembolism, and all bypassed with Dacron Y-graft ex-

cept Teflon graft in one.

Table 3. Causes of operative mortality

Postopreative hemorrhage 1
Multiorgan failure 1
Hypovolemic shock 1

Table 4. Complications

Pulmonary complications 3
ARF(Non-oliguric) 2
Hemorrhage 1
Peritonitis 1

1

Mechanical ileus
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st} BgHez wAY Zolgm Yt
Martin®-& &4 T2 7 3= (Stenosing atherosc-
lerosis) @ #44 ¥ 74232 (Dilating, or aneury-
smal atherosclerosis) Atolell= 4§ zo]o] gl
T o] }8& BusuttilS¥ = Tilson®} StanselE5'¢]

of HAl ¥ AlF AU F A BAFRA o] 93to
22132 2 Agste 757t Delayed death] 7} &
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25 829 M coronary angio. & LVgram-& A3 .
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2459 (Right Coronary Artery, RCA)NZS .,
a0l 9lgith. HFWAEH(Left Main Coronary
Artery) o] @do] e ASE 23A BA IR |
(2%) #z 3t =l(Left Anterior Descending Bra-,
nch, LAD) ¥ 3= (Left Circumflex Branch)%{'j:;»i
Hatel e 297 B o 1/3904 AR Yk
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AAUT HAzFAN B HUAe 75 67%
BASAANE BAHY &5 PO 25%9 @,
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nction) 4 8%l A el BRASAAME Ag A 4
4 715 A s}H(Diffuse Ventricular Impairment)& L.
Gt 55 ARE R ASHAZ ) Ao AR

gol A8 Ut BRAEY 21-23%9) ZASoIN A
A7 5ol o] Yk M FEETsL, 2 5
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19523 DuBost%Ve] 42322 Abdominal aortic
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o HEZUEEY FE) FAEE BIE F URAeY
YFHA $EES PR g}, a8 o] FolA
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AAe ¢4 BEHZFL ste Rol FAAT E7s
2 RPY LEFFEL AU R AAFBBRF 7]
Koz 4719 dipyridamole-thallium stress test&
Al #Ehe ol utEa g Aot}
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279 FHEE 71D BHERT) 42 Fo] Ho| e}
T sEor] & WG A9 Algel Q9L 22 §
BRG] st wAEE BE e FSdE Ui
2 %Y BRLEVAR 4 Rolaks AL BEs
Sith. E% Darling$7e EREALE Algbg )
£9 273747 18.1%°1 SHeE Bx5e) 74 5em
olstgh AMUE LEetod, 27o] AW H|E Bg]
Ade AT 440 BLe TUFL 277} ofhig}
SREs Arke 3 A £49 Hgol Grim #
Q.
a9} e volst Eutg e AAABY I,
WHH AN AY, AR T)FoldSe] B £
ol YT ATEL Folk AT el glont, 2
Aol Q1 A3l Z717) FrE A BHEE R g
§F BRAAAE £4¢ X FLL A9 AR gol
448 34X 2R 29T B2 G LA &
£ 3713 gich(Table 5).
REel AERSR ) hENF(Infrarenal Abd-
ominal aortic aneurysm)+> 2 £ #FAS o) AA
Zol ¢ln YNH WAL, BRESTUAL BE

PAE FA R EFEH 934902 Adol YT

Table 5. Criteria for High Risk in Abdominal
aortic aneurysm Repair

Age 285 years

Pulmon- Home oxygen

ary POz < 50torr

FEVI (1L /sec*

Serum creatinine = 3mg /dl
Class -V angina

Resting LVEF < 30%**

Recent congestive heart failure
Complex ventricular ectopy
Large LV aneurysm

Severe valvular disease
Recurrent congestive failure or anginal
after CABG

Severe nonreconstructable CAD

Renal
Cardiac

* Forced espiratory volume in 1 second

**LVEF=left ventricular ejection fraction:
CABG=Coronary artery bypass grafting: CAD=
coronary artery disease.
Data from Peter C. Pairolero: Repair of abd-
ominal aortic aneurysms in high-risk patients.
Surgical clinics of North America Vol 69:755—
763, 1989

T At} ol Ao ££L 32 g3 WA
H 73, F3oe Fgolv €1 R B2 59 A
g FHZel L8 Ao},

2HY ERAEEF] dwrHolx ge ¥ (Un-
usual menifestations of abdominal aortic aneur-
ysm) & 2 ¥ F02 M Chronic contained Tup-
ture, Inflammatory aneurysm, Aortovenous fistu-
la, Infected aneurysm, Primary aortoenteric fis-
tula ¥ Atheroembolism(Blue toe syndrome)% o)
en ol A5 A Mol FEA LAY
£ e A¥E 29 £ Ao DAAQJ WAF
(Chronic contained rupture)® EAH FARY
o2 gRERH ez Y Sl Aeold A4
&% F (False aneurysm)e]® Intravenous contras-
tenhanced CT2M 715311, Y& Darling%17e] &
AEREE 637449 BEFo] o} 10%, 221 370
goliele ZE BAEC] ARt 2EI) eyt
TEUWARE] B¢ BERHge] SHggde ey
ol ¥7] W& 7l ¥ W Ahiel 28l Ro)
¥ ojt}. Inflammatory aneurysm& o}3 Al ¢ Ty
Hol v Fol FUFRY 229 A&, a3 Yo
A%, A L FANY T o] FAFF L 290
Frate] Mo ERXUFTHFERY 2.5%) %
B 10%2] ¥l 2 vehdo old #xse ¢ag
o] oA BIlEaRR CTY 2L34PAEH
TUFFH 54 ¥ty Do) shpsin

ZFEE TUFE &9 Mycotic aneurysme g &
e Aoz 188599 William OslerZol 2] &ho]
g 71eHo oo HEoe JA R 7 ¢
¥ EFoE FEE SUFVE TVANAGW, o] 2
T FEHo GANAM TANES} o B2
ThRe 22 dxjdAN Bo] LAsoD 5

OALE EE U@ gi2E Q¥ (Sac-
ciform) S} X FE ¥435te] FAolE Salmonella®
o ol o3ty go| LASYAT HIoE Stap-
lococcusTFE o] A wigE D UAT}2B o) Ba}
AME TAF AXcl A=EBEL vz o)Asge 7
$ duhEol A2 20-60%2Be) o)27) QB $o
Aol Batd g o] oy TR @
7 Extra-anatomic axillofemorofemoral bypass&
ol gt FL& AHE BRI BHURWo] Qlom B
HAMe FHE F 18 M Salmonella group Coll
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9§t Mycotic aneurysmo] iiony o|@zale o
AREY gEoe g8 RGN, FUF AXNA
¥} 2 Dacron woven Y-graft& oldslg oy &% o}
FE Yo ot ¥ 2dA AYs AT
Atheroembolism& B2t F #ate] <oF1.3%
Bol A wAEe] FAF N FHE ¥ Macro-
embolism® W 9] cholesterol® 7 71o 2% Micr-
oembolism©.2 U¥E 4 U3 B¥ Microembolismel
st EFYHoz Artge HAZE {2E o
Blue Toe Syndromeclgtz #c}, & AXESx ¥A
A 2jstef Rt. popliteal arterye] s 4 {F4¢
138 7ZA¥stg o Remoral artery® %3 For-
+& 2] 8o IHHA

gathy embolectomy=z A $& 2

1=

oY FUFEAY AdxgHo 2 X (Endane-
urysmorrhaphy) 3l He] TR F9 AEE HA =
713 845 Wyeln, £ 8o AJNYRE HF
Hoz ZHAFHE =8I £F 4715 A7
G288y ¥ ¥z FEF IEB/FY £HE
F @7t 22 et ¥ E nHAVE:E &
AY=E 71 BREANA UAME ol S
o] & AIYEEM AFHOR o|FAA £ 3loB=
na22® wE HAE AAM Direct graft repair’}
X5 Y30},

23U HEARAE 59 A7t 28 @A A
v EAH FAF ey gid dF=Ro U
Ror 1 Feuyge AA, Blaisdel® 3 Kwaang
el o AlEw R 2] Proximal aorta$t Distal ar-
tery® & ¥ Axillofemoral extraanatomic bypass
E A Yste 9, 542 Berguer®®, Leather®®),
233 Goldmang¥®d] 2% Iliac artery9] distal
ligation®t ¥ extraanatomic bypass& A]33}d
EUFHe gAdg AT A ATz Co-

rsonE¥e] HIZo) wHF Ao= Extraperitoneal
approach2# F9 ol 9% (Proximal neck)&
AAEGY F F= iliac arteryE £ A% AFY
SR EY T & iliac arterystAlolo) Y-graft&
ol £3tdd AZste F&wgol Uth o FolA A
747 otF sl AFHIL AE BH-S Berguersol

g% FHA Aoz M, Karmodys®o] o] ¥yge=

Sesto] EY 2o B2 6039 BAAAM F - -
$AHEE 7%, 22T £F SARNG] PIFE |

Hol 5%°letn s}tk 2y o] Fe¥HE FE,.

A% R wRRre HEA &4, 20 YAgHI)
A ol4ss Yol B FLHR, B3 TAFR

i

YAy Aol gtsiol AahAA FHF B, B .

59 MEs grhe WEEC] Bus ddo] A4S (.

JeE TR ALHA AFol e A

7]

g 5eAd 23 U0 Lynch$®o] wdAY Fa -
450 ¢ ZHE VRRAY v B2d, Bla-, -

isdell-KwaanS-ol 2]% Aneurysm exclusion?2] 118 .
#ZoA £33 309 olWie] AlEe} 5.1%, FHTE

Z9o EUF ol 3.3%00A T Berg-p

477

A

ure-Leather-Karmody @} Distal ligationZl A< 88: -
AFolM 3% FEATEFR £F FUF AL
0% Sl & Wx2 9w Hoh(Table 6). A % -

HEL P Axillofemoral extraanatomic bypass”t

Pasly BE 71eHoz {43 8 A ez

el

2ge HA Z ASE £F & UEd $EFol 2T

A&y E3] graft thrombosis7t 1/38] BAZ A
A dojdtm 71t s 7] g&e) Inahara®® & Non-
resective aneurysm repairell thated 39l vhg
& 2Bth Leathergo] 2§ Huolr 25%] &3
ZHEES ] ARt

Corsong¥ ol 9|3 F=F 53¢ (Aneurysm byp-
ass)& 357 o] FAEANAN 3.3% B FEALE

=T

Table 6. Pooled Results of National Survey on nonresective Aneyrysm Therapy in 206 Patients

Preoperative rupture

Operative(30-days)

Mortality
Aneurysm exclusion(N==118) 4(3.3%) 6(5.1%)
Distal aortic or iliac ligation(N=88) 18(20.5%)* 30(34%)**
*p<0.0001
**1p<0.000001

Data from Lynch K, Kojle TR, Johansen K : Nonresective therapy for aortic aneurysms : Results of a

survey. J Vasc Surg 4:469—472, 1986
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o] ¥nHAL Y} o}&7A] o] whge] BF W B
Eol glon, 2 BFo] AT INYEE BF 2
7t G ZHolEE dARAE B =80 sloy
3 o" FRAEAAM MHAH FARFSFEL A9
Btojol & ZFANAE B H3 wa ot & ol
TR FeA I ZFBUFH Houy
{Transperitoneal approach) 3 H 2o &AM go] &
FHI e FE2Yo2 FHZ(Retroperitoneal app-
roach)dte o] ok FEozo £7)Ee HEut
A FeFo 2AF A3 = prolonged ileus, incr-
eased third-space fluid loss ¥ 21§ 3 &7 ¥
FANEE 9 4 Jonond Nxaze w A
FY 35 BRUEUFANT €698 FEActE
BRg & 78 o] YFAY W ol
¥ AZEF] Je AYEI 5L BAolYdx
Gregorio 5% & 544 22U FAF o) oA
= FEto o #4& AT ¥ Ak (Table 7).
TARTEL B 49 2¥ol A H3 waby
oz £¥o] HAuEA Hol, 2 £¥d o8 24
2N BAEY FE4 A¥E 2 AL EC] Eol AA
ot 29 3¢ 3 HIde Y dd2392
(AIDS, Acquired Immune Deficeincy Syndorme)
o HAE B HEggAos Aslde® ol o7

ARAFAME 7Hee 2A7TEAE ol &3t WP Eol
AFH T A} Mayo clinicol 4] 2118 ulol] o2
Rapid autologous transfusion devices & HEW+F
ol NEHog olgsn glon] 1003 BRYE
B FEFoA 81%Y #Ao) A ArMFER &F o
U 2(19%) e dE71LET Ha 23999 g
7tedol dastgtin gtk &5 ArteYdgo
2 Aoyl FAAEHLE 75% ) 2AANE F
Ao FoA F£YE3 Yhagdgd Aoy AMYE
g2 AME R gogle Afole AR FeA
ES £F ExZFdNE & Zole AU, ojgq
FeA Bod Hagy ANz 2¥E FolT,
EIMEAANE AHE el o) Bt A 2 o}
A P Fo £E wEE NFHY AL
oA sid NPT R AIYES £Y 7 Uk

2 =

S|l A LED 19852 ALEAE BT 654
ol4el datol QoiA 1.2%, siajel AoiME 0.6%
o Aol HEAE HEe) 4@ HlNTT Bw?,
SHAHE olAAAE F&E FAS e By
o §ig AOE 3% sl 22T ¥ FUREA

Table 7. Retroperitoneal Approach in Aortic Revascularization

Indications

High-risk patients with cardiac or pulmonary disease

Obesity

Elective aneurysm repair

Multiple prior intra-abdominal operations
Previous aortoiliac procedures

Abandoned aortic surgery secondary to iatrogenic intestinal injury

Presence of colostomy, ileostomy, or urine stoma

Horseshoe kidney
Juxtarenal or suprarenal aortic aneurysm

Coexisting symptomatic left renal artery stenosis

Associated superior mesenteric or celic axis occlusive disease

Inflammatory aneurysm

Contraindications

Infrarenal aortic aneurysm and symptomatic right renal artery stenosis

Infrarenal abdominal aortic aneurysm

Data from Gregorio AS, Brent TA, John SM, Charles BA : Retroperitoneal versus transperitoneal
approach for repair of abdominal aortic aneurysms. The Surgical Clinics of North America Vol

69:795—806, 1989
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