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Infected Abdominal Aortic Aneurysm

Kyung Ryoul Kim, M.D.*, Sae Young Choi, M.D.*, Chang Kwon Park, M.D.*,
Kwang Sook Lee, M.D.*, Young Sun Yoo, M.D.*

Mycotic aneurysms are uncommon but it is a fulminant infectious process frequently resulting in
rupture and death if not properly treated. Commonly known it as infected aneurysm caused by non-

cardiogenic bacteremia.

We experienced a case of infected aneurysm of the abdominal aorta that ruptured into the
retroperitoneum. A 57 year old man was admitted with lower back pain, fever and palpable mass. It was
identified as an infected abdominal aneurysm with staphylococcal septicemia. He underwent resection of
aneurysm and replacement with a prosthetic graft and prolonged postoperative organism-specific

antibiotics therapy.

He recovered well and discharged without complications postoperatively.

(Korean J Thorac Cardiovasc Surg 1996 ;29 :342-5)
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Fig. 1. Lateral view of L-spine shows erosion of anterior
body of L3, L4 vertebra.
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Fig. 2. Angiogram shows aortic aneurysm at the right com-
mon iliac artery and diffuse filling of dye around the abdominal
aorta.
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Fig. 3. Abdominal MRI represents paraaortic hemartic hem-
atoma with infection and bony erosion of Lumbar spine.
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Fig. 4. Microscopic findings show infiltration of plasma ceils,
lymphocytes and neutrophils in background of thick eosinophil-
ic collagenous tissue with capillary proliferation (H & E, X 100).
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