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Acute Abdominal Aortic Occlusion after Open Heart Surgery

—A case report —

Won Kyung Han, M.D.*, Jong Tae Lee, M.D.*, Joon Yong Cho, M.D.*

Acute abdominal Aortic occlusion is rare but it is a vascular emergency with high mortality and morbidity. There-
fore, delay in diagnosis can have severe impact on the prognosis. A 60-year-old women compiained of paresthe-
sia, paralysis, and severe pain in bilateral lower extremities on 13th day after open heart surgery for mitral steno-
sis, atrial fibrillation, coronary arterial stenosis, tricuspid regurgitation, and atrial septal defect. Her skin was mottled
and cool from the umbilicus to the feet, and there were no palpable pulses in the lower exteremities. We diag-
nosed an acute abdominal aortic occlusion using the Multi-Detector Row Spiral Computed Tomography and suc-
cessfully treated the problem with emergent thrombo-embolectomy and Aortobifemoral bypass.

(Korean J Thorac Cardiovasc Surg 2005;38:710-713)
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occlusion from infrarenal aortic level to

both iliac arteris and both iliac and femo-
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Fig. 2. Gross specimen shows intra-aortic thrombus. Arrow indi-

cates aortic bifurcation.
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