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Patient Presentation
• HPI: 72-year-old male presents to the ED with • Vitals: BP 73/47, HR 73, RR 20, SpO2 95% on RA, T 36 C
severe, aching left lower chest pain/left upper
abdominal pain upon awakening. States that the
pain is exacerbated by movement. Endorses
• Relevant Labs:
nausea but denies vomiting. Denies SOB, recent
• BMP: Cr 1.25
fever, recent trauma, or other associated
• CBC: WBC 14.2, Hgb 11.0, Plt 174
symptoms.
• Coags: PT 22.8, PTT 53, Fibrinogen 166
• EKG and Troponins: unremarkable
• PMHx: CAD s/p CABG (2003), HTN, HLD
• Medications: aspirin, atorvastatin, lisinopril,
metoprolol

• SocialHx: active smoker, medication noncompliance

What Imaging Should We Order?

ACR Appropriateness Criteria
The ER physician
suspected Aortic
Dissection

This imaging
modality was
ordered by the
ER physician

Findings: (unlabeled)

Findings: (unlabeled)

Normal takeoff and filling of
brachiocephalic, left common
carotid, and left subclavian
arteries from aortic arch

Abdominal aortic
aneurysm measuring
7.7 cm in diameter

Extravasation of contrast
indicating active bleeding

Findings: (labeled)

Mural thrombus
within the aneurysms

Evidence of hemorrhage prior
to contrast administration

Normal diameter of ascending
and descending thoracic aorta
with no sign of dissection

Aneurysmal dilatation of R and L
common iliac arteries measuring
4.3cm and 3.4cm respectively

Findings: (labeled)

Normal caliber of abdominal
aorta above renal arteries
Left renal artery

Abdominal aortic aneurysm
with length of 12.8cm

Coronal image demonstrating
extent of aneurysmal dilatation
from just below the renal arteries
to the aortic bifurcation

Aneurysmal dilatation of L and R
common iliac arteries
Mural thrombus

Final Dx:
After initial concern for aortic dissection, a
ruptured abdominal aortic aneurysm (AAA)
was found on CTA: Abdomen

Case Discussion: Abdominal Aortic Aneurysm
• Definition: AAA is defined as localized dilatation of the abdominal aorta that is >50% of its normal diameter.
• Normal infrarenal aorta = 2 cm. (Any diameter >3 cm is considered aneurysmal)
• AAA are described based on their relation to the renal arteries as suprarenal,
pararenal, juxtarenal or infrarenal with up to 40% extending to involve the iliac
arteries (as in this case)

• Epidemiology and Risk Factors:
• Age > 50, male gender, hypertension, cardiovascular/atherosclerotic disease, family history and Caucasian race are important risk
factors with smoking being the most important modifiable risk factor
• The estimated prevalence of AAA 2-8% with an annual incidence of 0.4-0.67%

• Clinical Presentation:
• Most patients with AAA present asymptomatically with diagnosis by screening or as an incidental finding on imaging
• Symptomatic AAA presents as a pulsatile abdominal mass or as new onset abdominal, back or flank pain
• Ruptured AAA presents with severe back or abdominal pain, hypotension and a pulsatile abdominal mass in only 50% of patients
•
•

Only 20-30% of patients who present with ruptured AAA have a known history of AAA
Other diagnoses such as aortic dissection (as in this case), renal colic, diverticulitis, or bowel perforation may be initially suspected

Case Discussion: Abdominal Aortic Aneurysm
• Screening and Diagnosis:
• The USPSTF recommends 1-time screening for AAA with ultrasonography in men aged 65-75 years with any smoking history
• ACR Appropriateness Criteria® for suspected AAA and surgical planning for treatment of AAA:

• Management: AAAs are managed according to diameter and the presence of symptoms
• Asymptomatic:
•

Patients with AAA < 5.5 cm are monitored with yearly ultrasound

•
•

If aneurysm reaches size > 5.5 cm or is expanding at a rate >1 cm/year elective repair (endovascular vs. open) is indicated
No medical therapy has been proven to reduce the rate of aneurysmal enlargement

• Symptomatic/Ruptured:
•
•

Aneurysm repair is indicated in symptomatic patients (endovascular vs. open)
Hemodynamically unstable patients presenting with rupture are taken for immediate resuscitation and open repair (as in this case)
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