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SUMMARY

Introduction Extremely rarely, the evolution of abdominal aortic aneurysm (AAA) includes the phase
when extravasations of the blood from a ruptured aneurysm is contained by the surrounding tissue,
referred to as chronic (contained) rupture of the AAA.

Our aim was to call attention to this life-threatening condition, which is always challenging for diagnosis.
Case outline A 58-year-old man reported to the Emergency Center for significant abdominal pain. Ultra-
sound examination showed an infrarenal aneurysm of the abdominal aorta. A computed tomography
scan of the thorax, abdomen, and pelvis with iodine contrast in arterial phase was performed. A free gas
collection was observed between the liver and the anterior abdominal wall that is traced to a ruptured
inflamed diverticulum on the transversal colon. Immediately distal to the branching sites of the renal
arteries, the abdominal aorta extended forward and aneurismatically expanded. Posterior left, along the
psoas muscle, a rupture of the aortic wall was seen, with an organized hematoma that accompanied
the muscle. Between the hematoma and the aortic aneurysm, erosions of the anterior and lateral part
of the vertebral bodies L2 and L3 were discovered. The patient underwent endovascular AAA repair
(EVAR) and recovered well.

Conclusion Multidetector computed tomography angiography is a reliable, non-invasive, and neces-
sary examination for localization and evaluation of the size of the AAA form, its chronic rupture, and
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complications such as vertebral body erosion.
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INTRODUCTION

Abdominal aortic aneurysm (AAA) is a dila-
tation of its wall up to a diameter greater than
30 mm. AAA rupture is a significant cause of
death for people over 55 years of age [1]. In
cases where after a rupture and under certain
circumstances hematoma formation occurs
with localized and partly organized bleeding,
a chronic AAA rupture is created which occurs
in only 4% of all AAA cases [2]. One of the few
complications can be the usurpation of verte-
bral bodies as a result of long-term compres-
sion on them [3].

CASE REPORT

A 58-year-old man reported to the Emer-
gency Center for significant abdominal pain.
There wasn’t any history of diabetes, hyper-
tension and chronic lung disease. He has been
smoking and had myocardial infarction 15
years ago and had duodenal ulcer surgery 10
years ago. Physical examination revealed that
the patient was sub-febrile and normotensive,
and palpatory examination of the abdomen

revealed pulsations in supra and umbilical re-
gion. Laboratory findings were within normal
limits. Ultrasound examination showed an in-
frarenal aneurysm of the abdominal aorta. In
the native abdominal image in the supine posi-
tion, we noticed a smaller free gas collection -
pneumoperitoneum. A computed tomography
(CT) scan of the thorax, abdomen, and pelvis
with iodine contrast in the arterial phase was
performed. We found right pleural effusion di-
ameter of 25 mm, with no active pathological
changes in the lungs. There was no significant
finding in the mediastinum. A free gas collec-
tion was observed between the liver and the
anterior abdominal wall, traced to a ruptured
inflamed diverticulum on the transversal colon.
Perihepatic and perisplenic free fluid and signs
of mesenteritis were found. A ventral hernia
of the anterior abdominal wall with bowel and
adipose tissue within the hernia sac was noted.
Immediately distal to the branching sites of the
renal arteries, the abdominal aorta extended
forward and aneurismatically expanded the
largest diameter of about 15 cm, calcified wall
with a marginal thrombus mass of about 16 cm
in length (Figure 1). Posterior left, along the
psoas muscle, a rupture of the aortic wall was
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Figure 1. Computed tomography aortography showing the abdominal
aorta extending forward and aneurismatically expanding with calcified
walls and a marginal thrombus mass (white arrow)

seen, with an organized hematoma that accompanied the
muscle about 12 cm in length. Between the hematoma and
the aortic aneurysm, erosions of anterior and lateral parts
of the vertebral bodies L2 and L3 were discovered (Figure
2). Right common iliac artery was aneurismatically dilated
up to 35 mm in diameter, while the left one was of normal
lumen width, with both having calcified walls.

The patient underwent endovascular AAA repair
(EVAR), and he recovered well.

Before the EVAR procedure, the ruptured diverticulum
needed to be resolved. After drainage of the peritoneum,
surgeons performed colonic resection with primary anas-
tomosis without colostomy placement. For the next 10
days, the patient was on antibiotic therapy. Postprocedural
complications did not occur.

DISCUSSION

Chronic AAA rupture is a rare complication that occurs
in 4-7% of cases [2, 4]. On CT examination, it appears as
a sign of a “wrapped” aorta. It is presented as the disconti-
nuity of the calcified aortic wall, a clearly limited mass of
soft tissue density vaguely restricted from other adjacent
structures (spine, psoas muscle) [5, 6]. There are no signs
of contrast extravasation within the mass described, which
clearly differentiates it from true AAA rupture [7, 8, 9]. The
diagnosis of chronic AAA rupture is very important and
necessary in order to be aware of possible complications,
such as the erosion of vertebral bodies, as well as to find out
their causes. The complications of vertebral bodies’ erosion
could be paraplegia, inflammation, as well as death [10, 11].

Destruction of vertebral bodies occur as a complica-
tion in only 7% of AAA cases [3]. The cause of erosion of
vertebral bodies can be a wide range of diseases of different
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Figure 2. Sagittal computed tomography reconstruction showing the
aortic aneurysm (white arrow) and discovered erosions of the anterior
and lateral parts of the vertebral bodies L2 and L3 (black arrows)

etiology: metastases, vertebral tumors, vertebral fractures,
osteoporosis, and spondylitis [12, 13, 14]. They can occur
separately from AAA in inflammatory diseases such as
Behcet’s disease and syphilis. Compressive uses can occur
in retroperitoneal tumors and retroperitoneal abscesses,
and this is where CT diagnosis is crucial in differentiating
from the compressive effect of chronic AAA rupture [6].

In the case of our patient, we noticeD the sign of a
“wrapped” aorta as the discontinuity of the calcified wall,
then the mass of soft tissue density (formed by the old
hematoma) extending from the AAA, vaguely delimited by
the left psoas muscle and in contact with the spinal column
and usurpations of the L2 and L3 vertebrae. We consulted
an orthopedist and decided not to do anything with ver-
tebral bodies and to let them repair spontaneously. Our
patients underwent EVAR, the gold standard for repair-
ing aneurismatic dilatation of the aorta [14, 15, 16]. The
patient recovered well. Ten days after the procedure, he
was discharged from the hospital, and has regularly been
reporting for check-ups, without any sign of complication.

Based on the literature and as presented in our case,
we can conclude that multidetector computed tomogra-
phy angiography is a reliable non-invasive and necessary
examination for localization and evaluation of the size of
the AAA form, as well as for differential diagnosis of its
complications.
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Epo3uje Ha BepTebpaNHMM NpLL/bEHCKUM TEIMMA YC/IeA XPOHUUHE pynType
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CAMETAK

YBop /13pa3uTo peTko ce Kof aHeypr3Me abjoMMHaHe aopTe
Mo>Xe BrAeTM pasa Kafja ce eKkcTpaBasalinja KpBu 13 pynTypu-
paHe aHeypun3Mme 3aApKaBa y OKOJIHOM TKIBY, LITO Ce Ha3nBa
XPOHUYHOM (OrpaHMyeHOM) pynTypoM aHeypusme abgomu-
HallHe aopTe.

Linrs papa je 610 fa ce cKpeHe nakba Ha 0BO XKUBOTHO Yrpo-
*aBajyhe cTatbe, Koje Huije YBEK Iako OTKPUTY.

Mpwukas 6onecHnKa Y YpreHTHY LieHTap ce jaBro 58 rognHa
CTap MyLIKapaL 360r 3HayajHor 6011a y cToMaky. YNTpa3By4yHo
je BepudrKoBaHa aHeypu3mMa HdpapeHanHor Aena abpomu-
HaslHe aopTe. YpaheHa je komnjyTeprizoBaHa Tomorpaduja ca jo-
[OHUM KoHTpacTom. OTKprBEHa je KoneKuuja raca usmehy jetpe
1 npeprer TPOYLWHOT 3ufAa Koja je npaheHa Ao pynTypupaHor
MH}NaM1paHor AUBEPTUKYSTyMa TPaHCBEP3aIHOT Aena KooHa.
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HenocpefHo ncnop ncxoguiuta peHanHUx apTepuja youmnno ce
aHeypr3MaTCKO NPOLLKpPeHe aopTe Koje ce Mpy»aso yHarnpes,.
Mo3agu neBo, pyx m. ilipsoasa, youeHa je pyntypa 3ufa aopte
Ca OpraHK130BaHNM XeMaTOMOM Koj¥ ce mpy»a yHyTap Muwuha.
V13mehy xemaToma 1 aHeypU3MaTCKOT MPOLLMPEeH-a Ce BUAE epo-
3vje npefrber 1 crosballikber fena NpLUbeHCKUX Tena L2 n L3.
YpaheHa je eHgoBacKynapHa penapatiuja aHeypusme abgomu-
HasHe aopTe 1 6oNecHMK ce JO6PO onopasuo.

3ak/byuak KomnjytepusoBaHa Tomorpadcka aoptorpaduja,
MHaye HeMHBa3VBHa METOA], MOKasasna Ce Kao Moy3AaHa U He-
OMXofHa Y Clyyajy OTKpVBakba XPOHUUHE PYNType aHeypusme
abaoMMHanHe aopTe ca KOMMMKaLWjOM Y BUZY epo3uja Kuume-
HVX MPLbEHOBA.

KmbyuHe peun: aHeypr3ma abfomMrHanHe aopTe, XpOHNYHa
pynTypa, epo3uje NPLLbEHCKUX Tena

Srp Arh Celok Lek. 2019 Nov-Dec;147(11-12):762-764



