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Indications Abdominal aortic aneurysm (AAA) repair is indicated when:  
• abdominal aorta diameter > 5.5cm, expansion rate > 1cm/year, 

symptomatic aneurysm, complications (e.g rupture, leaking).  
Can consider elective repair if: small aneurysm (4.0–5.4 cm) in patients 
requiring chemotherapy, radiotherapy, solid organ transplantation, or with a 
saccular (spherical) aneurysm. 

  History  Risk factors: Increasing age, male gender, atherosclerosis risk factors e.g 
smoking, connective tissue disorders (eg Marfan’s), inflammatory disease. 
Symptoms: Intact AAA: Usually asymptomatic and detected on incidental 
screening. Symptomatic patients may present with back/abdominal pain. 
Ruptured AAA: Sudden onset of severe, tearing back/abdominal pain with 
radiation to the flank/buttocks/legs/groin, syncope, hypovolemic shock 
(especially in free ruptures), nausea, vomiting, haematuria.  

Examination  Epigastric tenderness, pulsatile abdominal mass at or above umbilical level, 
bruit in epigastrium, signs of limb ischemia: (blue toe syndrome and livedo 
reticularis), decreased ankle brachial reflex, signs of retroperitoneal 
haemorrhage (e.g Grey Turner sign and/or Cullen sign). 
Ruptured AAA triad: Back pain + hypotension + pulsatile abdominal mass.  

Relevant 
Anatomy 

  
Preoperative 
considerations 

Abdominal ultrasound is the gold standard investigative and diagnostic test.   
Suspected or known rupture (regardless of patient stability): Should receive 
emergency repair within 90 minutes.  
Initial management (ideally within 30 minutes): Fluid resuscitation, BP control, 
can target permissive hypotension (eg SBP 70–90 mm Hg) using beta 
blockers (eg labetalol) and/or nitrates.  
Patients with signs or symptoms of impending rupture: Urgent repair (within 
working hours associated with better outcomes), maintain BP strictly within 
normal parameters.  
Endovascular aneurysm repair (EVAR) vs open surgical repair (OSR):  
EVAR preferred especially if high operative risk, less trauma in short-term but 
similar long-term survival rates. OSR indications: persistent endoleak and 
aneurysm sac growth following EVAR, anatomical contraindications 
for EVAR, mycotic aneurysm, or infected graft. 
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Key 
procedural 
points 

 
Endovascular repair: Under fluoroscopic guidance, vascular sheaths are 
introduced into the artery, through which guidewires, catheters, and the 
endograft are passed. Angiography is performed to determine aneurysmal 
sac extent, graft landing zone, and renal artery location. "Main body" of the 
endograft is placed over the aneurysmal sac, followed by the "limbs" which 
join the main body and extend to the iliac arteries. Graft is molded into 
place with a balloon, and an angiogram is used to confirm position and 
absence of leaks. Finally, the wires, sheaths, and delivery systems are 
withdrawn.  
Open repair: involves a midline laparotomy, most commonly with midline 
incision from xiphoid to pubis, exposing the aorta. A proximal clamp is 
placed just below the renal arteries and distal clamps are placed on the 
common iliac arteries. The aneurysmal segment is then removed and 
replaced with a tube graft or bifurcated Y-graft.  

Post- 
operative 
care 

Complications: endovascular leaking (incomplete seal formed around 
aneurysm resulting in blood leaking around graft), migration (movement 
of graft from original location), embolism. 
Patients should be counselled about factors which can reduce risk of 
recurrence e.g. reduction of cardiovascular risk factors (eg hypertension, 
diabetes, hyperlipidemia), smoking cessation, weight loss. 

Created: May 15th  2022 
Resources made by students, for students, for educational purposes only. 


