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SURGICAL TREATMENT OF ADIFFUSE ANEURYSMAL DISEASE
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Abstract

Multiple aneurysms in a single patient are a situation with very low incidence. Such cases are
possible in pathologies where the basis is collagen tissue damage. In collagen diseases, vascular
damage may be multiple, from the dissecting aneurysms, varicose disease, hemorrhoid disease.
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INTRODUCTION

We present a patient aged 26 years old who seeks medical help first
time for the pain his left inguinal region which appeared after minimal
physical effort. Clinical examination reveals a throbbing tumor formation in
the left inguinal area. Due to lack of vascular surgery department in the
town, the patient is referred from the emergency department to cardiology
section for consultation. Vascular ultrasound examination reveals a common
femoral artery aneurysm partially thrombosed. The patient is referred to a
vascular surgery consultation.

MATERIAL AND METHODS

At the vascular surgical consultation patient complains mainly of
claudicative pain in the left leg at 100 m. Please note that the patient is not a
smoker or sedentary and does not have other associated disorders.

A CT angiography with contrast showed an abdominal aortic aneurysm with
a diameter of 4.2 cm, bilateral common iliac artery aneurysms 3.6 and 3.8
cm respectively (fig.1-2).

Fig.1 Abdominal aortic aneurysm 4.2cm
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Fig.2 Anerysm of common iliac artery bilateral

In the left common femoral artery an aneurysmal dilation of 4.8cm
located between the left inguinal ligament and left common femoral artery
bifurcation is observed (fig.3).

Fig 3 Aneurysm of left common femoral artery

Moreover in the left popliteal artery an aneurysmal expansion with
partial thrombosis and occlusion of the left tibioperoneal trunk is noticed.
Popliteal artery aneurysm diameter is 4.2 cm and includes segments P 1 and
P2.
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Patient also shows aneurysm of the common femoral artery and the
right popliteal artery with no signs of intraluminal thrombosis. In plus,
examination of the internal carotid arteries reveals ectasia of the internal
carotid arteries bilaterally, but with diameter not exceeding 3 cm.

The patient is again referred for cardiology department but this this
time for echocardiography, where the intrapericardial ascending aorta
diameter is found to be 4.1cm. The aortic valve is tricuspid, competent,
sino-tubular junction is not dilated, LV ejection fraction 65%.

The patient was immediately referred for surgical procedure where left
leg revascularization was performed, through a femoral-popliteal bypass
using reversed autologous saphenous vein graft, selective thrombectomy of
anterior and posterior tibial artery, ligation of the popliteal artery below the
aneurysmal dilation, recalibration of left common femoral artery.

Postoperative evolution was good, but after 3 weeks a decrease flow
rate of the posterior tibial artery was measured using the Doppler
ultrasound, with persistence of the velocimetric aspect of the anterior tibial
artery. Patient had no intermittent claudication.

In a second step surgery is carried out for complex reconstruction of
infrarenal aorta where a partial resection of the abdominal aortic aneurysm,
common iliac artery, and common femoral artery is performed with
aortobifemoral bypass using Dacron prosthesis, reimplantation of the
inferior mesentery artery and internal iliac arteries (fig.4).

Fig.4 Aortobifemoral bypass using Dacron prosthesis, reimplantation of the
inferior mesentery artery

RESULTS AND DISCUSSION

Postoperative evolution is favorable, with wound healing per primam.
No postoperative erectile disorders. Surgical treatment of right popliteal
artery aneurysm is temporarily delayed.
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Complex reconstruction of the infrarenal aorta was mandatory, in
order to diminish the risk of rupture and secondary thrombosis. No touch
surgery at the level of presacral plane, reimplantation of both internal iliac
arteries were performed to preserve genital function in a young male adult.

Anastomosises were performed in a termino-terminal manner. This
technical variation was used to best preserve diameters of native arteries
around anastomosises.

The key to success in this patients is close monitoring of target arteries
at 6 months and treatment in uncomplicated phases of the evolution of the
disease.

The underlying pathology is collagen tissue disease.

We monitor the patencies of existing bypasses, diameter and
secondary thrombosis in the right popliteal artery, thoracic aorta both
ascending and descending, internal carotid arteries.

CONCLUSION

Diffuse aneurysmal disease is a rare disorder, especially involving so
much arterial sites. There is no known pathophysiologic treatment for the
underlying connective tissue disease.

Surgery of the aneurysms and close monitoring is the way to preserve
quality of life of this patient and prevent major and disabilitating
complications of large and complicated aneurysms.
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