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REPAIR OF RUPTURED ABDOMINAL 
AORTIC ANEURYSM AFTER CARDIAC 

ARREST: A CASE REPORT 

The management of abdominal aortic aneurysms, especially ruptured abdominal aortic aneurysms, continues to chal-
lenge vascular surgeons. A ruptured abdominal aortic aneurysm is associated with a high mortality rate. If cardiopulmonary 
resuscitation is required before surgical repair, mortality rates are said to be even higher. However, cardiac arrest in patients 
with ruptured abdominal aortic aneurysm does not accurately predict a nonsalvageable state or preclude functional survival. 
In these cases, agressive management may be the only hope for survival, and cardiac arrest should not as such contraindicate 
repair. The objective of this study is to present a successful case of repair of ruptured abdominal aortic aneurysm after cardiac arrest.
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Abstract

INTRODUCTION

Cardiac arrest in patients with ruptured abdom-
inal aortic aneurysm is not uncommon and associated 
with significantly increased mortality, but it should not 
constitute an absolute contraindication to aortic repair. 
 
CASE REPORT 

A 62-year-old man with medical history of hyperten-
sion presented to the Emergency Department with lower 
back pain and vomiting. On examination, the patient was 
in a pre-shock condition with tachycardia and low blood 
pressure, and a pulsatile epigastric mass was palpable. An 
acute CT scan revealed a contained ruptured infrarenal ab-
dominal aortic aneurysm (Figure 1). During transfer to the 

operating room, the patient suffered cardiac arrest; car-
diopulmonary resuscitation (CPR) was initiated, with return 
of spontaneous circulation after 10 minutes. An emergent 
open surgical repair with aorto-aortic inlay interposition 
of a vascular 22 mm diameter straight Dacron graft was 
performed. The patient had a blood loss of approximately 
1000 mL during the intervention, and was transfused with 
a total of 2 units of packed red blood cells and 2 units of 
fresh frozen plasma. The intervention was otherwise un-
eventful, and he was then admitted in the intensive care 
unit. Immediate postoperative evolution was favorable, 
with possibility of extubation from mechanical ventilation 
within 24 hours of admission, hemodynamic stability and 
preserved diuresis. The patient was discharged to the vas-
cular surgery ward on the 3rd postoperative day, where he 
recovered quickly and was discharged home on day 7 of 
admission. Six months later, on evaluation at a follow-up 
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Figure 1 Contrast-enhanced axial CT of the abdomen and pelvis image showing a large infrarenal abdominal aortic aneurysm.
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appointment, he complained of intermittent claudication 
of the left lower limb (Fontaine Stage IIb), being otherwise 
well.

 
DISCUSSION

Despite dramatic changes in aortic aneurysm treat-
ment and perioperative critical care, mortality in the setting 
of ruptured abdominal aortic aneurysm (rAAA) remains ex-
ceedingly high (1). Rapid institution of surgical therapy and 
intense postoperative care undoubtedly saved the lives of 
many patients who had rAAA. Situations exist, however, 
in which it may be considered futile or even unethical to 
perform surgery or to continue treatment in patients who 
have insurmountable risk, such as advanced age patients (> 
80 years old) and those needing CPR before surgical repair 
(2). Preoperative cardiac arrest is relatively common among 
patients with rAAA and is a marker of advanced cardiovas-
cular collapse. Although it has been suggested as a contra-
indication to aortic repair, cardiac arrest by itself is a poor 
predictor of subsequent short- and long-term outcomes, 
and it does not appear to impair long-term survival or func-
tional status among patients (3). According to the recently 
published National Institute for Health and Care Excellence 
(NICE) Abdominal Aortic Aneurysm Guidelines, it is recom-
mended not to use any single symptom, sign or patient-re-
lated risk factor to determine whether aneurysm repair is 
suitable for a person with a rAAA (4). Furthermore, despite 
different scoring systems and algorithms have been tested 

to predict futility of surgical treatment and select patients 
for palliation, to date, none has proven significantly accu-
rate, and they should therefore not be used (2,4). Clearly, 
some patients with cardiac arrest are recoverable with re-
suscitation and surgery, whereas others are not. As such, 
aortic repair should not be withheld from patients who are 
otherwise reasonable candidates for intervention, provided 
resources for emergent aortic repair are available.


