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LESSON OF THE MONTH

Rupture of an Abdominal Aortic Aneurysm Secondary to Type II
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Introduction obtain or maintain a secure seal between the aortic
wall and a transluminally implanted intra-aneurysmal

Prevention of aneurysm rupture is the primary aim graft”.4 Type I, or attachment site endoleak, causes
continued filling of the AAA leading to increasedof treatment of abdominal aortic aneurysm (AAA).

Early enthusiasm for endovascular aneurysm repair pressure and eventual rupture.5,6

Type II, or retrograde endoleak, was first described(EVAR) has been tempered by sobering reports of
aneurysm sac rupture, despite apparently successful in 1998.7 The significance of type II endoleak is largely

unknown and its natural history has generally beeninitial treatment.1 These catastrophes have largely been
attributed to graft migration and endoleak.2,3 thought to be benign.8 There was no increase in an-

eurysm diameter during an 18 month follow-up ofEndoleak is a term that describes “the inability to
type II endoleak in one study.9 Despite this, there has
been one reported case of predicted aneurysm sac
rupture due to persistent sac perfusion from an ac-
cessory renal artery.10

We report a case of fatal aneurysm sac rupture
secondary to a known type II endoleak (inferior mes-
enteric artery).

Table 1. Pre-operative aneurysm morphology.

Diameter of supra-renal aorta 22 mm
Angle of aortic neck with aorta 50°
Diameter of aorta at level of renal arteries 22 mm
Diameter of aortic neck (cranio-caudal) 23–34 mm
Diameter of aneurysm (maximum AP) 89 mm
Diameter of right common iliac artery 23 mm

Fig. 1. One year SCTA, endoleak (arrow). Diameter of left common iliac artery 22 mm
Diameter of right external iliac artery 7 mm
Diameter of left external iliac artery 7–8 mm
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Fig. 4. Ruptured aneurysm sac.

aorta to neck) and the neck was conical (23–34 mm)
(Table 1).

The aneurysm was treated with a Zenith Trifab
Fig. 2. Normal digital subtraction angiography (1 year). bifurcated endovascular stent-graft (Cook, Europe).

There were no intra-operative complications and com-
pletion angiography was satisfactory with no evidence
of endoleak. (Operative duration 150 min.)

The patient made an uncomplicated recovery and
spiral computerised tomographic angiography (SCTA)
at one week was satisfactory. The maximal antero-
posterior (AP) aneurysm diameter was 9.1 cm. Follow-
up SCTA at eight months showed satisfactory position
and alignment of the endograft with no significant
angulation or distortion. There was no evidence of
endoleak although the aneurysm sac diameter had
increased to 10.2 cm. Further SCTA was undertaken
at 12 months when the patient was admitted with a
short history of abdominal pain (Fig. 1). Radiographic
contrast was observed in the 11 cm aneurysm sac
(endoleak). Digital subtraction angiography with se-
lective catheterisation of the superior mesenteric artery
(SMA) demonstrated a patent inferior mesenteric ar-
tery (IMA) (Figs 2 & 3). Contrast was not clearly seen
to enter the aneurysm sac and therefore embolisation
was not performed. The patient was discharged andFig. 3. Selective catheterisation of SMA, patent IMA (arrow).
further management discussed.

Shortly afterwards, the patient represented with a
one hour history of sudden onset, generalised ab-Case Report
dominal pain. During SCTA the patient became
haemodynamically unstable, rapidly deteriorated andAn 80-year-old man underwent elective EVAR of an

8.9 cm (maximal anteroposterior diameter) AAA. The died from hypovolaemic shock. SCTA confirmed an-
eurysm rupture (Fig. 4). There was no evidence ofpatient had a history of hypertension and ischaemic

heart disease (ASA grade 3). He was not taking war- graft migration and the graft was patent.Subsequent
post-mortem examination revealed a left-sided ante-farin.

The aneurysm morphology revealed a long infra- rolateral aneurysm sac rupture. The stent-graft was
well incorporated into the aortic wall both proximallyrenal neck (45 mm), angulation was 50° (supra-renal
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and in the common iliac arteries distally. The stent- References
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