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Fig.1 A preoperative color Doppler echogram of
the abdomen, showing an abdominal aneu-
rysm (Ao), 90 mmin diameter, and the shunt
flow into the inferior vena cava (1VC).
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Intraoperative findings. The aortic wall had awhite
pottery-like appearance, with adhesion of the small
intestine.

Fig. 2

Vacuum aspiration

-\

Reservoir

mm) Reinfusion route

|
W

Fig. 3 The autologous blood recovery system consisted of 2
roller pumps and 1 reservoir. Blood was recovered by
aspiration of the surgical field and immediately returned
to the patient.

oob0ooOoO0e0oOobOOOODOOO8OODOOO
ooooooOosoooooooooo

gooo

ooooOoooooboooooooooooobooooo
0000000000000 UoooUooooo 3™
o0ooU0o*Wo00o00o0ooooooooooo
O000o0o0oo0ooOoooOoooOoooOooo®
oobooooooooooooooooboooooo
002040000000000000000*0000



20060 1200

goooooboooooooobbOoooboooooo
gobooooooboooooooooooooboono
oooooooo®moooooocrooooooo
goboooooooocoooooboooooooo
gobooooobocoobobocOoooboOo210s5s0000
0*oo0oo0o0ooooo0oooooooooooo
gobooooooobooboooooooooooobooo
gobooooooobooboooooooooooobooo
gooooooOoOoOoOoOOoOoOoOoOoOoOoOo®OoO
gobooooooooocoooboooooooobooo
Oooo0ooooooo™ooooooooooo
goboooooooocooooooooooooo
00o0U0o0oo0oooooUooooooo®smooo
ooooooooooooobooooooboooo
OTambyrgj@ 0 0000000000000 0O2400
oooobo4myvo@moooOoOoOobOOoOoOoOooo
gobooooooooocoooooboooooooo
gobooooooooocoooooboooooooo
goboooooobooooooooooooooo
goboooooobooooooooooooooo
gobooobooge7o00OODOOODOOOO
gobooooooooocoooooboooooobooo
gobooooooooocoooooboooooobooo
ooo0ooooo0 100000Y»Wooooooo
ooooooooooooooooo
gobooooooboooooooooooooboono
gobooooooboooooooooooooboono
gobooooooooocoooboooooooobooo
gboooooboooooooobOooooOooooo
gobooooooooocoooboooooooobooo
oo"o0o0oooOoooooooo®»oooo
gobooooooobooboooooooooooobooo
gobooooooobooboooooooooooobooo
goboooooooocooooooooooooo
goboooooooocooooooooooooo
goboooooooocooooooooooooo
gobooooooobooboooooooooooobooo
goooooooooooobooboooooboooo

gooo

gobooooooooocoooboooooooobooo

gbooboobooooobooooobobobo

23

613

gboooooooooooboboboboboooo
gboooooooooooboboboboboooo
gboooooooooooboboboboboooo
goboooooooocoooboooooooobooo
ooooad

oooo

10 Walker, D. I., Bloor, K., Williams, G., et a.: Inflammatory
aneurysms of the abdominal aorta. Br. J. Surg., 59: 609-
614, 1972.

20 Rasmussen, T. E. and Hallett, J. W.: Inflammatory aortic
aneurysms: aclinical review with new perspectivesin patho-
genesis. Ann. Surg., 225: 155-164, 1997.

Tambyraja, A. L., Murie, J. A. and Chalmers, R. T. A.:

Ruptured inflammatory abdominal aortic aneurysm: in-

30

sightsin clinical management and outcome. J. Vasc. Surg.,
39: 400-403, 2004.

Brewster, D. C., Cambria, R. P., Moncure, A. C., et al.:
Aortocaval and iliac arteriovenousfistulas: recognition and
treatment. J. Vasc. Surg., 13: 253-265, 1991.

Alexander, J. J. and Imbembo, A. L.: Aorto-venacavafis-
tula. Surgery, 105: 1-12, 1989.

Brunkwall, J., Lénne, T. and Bergentz, S. E.: Acute renal

40

50

60
impairment dueto aprimary aortocaval fistulais normalised
after asuccessful operation. Eur. J. Vasc. Endovasc. Surg.,
17: 191-196, 1999.

Sobrinho, G., Ferreira, M. E., Albino, J. P., et a.: Acute
ischemic hepatitis in aortocaval fistula. Eur. J. Vasc.
Endovasc. Surg., 29: 239-243, 2005.

Ghilardi, G., Scorza, R., Bortolani, E., et a.: Rupture of
abdominal aortic aneurysmsinto the major abdomina veins.
J. Cardiovasc. Surg., 34: 39-47, 1993.
goooooOobooOobobOOooooobooooooboo
0000000000 Aortocaval fistulel 10000
000 1010 373-3760 20000
0000000000000 0000 Inflammatory
abdominal aorticaneurysmO 00000000000
0100000000000 90 201-2050 19980
Naito, K., Sasaki, M., Natsuaki, M., et a.: A new approach
for aortocaval fistulafrom ruptured abdominal aortic an-

70

80

90

100

110

eurysm: balloon occlusion technique under echogram guid-

ance. Thorac. Cardiovasc. Surg., 42: 55-57, 1994.

Y amashita, C., Kozawa, S., Kujime, K., et al.: Successful
surgical treatment of aortocaval fistula using cardiopul-

120

monary bypass. Cardiovasc. Surg., 3: 187-189, 1995.



614 goooobooiso 70

A Patient with a Ruptured I nflammatory Abdominal Aortic Aneurysm Complicated
by an Aortocaval Fistula

Koichiro Date, Kiyotaka Imoto, Shinichi Suzuki, Keiji Uchida, Motohiko Goda and Toshiki Hatsune

Cardiovascular Center, Y okohama City University School of Medicine
Key words: Inflanmatory abdominal aortic aneurysm, Aortocaval fistula

We describe our experience with a 79-year-old man who had a ruptured inflammatory abdominal aortic
aneurysm with an aortocaval fistula. The patient had low back pain, abdominal pain, and anorexia. Four days later,
thoracic discomfort developed. He consulted a physician and was found to have electrocardiographic abnormalities,
renal failure, and a pulsating abdominal mass. He was therefore transferred to our hospital. An aortocaval fistula caused
by rupture of an abdominal aortic aneurysm was diagnosed, and surgery was performed. An inflammatory abdominal
aneurysm was diagnosed on the basis of intraoperative findings. Hemodynamics were maintained with the use of an
autologous blood recovery system. A good surgical field was obtained, and the fistula was closed. After surgery,
symptoms promptly resolved, and the patient was discharged from the hospital in good condition. Inflammatory
abdominal aortic aneurysms are rarely associated with aortocaval fistulas. We report this case, along with areview of
the literature. 0 Jpn. J. Vasc. Surg., 15: 611-614, 2006
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