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Table 10 The relationship between Fitzgerald’s classification and the results of 81 ruptured cases

Fitzgerald's classification F-1 F-2 F-3 F-4

No. of cases 5 14 52 10
Operation time (min) 236+46 147+48 163+61 162+28
Estimated blood loss (ml) 830+335 1,106+878 2,501+1,913 2,709+1,855
Hospital death (%) 0 (0.0%) 0 (0.0%) 17 (32.7%) 4 (40.0%)

Aorto-aortic Aorto-orifice CIA  Ao-bi CIA

Intra-aneurysmal reconstruction

Ao-EIA/FA |}

Figurel Types of aortic reconstruction for ruptured aneu-
rysm.

Ao-bi CIA: aorto-bi CIA bifurcated grafting, Ao-EIA/FA: aorto-
EIA or FA bifurcated grafting

(Reprinted from the JAPANESE JOURNAL OF VASCULAR
SURGERY, Vol. 11, Furuya T et al: Does prediagnosis before
admission influence the outcome in the treatment of ruptured
aneusysms of the abdominal aorta and iliac artery?, pp467—
472, ©2002, with permission from Medical Tribune Inc.)
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Table 20 The preoperative factors of the two groups: the earlier
period (A group) and the later period (B group)

A group B group p-value
No. of cases 12 64
Sex (male/female) 10/2 55/9
Average age (y.o.) 72.8+10.2 73.6+8.3 0.769
Mean diameter (cm) 79+13 7.7+14 0.648
Shock cases (%) 11 (91.7) 55(85.9)  0.505
LOC cases (%) 8 (66.7) 29(45.3) 0.148
Undiagnosed cases (%) 9 (75.0) 29 (45.3)  0.057
US-performed cases (%) 12 (100) 58 (90.6)  0.343
US-detection rate (%) 100 100
CT by previous hosp. (%) 1 (8.3) 29 (45.3)
CT by our hosp. (%) 7/11 (63.6) 10/36 (28.6) 0.042
Deteriorated cases (%) 5 (41.6) 2(3.1) 0.001

LOC: loss of consciousness, hosp.: hospital
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Table 30 The comparison between the outcomes of the two groups: the earlier period (A group) and the later period (B group)

A group B group p-value
Onset-admission (min) 330363 6421942 0.257
Admission-operation (min) 222+235 82+59 0.065
Operation-Ao clamp (min) 12.9+6.6 13.0+9.9 0.966
(Shock cases without previous laparotomy) 11.4+45 10.1+3.6 0.306
Ao clamping time (min) 80+27 56+21 0.003
Operation time (min) 192+31 154+57 0.004
Estimated blood loss (ml) 3,898+1,967 1,967+1,648 0.001
Transfusion volume (ml) 3,218+1,677 2,406+1,574 0.122
Urine output (ml) 384+451 4421443 0.679
Operative death (%) 7 (53.8) 11 (17.2) 0.005
Hemorrhagic death (%) 5(41.7) 4 (6.3) 0.004
Hospital death (%) 7 (53.8) 14 (21.9) 0.016
Postoperative LOS (day) 21.6x+15 13.1+49 0.276
0 O (No. of cases) (5) (46)

Ao: aorta, LOS: length of stay

Figure2 The abdominal CT performed by the referral hospital demonstrates an AAA, 9 cm
in size and huge retroperitoneal hematoma, indicating RAAA.
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Figure3 The US performed in our Emergency Room shows
a large AAA with pre-aneurysmal hypoechoic area, suggest-
ing RAAA.
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Figure4 Bi-manual blunt dissection
around the aneurysmal neck through a small
retroperitoneal incision, so as to swiftly
control the proximal aorta.

Figure5 Only the midline surface of the aneurysm was
exposed during dissection. Keeping direct exposure of the aneu-
rysm is mandatory for avoiding catastrophic injury to the
“venous frame” and the ureters.
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Rapid Diagnostic Triad and Our Operative Strategy for Ruptured Aneurysms
of Abdominal Aortaand Iliac Artery

Takatoshi Furuya, Nobutaka Tanaka, Masakazu Nobori, Yugo Nagai, Yukihiro Nomura, Motoki Nagai,
Seiji Nishikage, Yasuharu Seyama, Masayuki Fujisaki, Yukinori Yamagata, Kensuke Ohtani,
Takeshi Takamoto, Takeshi Nishikawa, Jinpei Ishii, and Hiroshi Shoji

Department of Surgery, Asahi General Hospital, Chiba, Japan

Key words: ruptured abdominal aortic aneurysm, ruptured iliac artery aneurysm,
rapid diagnostic triad, intra-aneurysmal reconstruction

Since 1994, we have adopted the rapid diagnostic triad (abdominal or back pain on acute onset, shock or loss of
consciousness, and aneurysm detected by ultrasonograghy suggests a ruptured aneurysm). We compared the results of
the former period (12 cases before 1994) and the later period (64 cases after 1994). Our operative procedureis as follows:
(1) infrarenal aneurysmal neck is cross-clamped through transabdominal approach, (2) anterior aneurysmal wall is
dissected minimally to select the reconstruction type [intra-aneurysmal reconstruction (tube graft or aorto-biCIA orifice
mini-bifurcated graft), aorto-biCIA, or aorto-EIA/FA], (3) inferior mesenteric artery is always ligated.

Adoption of thistriad facilitated significant improvement in the outcome of the surgical treatment for ruptures, asin
mean operation time (192 minutes vs. 154 minutes: p<0.004), estimated blood loss (3,898 ml vs. 1,967 ml: p<0.001), and
hospital mortality (53.8% vs. 21.9%: p<0.016). (J Jpn Coll Angiol, 2004, 44: 281-286)
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