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Giris ve Tanim

Anevrizma, Yunanca genisleme anlamina gelir

Herhangi bir arterin bir bolumunun ¢apinin normal

capin iki katina ulasmasi

Ani olum nedeni



Epidemiyoloji

Her yil 100.000 de 6 yeni anevrizma
ABD’de her yil 15.000 olum

ABD’de 13. olum nedeni

Otopsi serilerinde % 2-6 oraninda
Yasla birlikte insidans artar

Erkeklerde 3 kat fazla gorulur



Etyoloji

= Konnektif doku hastaliklari (Marfan Send, Ehler-
Danlos Send)

" Herediter anevrizma oykusu

" Ateroskleroz (yas, sigara, HT, DM, hiperlipidemi)
= Gebelik

= Sfiliz

" Kardiyak kateterizasyon



Etyoloji

Table 84 Prevalence of Abdominal Aortic Aneurysms

(AAAs) in Selected Risk Groups

GROUP

Autopsy subjects aged 50 years or older®

. pl ]
Men aged 63 vears or older®
Patients with coronary artery disease” or
ocelusive peripheral vascular discasc®

Brothers of patients with AAAs'™™"

A0

INCIDENCE (%)

24
3-110
1015

20-30




Patofizyoloji

Laplace Kurali
Duvar gerilimi = Basin¢ X Yarigcap

Cap arttikca ve duvar kalinli§i azaldikca riptiir riski

yukselir

Rdptiir riski icin en 6nemli faktor anevrizma

kesesinin capidir



Patofizyoloji

Arterler uc¢ tabakadan olusur

Tunica intima (i¢ tabaka), tunica media ve tunica
adventitia (dis tabaka)

Gercek anevrizma,; damar duvarinin her lg¢ tabakasi
tutulur

Yalanci anevrizma (psédoanevrizma) damar limeni ile
baglantilidir ancak sadece adventisya ya da cevre
yumusak dokulari igerir



Patofizyoloji

Media tabakasinin zayiflamasi (kistik medial
dejenerasyon) — damar duvarinda dilatasyon —
gercek anevrizma

Damar duvarina travma — adventisya ya da cevre
yumusak dokuya kan sizmasi — pseudoanevrizma



Patofizyoloji

Ll

Adventitia
Media
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MNormal Trug aneurysm  False aneurysm Dizssection

Figure 84-1. Types of acrtic aneurysms. (Modified from LeRoy LL, et al:
Imaging of abdominal acrtic aneurysms. AIR Am J Roentgencl 152:785,

1989.)




Patofizyoloji

Abdominal aort anevrizmalari siklikla gercek

anevrizmalardir ve infrarenal aortu igerir

Bu seviyede aortik cap > 3 cm = AAA



Patofizyoloji

Herhangi bir captaki AAA riptiire olabilir
Rdaptlr yiksek olasilikla artan boyut ile iliskilidir

2 > 5cm cap — ruptdr riski artar
2 < 5cm cap — ruptur riski azalir

0 Herhangi bir captaki anevrizma (ACIL)



Patofizyoloji

En sik ruptur retroperitona olur

Ruptur tum mortalitenin 80-90%'1 ile iliskilidir (cogu

hasta hastaneye ulasamaz)



Patofizyoloji

Anevrizmalar zamanla kendiliginden genigler

Semptomlar ruptur nedeni ile cevre yapilara basi,

tromboz, emboli, fistul nedeni ile olusur



Klinik

Asemptomatik ---------- ruptur

Abdomen, sirt ya da bogurde ani, yirtilir tarzda agri
Bulanti ve kusma

Senkop ya da near senkop

Sok, ani 6lum

Atipik sikayetler gorulebilir



Klinik

Vital bulgular normal olabilir

Eger rupture olursa ciddi kan kayiplarinda

hipotansiyon ve sok

Abdominal hassasiyet, distansiyon ya da pulsatil

abdominal kitle



AAA visible

.

@ Mayo Foundation for Medical Education and Research. All rights reserved.




Klinik
Retroperitonel hematom bulgulari (periumbilical

ekimoz (Cullen), flank ekimoz (Grey-Turner)

Ruptur Gl kanala olursa masif Gl kanama
(aortaenterik fistul)

Ruptur vena cavaya olursa yuksek-debili KY
(aortakaval fistul)



Klinik

Retroperitoneal kanama perine ve kasik bolgesine
llerleyebilir
Skrotal hematom, inguinal kitle

Psoas kasi irrite olabilir

Femoral sinire basi sonucu noropati



Klinik

Karin agrisi
Bogur agrisi + > 50 yas ---—-- > AAA 7?77
Hipotansiyon

Karin agrisi, hipotansiyon, pulsatil abdominal
kitle = AAA



Tan

Abdominal rontgenogram
USG

BT
MR

Aortagram



Tan

Abdominal rontgenoram

Genislemis aort kalsifiye sekilde gortlebilir



Tan

Figure 84-2. Anteroposterior (A)
and lateral (B) views of large
abdominal acrtic aneurysms with
calcification of the acrtic wall.
(From Juergens JL, et al: Peripheral
Vascular Diseases, Sth ed.
Philadelphia, WB Saunders, 1980;
by permission of the Mayo
Foundation.)



Tan

USG

Aort gorulebilirse %100 sensitiftir
Unstabil hastada tercih edilir

Ruptur, kacak yeri ya da retroperitoneal hematom

ayirt edilemeyebilir



Tan

Transabdominal USG 6 cm AAA




Tan

Figure 84-3. Cross-sectional ultrasound of a 6-cm abdominal aortic
aneurysm. Mote mural throembus and eccentrically shaped patent lumen.
(From Ma OJ, et al: Emergency Ultrasound, 2nd ed. New York, McGraw
Hill, 2008, p 160. Courtesy of James Mateer, MD.)



Tan

BT

Yuksek sensitif
Stabil hasta (transport gerekliligi)

Ruptur ve retroperitoneal hematomu belirlemede
USG’den daha iyidir

MR ya da aortografi AS’te nadiren endikedir



‘ Tan

Figure 84-4. Computed tomegraphy scan of ruptured abdominal aortic
aneurysm, with calafication of the acrtic wall and intraluminal thrembus.
The patent lumen enhances with the administration of contrast materal,

but the periacrtic hematoma {arrow) does not. (Courtesy of Richard
Rensio, MD.)




Tan

Riiptire olmus 8 cm AAA



Tan

Riptiire olmus AAA



‘ Ayirict Tam

BOX 84- CoMmMON MISDIAGNOSES IN PATIENTS WITH RUPTURED
ABDOMINAL AORTIC ANEURYSMS

Renal colic
“Acute abdomen”
Pancreatitls
Intestinal ischemia
Diverticulitis
Cholecystitis
Appendicitls
Perforated viscus
Bowel obstruction
Musculoskeletal back pain
Acute myocardial infarction



Tedavi

Rupture AAA acil cerrahi girisim gerektirir

J stabil ruptdr diye bir sey yoktur
2 50% operatif mortalite

Sivi ve kan ressusitasyonu: SBP 90-100 mmHg



Tedavi

Asemptomatik anevrizmalar ¢cap ve yandas

hastaliklarina bagli olarak elektif onarilmalhdir

Endovaskuler onarim giderek yayginlagsmaktadir



‘ Tedavi
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Tedavi

= La Inkz tha anaunysam sac ron
wassals such as he nbar,
Inferior masemians, and feotiod o
ariedes
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AAA

KEY CONCEPTS

B Aruptured AAA should be considered inany patient I The patient with a ruptured AAA should be moved

older than 50 years who presents with abdominal or expeditiously to the operating room and should
Dack pain. The complete triad of pain, hypotenslon,and ~ recelve only that testing essentlal to establishing the

3 pulsatile mass Is often not present dlagnosls,
I Inthe patlent with an AAA and acute symptoms, rupture B Resuscitation In the ED should not target normal blood
S Imminent or has alveady occurred, pressure, A systollc blood pressure of 80 o 100 mm Hg

I The patient with a ruptured AAA who appears to be S ustially sufficlent to perfuse the heart and brain.
hemodynamically stable can suddenly deteriorate atany W The patient who has had endovascular repalr of an AAA

time. remalns at isk for aneurysm upture
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