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Dear Editor,

Mancini et al. [1] reported in their recent article an inter-

esting clinical case on an 80-year-old man admitted to their

hospital for severe low-back pain, lower limb motor

impairment, and bilateral thigh pain. The patient had

lumbar vertebral erosion due to an extensive infrarenal

aortic false aneurysm secondary to an endovascular repair

(EVAR). A CT scan performed one month after the EVAR

did not show early procedural complications and the lab-

oratotry findings performed during hospitalization were

negative for infection.

Vertebral erosion secondary to an abdominal aortic

aneurysm is rare. Generally, they are due to vascular

prosthesis infections, chronic aneurysm rupture, or expan-

sion. This is probably the first case secondary to EVAR.

With growing numbers of interventional abdominal aortic

procedures and increasing follow-up periods, complica-

tions of EVAR have become increasingly evident over time

[2–5].

Via intraoperative fluoroscopy it seems that the endo-

vascular prosthesis was a Trivascular Ovation (Trivascular

Ovation PrimeTM, Santa Rosa, CA) comprising polymer-

filled sealing rings that exert no chronic outward force. For

this reason, the probability of a false aneurysm secondary

to aortic neck rupture is low.

In our opinion, the cause of the false aneurysm forma-

tion is represented by the presence of an unrecognized

endoleak or endotension that caused the tamponade aortic

rupture.

Why was not an aortic CT scan repeated or a contrast-

enhanced ultrasound (CEUS) performed?
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