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Abdominal aortic aneurysm (AAA) is more common at 
50–60 years of age although it can be seen in any age stage 
of life [1]. The most important factor in the pathogenesis is 
elastin and collagen degeneration in the media layer. An-
eurysm may be associated by collagen degeneration or au-
toimmune diseases such as Marfan syndrome, Takayasu’s 
arthritis, giant cell arthritis, temporal arthritis and Behçet’s 
disease [2]. The majority of cases are asymptomatic and 
are detected during physical examination or imaging per-
formed for other reasons. 

AAA presents as back pain, abdominal pain, leg pain or 
abdominal distention. Ultrasonography (USG), computed to-
mography (CT) or magnetic resonance imaging (MRI) is used 
for diagnosis. The most serious complication of AAA is rup-
ture. Mortality rates in aortic rupture reach up to 90% [3]. 
The risk of rupture is high in aneurysms greater than 5 cm, 
aneurysms growing faster than 0.5 cm per year or in painful 
AAAs. Treatment is indicated for patients in this group either 
with open surgery or an endovascular method [3].

A case of infrarenal AAA, with a diameter of 15.8 cm in 
a 64-year-old male patient, is presented here. Open surgi-
cal repair using an aorto-biiliac Y graft interposition was 
opted for and the patient was discharged successfully on 
the tenth postoperative day.

A 65-year-old male patient with complaints of abdomi-
nal bloating, severe abdominal and back pain and a pal-
pable mass in the abdomen was referred to the emergency 
department. His past medical history included hyperten-
sion, chronic kidney disease, chronic constipation and coro-
nary artery bypass grafting. He had ignored his symptoms 
and has not applied to any hospitals for 2 years. Abdomi-
nal USG revealed an infrarenal abdominal aortic aneurysm 
with a diameter of 9.5 cm.

On physical examination, blood pressure was 125/80 mm Hg 
and pulse was 80/minutes. The bowel sounds were normal. 
There was a pulsatile mass in the umbilical region that was 
tender on palpation. Upper and lower extremity distal pulses 
were palpable. Neurological examination was normal. 

The patient was followed up in the intensive care unit. 
Following arterial and rhythm monitoring, blood pressure 

and rhythm control were achieved by intravenous beta 
blocker administration. Opioid pain killers were preferred 
for the pain control. Monitoring of the hematocrit levels at 
2-hour intervals did not display any decrease. The patient 
underwent thoracoabdominal CT angiography, which re-
vealed an infrarenal AAA, with a diameter of 158 mm, sur-
rounded by an intraarterial mural thrombus (Figure 1). Since 
the aneurysm presented 90 degrees between the pouch 
neck and the pouch, due to both the width of the pouch 
and the size it reached, it was decided to perform open sur-
gical repair. Coronary angiogram via the right radial artery 
showed no stenosis other than 70% lesion in the right coro-
nary artery (RCA). Since preoperative antiaggregant treat-
ment was not appropriate, percutaneous coronary interven-
tion was not performed for the lesion at the RCA.

The patient underwent surgery on the 2nd day of in-
tensive care follow-up, under elective conditions. A midline 
laparotomy was performed and the abdominal aorta was ex-
posed. The aorta was encircled by surgical tape in the infra-
renal region. Bilateral external and internal iliac arteries were 
also encircled by surgical tapes. Following the placement of 
clamps, aneurysmal sac was opened and 25 × 15 cm diam-
eter mural thrombus was removed (Figure 2). Interposition 
of a Dacron graft between the abdominal aorta and bilat-
eral external iliac arteries was performed (using a bifurcated 
20 × 10 mm aortoiliac graft). The right internal iliac artery 
was anastomosed from the proximal part of the bifurcated 
graft using a separate graft. The left internal iliac artery that 
reached 8 cm in diameter was ligated using a strip.

The examination and USG findings 1 month after surgery 
were normal. Peripheral arterial flow was detected as tri-
phasic and the patient was free of claudication. The patient 
complained of erectile dysfunction and ejaculation prob-
lems. Hence, the patient was referred to the urology clinic.

Infrarenal AAA is seen in 2–5% of males over 60 years 
of age [4]. AAAs are asymptomatic in most patients. Ab-
dominal examination and abdominal USG are of vital im-
portance in the diagnosis of AAA. 

Currently, the majority of patients with AAA (60–70%) 
are treated with endovascular aneurysm repair (EVAR) [5]. 
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EVAR treatment cannot be applied to every patient, al-
though it is less invasive. One of the reasons that EVAR 
was unsuitable for this patient was due to the giant size 
(15.8 cm) of the aneurysm. However, the iliac arteries be-
ing surrounded by mural thrombi is another factor that 
complicated endovascular intervention. If there are no an-
esthetic or medical contraindications for patients with non-
ruptured AAAs, open surgical repair should be the choice 
of the treatment according to the NICE guidelines [6] pub-
lished in 2018.

Although the aneurysm diameter is the most impor-
tant factor triggering abdominal aortic aneurysm rupture, 
low atmospheric pressure and the presence of low serum 
elastin-derived peptides have also been reported as addi-

Figure 1. Preoperative 3 dimensional, coronal and transverse section CT images of the 
abdominal aorta
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Figure 2. Aneurysmal sac containing a mural thrombus of approximately 25 × 15 cm
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tional factors [7, 8]. When Bown et al. reviewed 580 cases 
of rupture over a 10-year period, they found a significant 
elevation in ruptured AAA admissions in December (when 
atmospheric pressure was the lowest) compared to Au-
gust (when atmospheric pressure was the highest) [7]. This 
case was also referred to our hospital in December and the 
severe abdominal and back pain on admission mimicked 
a ruptured AAA. 

Open surgical repair is associated with higher incidence 
of complications when compared to EVAR. Erectile dysfunc-
tion occurring in our patient following surgery may be due 
to the ligation of the internal iliac artery. Ligation of the 
iliac artery is performed in gynecological, oncological and 
vascular surgery for various reasons. Complications of in-
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ternal iliac artery ligation in vascular surgery patients in-
clude hip claudication (21.2%), spinal cord ischemia (9%), 
colonic ischemia (7%), hip necrosis (5%) and erectile dys-
function (2.7%) [9]. The complication of erectile dysfunc-
tion in this case may have also been caused by injury to 
the sacral parasympathetic ganglia. There are more cases 
of complications due to internal iliac artery ligation follow-
ing vascular surgery than obstetric surgery reported in the 
literature [9]. This may be due to the fact that vascular sur-
gery patients are more prone to obstructive atherosclerosis 
with older and developing collaterals. As a matter of fact, 
in this case, the age of the patient is 65 and he also had 
coronary artery disease in which atherosclerosis seems to 
be the most important factor. 

According to a study about giant abdominal aortic aneu-
rysms (> 13 cm) by Ullery et al., it was observed that nearly 
all patients were male, like the patient we present here [10]. 
This may be due to the association of estrogen receptors 
concentrated in vascular cells, particularly in women with 
low metalloproteinase activity [11].

Although the incidence of giant AAA is very low nowa-
days, most of these patients are treated with classical open 
surgery because of anatomical obstacles. Our case is one of 
the largest case of AAAs in the literature (15.8 cm) and was 
successfully treated with open surgery.
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