
 

Evidence Discussion (PVI.103.A) 
Abdominal Aorta  
The three most common pathology types occurring in the abdominal aorta are aneurysm, dissection and 
occlusion.  Aortic dissection within the abdomen is often an extension of a thoracic dissection and 
should follow thoracic aortic imaging and treatment recommendations for acute cases.1  Chronic 
abdominal aortic dissections may degenerate into aneurysms over time and should be followed 
according to standard abdominal aneurysm intervention recommendations.2 Occlusive disease within 
the aorta often involves the mesenteric vessels as well as the adjacent iliac arteries and should follow 
imaging and treatment guidelines for lower extremity occlusive disease.3 

Abdominal aortic aneurysmal disease is usually asymptomatic and discovered incidentally.  Symptomatic 
aortic aneurysms are at high risk for rupture with a significant mortality risk and should be treated 
emergently with imaging and intervention as indicated.  Chronic aneurysms require periodic monitoring 
to determine their rupture risk. 4  There are certain criteria for repair: 

• Abdominal aorta ≥5 cm in asymptomatic patients documented by imaging  
• Abdominal aortic aneurysm of any size ≥ 3cm in a patient with a thoracoabdominal aneurysm in 

which the thoracic aortic aneurysm is ≥ 6cm documented by imaging  
• Mycotic aneurysm of any size documented by imaging or elevated WBC or positive culture  
• Patients with a growth rate of ≥0.5 cm/yr in an aorta that is between 3cm to 5 cm in diameter  
• Patients with a small aneurysm between 3cm and 5 cm with extensive mural thrombus that is 

embolizing to the lower extremities 

The anatomic location of abdominal aortic aneurysms allows ultrasound to be used as a primary imaging 
modality in most cases for surveillance.  Ultrasound uses no radiation or contrast, can be performed in 
an outpatient setting and is cost-effective.  CT/MR imaging is usually reserved for intervention planning 
or for cases where ultrasound has been found to have technical limitations related to body habitus or 
other structural issues.5,6 

Clinical decision-making for the treatment of chronic aneurysms takes into account the risk of rupture 
based on size and the morbidity of repair including cardiopulmonary events, renal dysfunction, stroke, 
limb loss, infection and death.  Endovascular aortic repair has become the predominant approach for 
cases that meet for intervention.7,8  Open aortic repair tends to have higher perioperative risks and is 
usually reserved for anatomically challenging cases for both aneurysmal and occlusive disease.  
Endovascular repairs have lower perioperative risks, but they do require additional postoperative 
surveillance as they have a higher rate of technical complications.9  Endovascular intervention planning 
does require preoperative imaging with CT/MR for proper device selection.   

Additional factors that may warrant abdominal aortic imaging and intervention include saccular or 
mycotic aneurysm formation, penetrating ulcer, trauma, connective tissue disease and familial/genetic 
disorders that predispose patients to dissection and aneurysm formation.10  Abdominal aortic 
aneurysms may be isolated; however, they may extended into the pelvis to include the iliac arteries.  
Concomitant repair of aortic and iliac segments is frequently indicated due to their proximity.11 
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