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Ruptured abdominal aortic aneurysm

mimicking acute coronary syndrome
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Prevalence of coronary artery disease (CAD)
among patients with aortic abdominal aneurysms
(AAAs) ranges between 40% and 60%." A correla-
tion between CAD severity and AAA prevalence
has also been observed. The prevalence of AAA
in patients with 3-vessel disease is substantial-
ly higher than in general population.? Coronary
artery disease is an important risk factor for ear-
ly mortality after aneurysm repair.** We present
a case of a ruptured abdominal aneurysm mim-
icking acute coronary syndrome in a middle-aged
patient with 3-vessel disease.

A 55-year-old man with a suspicion of acute
myocardial infarction (AMI) was admitted to
the emergency department. Due to symptoms
indicative of acute coronary syndrome, the pa-
tient was pretreated with 300 mg of oral clopido-
grel during transportation to the hospital. He pre-
sented with sweating as well as acute retrosternal
and upper abdominal pain, among other symp-
toms. Examination at admission revealed a blood
pressure of 70/50 mm Hg and a regular heart rate
of 76 bpm. Physical examination of the abdomen
was unremarkable (no rebound tenderness or
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abdominal guarding). Acute coronary syndrome
was suspected at that point based on patient’s age,
2-year history of 3-vessel disease eligible for cor-
onary artery bypass grafting, and current symp-
toms. Electrocardiogram and chest X-ray were
unremarkable. Relevant laboratory tests did not
confirm AMI (creatine kinase, 23 U/], creatine ki-
nase muscle-brain fraction, 12.1 U/], troponin I,
0.004 ng/ml) and revealed only slight macrocyt-
ic anemia (red blood cells, 3.97 x 108/ul; hemoglo-
bin, 12.7 g/dl; hematocrit, 39.2%; mean corpuscu-
lar volume, 98.7 fl). Abdominal ultrasound indi-
cated abdominal aortic dilation of approximate-
ly 46 mm with concentric perimural thrombus,
which prompted further imaging examinations.
Computed tomography angiography depicted
infrarenal AAA with bilateral iliac involvement,
namely, the largest aneurysmal dilation of 61 mm
located within the right common iliac artery, and
signs of blood extravasation (FIGURE 1A-1D).

The patient was referred for emergency en-
dovascular repair due to severe cardiac comor-
bidity. He was treated under general anesthe-
sia with a successful implantation of a branched

Ruptured abdominal aortic aneurysm. Axial computed tomography angiography images (A and B) show
abdominal aortic aneurysm with concentric intraluminal thrombus (a) encompassing both iliac arteries. Blurring of
the left proximal border (arrow) of the abdominal aneurysm sac with an extensive hyperdense zone in the surrounding
tissues indicates rupture site with the formation of hematoma (h).
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FIGURE 1 Curved multiplanar reconstruction (C) and
3-dimensional volume-rendering reconstruction (D)
showing the ruptured aortoiliac aneurysm. Posttreatment
3-dimensional volume-rendering computed tomography
angiography reconstruction (E) at 3-month follow-up
depicting successful deployment of the aortoiliac stent
graft (arrows) to the infrarenal segment of the abdominal
aorta as well as common and external iliac arteries on
both sides. No signs of perigraft endoleaks are visible.

stent-graft (Zenith, Cook Medical, Bloomington,
Indiana, United States) to the infrarenal abdom-
inal aorta and both iliac arteries. Temporary in-
flation of the latex balloon in the infrarenal aor-
tic segment was used to prevent excessive blood
loss during the procedure. The patient developed
typical symptoms of myocardial ischemia the day
after procedure. Due to elevated serum markers of
myocardial infarction (troponin I, 0.245 ng/ml),
he was transferred to an intensive cardiology unit
and underwent coronary angiography, based on
which he was again referred for cardiac surgery.
The patient underwent urgent coronary artery
bypass grafting. He was discharged after 8 days
in good clinical condition. Follow-up computed
tomography angiography at 3 months (FIGURE 1E)
confirmed effective endovascular repair of the ab-
dominal aorta and both iliac arteries, with no
signs of endoleaks.

Our case shows that one should stay alert and
consider the possibility of other serious etiologies
despite a relatively young age, typical history, and
clinical symptoms suggestive of AMI in a patient.
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