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Abstract
Abdominal aortic aneurysm (AAA) is the most common type of aneurismal diseases. Generally, it is asymptomatic and when it is ruptured, it develops with high morbidity and mortality. Case report: A 62-years-old
male patient consulted our emergency with a pain at his dorsum and lumbar part. Cardiologist with a suspicion of coronary artery disorder or dissection, coronary angiography was executed. Consecutive lesions of
LAD artery (left anterior descending) 40% - 50% and 90%, CX artery (circumflex) 40% and 80% - 90%, and
a lesion of RCA (right coronary artery) 20% - 30% were detected. With a suspicion of rupture, abdominal
aneurysm tomography (CT) was demanded. In the tomography, a 7-cm-diameter ruptured abdominal aortic
aneurysm was diagnosed. Levosimendan support was started. Under the support of levosimendan a Y graft
operation was performed. The operation was ended up with levosimendan support considering that coronary
bypass would increase mortality and morbidity. Discussion: Approximately 50% of the ruptured aneurysms
are died before they reach hospital while the 30% - 70% operated ones are died within 30 days after operation. Early diagnosis and follow-up is extremely important to decrease morbidity and mortality. The patients
consulting with rupture must be taken to the operation without delay. What should be done if coronary artery
disorder is detected in the patient whose AAA is ruptured and if the bypass is necessary? In our opinion, a
decision must be made according to the patient’s clinical condition. As a result of our case, we thought repairing the abdominal aortic aneurysm necessitates the other comorbidites must be treated medically. We
aimed to decrease the cardiac oxygen requirement by starting levosimendan and decline afterload. If the patient, whose coronary artery disorder is detected, is under risk and his overall condition is bad, we think that
coronary bypass operation can be delayed.
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1. Introduction
Abdominal aortic aneurysm (AAA) forms the most
common type of aneurismal diseases. Generally, it is
asymptomatic and when it is ruptured, it develops with
high morbidity and mortality. While atherosclerosis generates the most frequent reason; smoking, male sex, hypertension, hyperlipidemia and collagen tissue disorder
are the other risk factors.

2. Case Report
A 62-years-old male patient applied to our emergency
with a pain beginning from the chest and spreading to the
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lumbar region. The patient’s blood pressure was 55
mmHg - 30 mmHg. With the support of intravenous solution, his blood pressure was kept under acceptable limits. With a suspicion of coronary artery disorder dissection, coronary angiography was executed. (Figure 1)
Consecutive lesions of LAD artery (left anterior descending ) 40% - 50% and 90%, CX artery (circumflex)
40% and 80% - 90%, and a lesion of RCA (right coronary artery) 20% - 30% were detected. Coronary angiography and then descendan, abdominal aortography
were performed with the suspicion of dissection; by the
way, abdominal aorta aneurysm was detected. With a
suspicion of rupture, abdominal ultrasound was applied
under emergency conditions. An aneurysm was detected
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Figure 1. Coronary artery disease.

in USG and after the detection of flab in the aneurysm
cyst, with a suspicion of dissection, contrasty thoracoabdominal tomography (CT) was demanded. In the
tomography, a 7-cm-diameter ruptured abdominal aortic
aneurysm was diagnosed. (Figure 2) In retroperitoneal
region, a 23 × 10 × 7-cm localized hematoma on the left
kidney was detected. The patient was taken to the intensive care unit of cardiothoracic surgery. Levosimendan
infusion was started with the lowest dosage due to low
blood pressure. Chest pain was relieved after the infusion.
The patient was stabilized in terms of coronary artery
disease. His blood levels were Hgb 10 gr/dl, Hct 30%,
KB 70/30 mm Hg, pulse rate was 60/sec. He was operated under emergency conditions. Under the support of
levosimendan, abdomen was opened with median laparotomy and it was detected that the aneurysm was ruptured from left back side. A Y graft operation was carried
out from aorta to the bilateral iliac arteries by implementing a surgical clamp from the region below the kidney to the aorta. Excessive amount of hematoma was
cleared from the outer surface of the left kidney and
retroperitoneally. Because the patient’s overall condition
was deleterious and his hemodynamia wasn’t stable, the
operation was ended up with levosimendan support considering that coronary bypass would increase mortality
and morbidity. Because heparin usage was increased the
operation time. He didn’t experience hemodynamic
problem during his follow. 5 days after his operation, a
pneumonia infection was added. The patient whose
overall condition improved thanks to the suggestions of
thoracic medicine and infection was discharged healthily
18 days after the operation.

3. Discussion
Abdominal aortic aneurysm is a clinical condition which
Copyright © 2011 SciRes.
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Figure 2. Ruptured abdominal aortic aneurysm.

improves silently and develops with high mortality when
ruptured. Approximately 50% of the ruptured aneurysms
are died before they reach hospital while the 30% - 70%
operated ones are died within 30 days after operation [1].
The mortality of aneurysms applied elective surgery
ranges between 2% and 6% [1]. Many studies have indicated a significant unity between aneurysm and atherosclerosis [2-4]. Male patients, over the age 75, have the
risk of developing AAA 8 times more than female patients; in addition, smoking, the use of statin, male sex,
high serum total cholesterol and lower HDL cholesterol
increase the risk [1]. AAA can be diagnosed with the
help of physical examination, ultrasound and tomogramphy. In 3% of the cases, diagnosis cannot be achieved
with ultrasound. Early diagnosis and follow is extremely
important to decrease morbidity and mortality. After
being ruptured, excessive increase in morbidity and
mortality appears. The patients consulting with rupture
must be taken to operations in emergency. Most patients
don’t have the opportunity to have additional examinations like coronary angio or etc. What should be done if
coronary arteries disorder is detected in the patient ruptured and bypass is necessary? It is obvious that the first
intervention is obligatory to the ruptured AAA. However,
after the intervention to the aneurysm, should coronary
bypass be applied or should there be following? In our
opinion, a decision must be made according to the patient’s clinic. Does subsequent coronary bypass operation
increase morbidity and mortality? The existence of cardiovascular disorders and depressed cardiac functions are
substantially significant in determining mortality and
morbidity [5]. The existence of coronary artery disorder
is an important factor to determine preoperative mortality.
If AAA, which cannot be ruptured, is enormous and
symptomatic, its rehabilitation can be done concurrently
WJCS
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with coronary bypass surgery [6]. If AAA is not enormous and symptomatic, it can be rehabilitated 2 - 4 weeks
after the coronary bypass surgery [6]. When combined,
aneurysm rehabilitation can be done with beating bypass
or partial cardiopulmonary bypass. It is detected that
bleeding increases within the ones who had partial cardiopulmonary bypass [6]. In the critical patients, if cardiac functions and the oxygen amount reaching the heart
can be provided within the optimal conditions during and
after the operation, mortality and morbidity decrease
noticeably [7,8]. In our case, the patient has requiring
coronary bypass surgery. So to prevent this problem we
prefer to use levosimendan. So, we supplied cardiac stabilization by increasing oxygen presentation and decreasing after- and pre-load and oxygen consumption.
Levosimendan have cytoprotective vasodilator properties and treatment of non-compensated heart failure. Levosimendan enhances myocardial contractility, decreasing
myocardial oxygen comsumption [9]. It binds to calcium
saturated cardiac troponin C (cTnC), this effect of levosimendan was shown to be dependent on the concentration of intracellular ionized calcium (Enhanced myocardial contractility, no increased oxygen consumption)
[10,11]. The second mechanism stimulates ATP-sensitive potassium channels. (Anti stunning effects, anti ischaemic effects) Positive inotropic agents, phosphodiesterase inhibitors and adrenergic agonists such as dobutamine, associated with increasing myocardial oxygen
demand and the potential to induce myocardial ischaemia
or malignant arrhythmias [12,13]. Levosimendan may
also exert vasodilator effects on human coronary conductance and resistance arteries [14]. After the drug infusion, coronary artery diameter, velocity, and flow increase significantly [14]. The most commonly adverse
effects associated with the use of levosimendan are hypotension, headache, dizziness and nausea.
We avoided to use heparin requiring procedures because of our belief that heparin usage increases the
bleeding. That is why we are reluctant the coronary bypass surgery the aneurysm repair. As a result of our case
we thought that while repairing the abdominal aortic
aneurysm the other comorbidites must be treated wıth
medically.
Our patient consulted us with a shock state and his
overall condition was bad. We aimed at decreasing the
cardiac oxygen requirement by starting levosimendan
and declining afterload. We increased the cardiac supply
by rising blood pressure a bit. Considering that an application of coronary bypass would increase morbidity and
mortality, we decided to follow up. If the patient, that has
coronary artery disorder, is under risk and his overall
condition is bad, we think that coronary bypass operation
can be delayed.
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