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=Abstract=

Retroperitoneal Approach for the Surgical Treatment of Abdominal Aortic
Aneurysm
-One Case Report -

Soon Pil Hong, M.D.*, Je Moon Son, M.D.*, Jae Pil Lee, M.D.*, wang Deog Moon, M.D.*,
Young Hak Kim, M.D.*, Won Sang Chung, M.D.*, Heng Ok Jee. M.D.*

We experienced one case of surgical treatment of abdominal aortic aneurysm using retroperitoneal
approach. The transperitoneal route has been the standard surgical approach for elective and emerg-
ency treatment of aneurysmal or occlusive disease. Among its cited advantages for aortic reconstruc-
tion are familarity with the exposure, easy access to the infrarenal aorta and iliac vessels, possibility of
simultaneous inspection of the intra-abdominal viscera, and speed of opening and closure.

Despite the proved versatility of the transperitoneal approach, it is commonly associated with pro-
longed ileus, increased third space fluid loss, and significant pulmonary complications. The retroperi-
toneal approach, on the other hand, has many advantages;excellent exposure for the repair of juxta-
renal or suprarenal abdominal aortic aneurysms and visceral vessel occlusive disease, fewer postopera-
tive complications, decreased postoperative third-space fluid losses from intraoperative evaporation
and ileus, and improved postoperative pulmonary function. Atherosclerosis was most common cause
of abdominal aortic aneurysm. Dacron graft (18 mm) was replaced successfully.

Postoperative course was uneventful and he was discharged in good condition.

(Korean J Thoracic Cardiovas Surg 1993;26:492-495)
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Fig. 1. Preoperative abdominal sonography

Fig. 2. Preoperative chest-abdominal CT
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Fig. 3. Preoperative aortography-PA film

Fig. 4. Preoperative aortography-iateral film
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Fig. 5. Operative findings Zero-porosity woven dacron graft
(arrow)

Fig. 6. Postoperative abdominal sonography

Mclve

TET FE AMES A F, BoFaby 2ub (ret-
roperitoneal approach)g- sled B2 QT4 F-2 €] 2] 2] 9
A A Tem koA AAER 7| A5 Sem $hu7tA|
Zatelgh F 575 S da g o2 aidbsigdoh a3t
A5 Abgste] utelgl 5 Fe] At A HFE 2wt
& Foll QEARE Fo2 Arst, AR} BIE 94
40°C Ringer’s lactate solution & = 30 ¥-o}ct 4} Zel-o
) =qlstadct.

g7kt Folvt Bl o 2 He| o FEE dae
Ao e B x ol d Pz HedoA

BopEesh A7 U shgziet Bolo) @ $5

o

!

L5

2] 7|
1993;26:492-495
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