hAENALSNEL ARG 2017 4F 11 ASS

16 %55 11 Chin J Dig Surg, November 2017,Vol.16,No.11 - 1091 -

Mz

FTAXY

EEFIESFHNLIE
SNEHE Tr 3R &

TR ThRA

[FZE] 6 E IR A I S e 0 L,
HNEHATT S H RIS  RIT S FEE T FREA S
P SRR —— 2[RIV 3A S 43 W) Ak B 3= 30 BkoORe 5 1 A 3
JHRe PR RS B R VR, B
SEA MRS FE SCHR [ B30, R A28 B IR R, HE 32 Bk
JeA FE A 2 AR B LR, IR TR YT I 3 B KR 1 3, T AR R
UE AL TE# AT, [FIIVIBR IS B B b, Wil
AT B TE 32 sh Vo 1 A R RIS B s B T AL 1
e el o N N G MDA N P S g e vz

[X@iR] MEEEhbkm; T

A; EEIKEANBEAR

E&WH . HHKARFE 4 (81270378) ; FIK TAM

TR B 2 0 &6 R 2F R 530 H (254003)

SR

Strategy of surgical management on abdominal aortic aneu-
rysm combined with gastrointestinal malignancy  Wang
Shenming, Ning Junjie. Department of Vascular Surgery, the
First Affiliated Hospital ,
510080, China

Corresponding author. Wang Shenming, Email : wshenm@ mail.

Sun Yat-Sen University, Guangzhou

sysu.edu.cn
[ Abstract ]

aortic aneurysm ( AAA) combined with gastrointestinal malig-

The incidence of concomitant abdominal
nancy is rare, but it still represents an issue of controversy
regarding the optimal treatment. It is unclear whether to treat the
AAA and gastrointestinal malignancy simultaneously or in a
staged manner as both options offer advantages but also carry
some substantial risks. This study attempts a historical review of
the surgical practice during the past decades by reviewing the
existing literatures on this topic. In general, the most symptomatic
lesion or the most life threatening condition should be treated
firstly. Large aneurysm should usually be resected in preference
to gastrointestinal malignancy unless the tumor is locally advanced,
perforated or likely to result in intestinal obstruction. If both
lesions are complicated there may be a case for simultaneous
treatment. The evolution of vascular stents and the reported effi-
cacy of endovascular aortic repair (EVAR) provide an alterna-
tive method for treating high risk patients. If the anatomical cri-

teria are satisfied, EVAR combined with laparoscopic operation
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could become the optimal solution for the concomitant AAA and
gastrointestinal malignancy patients, especially those who require
minimally invasive treatment.
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