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ABSTRACT

An aneurysm is a balloon-like expansion in the wall of a 
weakened blood vessel. If the vessel wall is too stretched, the 
vessel can rupture, which is a life-threatening complication. 
There may be a familial predisposition, but specific causes 
include atherosclerosis, fungal infections, syphilis, aortitis, or 
trauma. The most significant is an aortic aneurysm, which can 
occur in any part of the aorta, but 3/4 of them occur in the 
abdominal aorta.
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INTRODUCTION

An aneurysm is a localized expansion of an artery that 
may happen as a inherent inconsistency or as a result of 
arteriosclerosis and high blood pressure [1]. There are three 
sorts of aneurysms found-saccular in which the vessel 
distention protrudes from one side; fusiform in which the 
distention includes the whole circumference of the vessel; and 
dismembering in which a tear happens in the intimal layer of 
the artery and with pressure, blood parts the divider creating a 
hematoma that isolates the average layers of the aortic divider. 
In dismembering aneurysms, for the most part the division of 
the layers does not totally encompass the lumen but may run 
the whole length of the vessel.

Factors that may accelerate aneurysm arrangement 
incorporate atherosclerosis, hypertension, syphilis, Marfan’s 
syndrome, cystic medial necrosis, injury, innate anomalies, and 
pregnancy.

Aneurysms that result from Marfan’s syndrome more often 
than not include the to begin with parcel of the aorta, and 
result in aortic insufficiency. Syphilitic aneurysms more often 
than not happen in the climbing thoracic aorta.

Abdominal aortic aneurysms ordinarily include that portion of 
the aorta between the renal and iliac arteries, and thoracic aortic 
aneurysms (TAA) happen primarily in the rising, transverse or 
slipping aorta with a predominance toward men between 60 



2025; 4(1):13Franjic S. 

Citation: Franjic S. (2025). Aortic Aneurysm Can Occur in any Part of the Aorta. Gastro Res. 4(1):13.

2

 DOI : https://doi.org/10.35702/gas.10013

and 70 years of age. Mycotic aneurysms happen as a result 
of shortcoming in the vessel from an infective prepare, such 
as endocarditis, and more often than not include the fringe 
courses, but have been known to influence the aorta.

Aorta

The aorta is the conduit through which the blood ejected 
from the left ventricle is conveyed to the systemic arterial 
bed [2]. In adults, its breadth is around 3 cm at the origin, 2.5 
cm in the plummeting parcel in the thorax, and 1.8 to 2 cm 
in the abdomen. The aortic divider consists of a lean intima 
composed of endothelium, subendothelial connective 
tissue, and an inner versatile lamina; a thick tunica media 
composed of smooth-muscle cells and extracellular lattice; 
and an adventitia composed basically of connective tissue 
encasing the vasa vasorum and nervi vascularis. In expansion 
to its conduit work, the viscoelastic and compliant properties 
of the aorta moreover subserve a buffering work. The aorta 
is enlarged during systole to empower a parcel of the stroke 
volume to be put away, and it draws back during diastole so 
that blood proceeds to stream to the outskirts. Since of its 
persistent introduction to tall pulsatile pressure and shear 
stretch, the aorta is especially inclined to damage and illness 
coming about from mechanical injury. The aorta is moreover 
more inclined to break than any other vessel, particularly with 
the improvement of aneurysmal dilatation, since its divider 
pressure, as administered by Laplace’s law (i.e., relative to the 
item of weight and span), would be increased.

Artery Supplies

The arterial supply of the GI tract comes from three branches of 
the stomach aorta: celiac course, predominant and second rate 
mesenteric courses [3]. These branches of the stomach course 
are joined together by means of arterial trunk anastomoses, 
shaping collaterals that guarantee productive conveyance of 
supplements, oxygen, and other substances to the particular 
districts and organs.

In people, the celiac trunk branches from the thoracic aorta 
at vertebra T12. The celiac trunk feeds the stomach, liver, 
pancreas, portion of the duodenum, and stomach portion of 
the esophagus with oxygenated and nutrient-rich blood. The 
celiac trunk is composed of the splenic, the hepatic and the 
cleared out gastric supply route. But other collateral vessels 
may emerge from the celiac trunk. The cleared out gastric 
course gives rise to the esophageal and gastric branches. 

In expansion, the esophagus is fed with small supply routes 
branching off the thoracic aorta (esophageal department of 
the thoracic aorta). The common hepatic course produces the 
taking after branches—proper hepatic artery, right gastric 
artery, gastroduodenal artery, which feed their individual 
organs and districts of the GI tract. The splenic course gives 
rise to various branches that supply the pancreas, omentum, 
and spleen. Generally, 25% of hepatic blood is provided by 
the hepatic artery (review that around 75% is provided by 
the entrance vein). The cruel pressure of blood in the hepatic 
artery is roughly rise to to the pressure of blood in the aorta.

The prevalent mesenteric artery supplies the right colon, 
portion of transverse colon, and small intestine, whereas 
the second rate mesenteric artery supplies the cleared out 
colon. There are two fundamental components of arterial 
blood supply of the GI tract—intramural and extramural 
components. The intramural component of GI tract blood 
supply includes arterial vascular framework that is found 
interior the dividers of the districts and organs of the GI tract 
such as the guts and liver. The extramural component shows 
the sort of vascular conveyance seen in the esophagus.

Aortic Aneurism

An aneurysm is characterized as a pathologic dilatation of 
a portion of a blood vessel [2]. A true aneurysm includes all 
three layers of the vessel divider and is recognized from a 
pseudoaneurysm, in which the intimal and average layers 
are disturbed and the dilatation is lined by adventitia as it 
were and now and then by perivascular clot. Aneurysms may 
moreover be classified concurring to their net appearance. A 
fusiform aneurysm influences the whole circumference of a 
section of the vessel, coming about in a diffusely expanded 
injury. In differentiate, a saccular aneurysm includes as it were a 
parcel of the circumference, coming about in an outpouching 
of the vessel divider. Aortic aneurysms are moreover classified 
concurring to area, i.e., stomach versus thoracic. Aneurysms 
of the slipping thoracic aorta are as a rule coterminous 
with infradiaphragmatic aneurysms and are alluded to as 
thoracoabdominal aortic aneurysms.

AAA

Abdominal aortic aneurysms (AAA) are found in 1.5% to 3% 
of older adults but in 5% to 10% of higher chance patients, 
such as those with known atherosclerotic illness [4]. AAA is 
a degenerative condition regularly found in more seasoned 
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white men (> 50 years), most commonly in smokers, who 
regularly have atherosclerotic illness somewhere else, such as 
coronary course illness or fringe vascular infection. Smoking 
has been found to be the most noteworthy chance figure for 
the advancement of AAAs. Hence, it is prescribed that men 
between the ages of 65 and 75 who have a history of smoking 
ought to be screened for AAA with ultrasound.

In checked differentiate to the sensational introduction of 
dismemberment of the thoracic aorta, patients with AAA are 
ordinarily asymptomatic; AAAs are regularly found by physical 
examination with discovery of a midline pulsatile mass and 
auscultation of an stomach bruit or famous by chance on 
imaging (ie, ultrasound) [1]. AAA is more often than not 
characterized as a widening of the aorta with a distance across 
more noteworthy than 3 cm, ordinarily underneath the renal 
vasculature and over the bifurcation of the common iliacs.

One complication of AAAs is atheroembolic disease—small 
thrombi may frame inside the aneurysm due to turbulent 
blood stream and can embolize to limits, driving to signs of 
distal ischemia. Discoveries can run from blue toe disorder 
to livedo reticularis. In any case, the dreaded complication 
of AAA is spontaneous rupture, which can be visualized 
with ultrasound or differentiate CT (computed tomography). 
If AAA ruptures anteriorly into the peritoneal depth, the 
understanding ordinarily exsanguinates and dies inside 
minutes. If AAA bursts posteriorly and the bleeding is limited 
to the retroperitoneum, the peritoneum can deliver nearby 
tamponade, and the understanding will show with serious 
lower back or midabdominal pain. Skin discoveries of rupture 
may incorporate Dim Turner sign, which is ecchymosis of the 
flank, and Cullen sign, which is periumbilical ecchymosis. 
Generally, the mortality rate of burst AAA is 80%, with 50% of 
patients passing on some time recently they reach the clinic. 
The chance of break is related to the measure of the aneurysm: 
The yearly rate of burst is low if the aneurysm is littler than 5 
cm but is at slightest 10% to 20% for 6-cm aneurysms.

Aortic Dissection

Dissection of the thoracic aorta is among the most dreaded 
substances in all of medication since of the exceedingly tall 
mortality and the speed with which its wounds gotten to 
be irreversible [5]. An intimal tear of the aorta permits blood 
stream to exit the lumen and travel a variable remove inside 
the media. Depending on the area of the intimal tear and 
the heading in which blood voyages, aortic dissections can 

be categorized utilizing two noticeable classification plans. 
The DeBakey classification depicts the area and the degree, 
though the more rearranged Stanford classification looks at 
area alone. A Stanford type A dissection includes the climbing 
aorta; a Stanford type B includes the curve or slipping aorta.

The exact etiology of aortic dissections is hazy, but there is 
an unambiguous affiliation with a assortment of conditions, 
counting aortic aneurysms, hypertension, smoking, 
pregnancy, and later intravascular injury. Once blood enters 
the average plane, the intima “floats” inside the aortic lumen 
and has a characteristic appearance on CT looks. The blood 
inside the wrong lumen reenters the true lumen through any 
number of actually made fenestrations or gaps, either from 
disturbance of the side branches or from reentry at the end of 
the untrue lumen. Blood stream to any of the side branches off 
of the aorta can be compromised by the intimal fold, causing 
ischemia, a condition alluded to as malperfusion. Malperfusion 
can include the coronary arteries, branches of the aortic 
curve to the brain, the renal courses, the mesenteric courses, 
or branches to the lower limits or the spinal cord. Blood can 
also exit the untrue lumen pathway into the adventitial space, 
causing free rupture. Rupture is more likely in Stanford type 
A dissections since of the intrapericardial area of the rising 
aorta and the expanded mechanical powers related to the 
vicinity to the cleared out ventricular outpouring tract. Type B 
dissections in the slipping aorta do not involvement the same 
mechanical strengths, since the more proximal aorta retains a 
critical sum of the active vitality. In expansion, the extrapleural 
tissue makes a difference fortify the debilitated adventitia, 
containing potential ruptures.

Atherosclerosis

A small artery that experiences arteriosclerotic alter gets to 
be limited and may inevitably gotten to be thrombosed [6]. A 
large artery, such as the aorta, has a breadth so expansive that 
total obstacle is exceptional. In any case, atheromatous stores 
tend to harm the divider of the aorta, diminishing its versatility 
and debilitating the divider. The aortic divider tends to swell 
out beneath the push of the high pressure inside the vessel, 
shaping an aortic aneurysm. Aortic aneurysms more often 
than not create in the distal portion of the stomach aorta, 
where the weight is most noteworthy and the atheromatous 
alter is most serious. As a rule, the insides of the aneurysm gets 
to be secured with a layer of thrombus fabric, and the divider 
frequently gets to be in part calcified. Aneurysms moreover 
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happen in the thoracic aorta, as a rule in affiliation with a 
history of tobacco utilize and hypertension.

Atherosclerosis is the major cause of aortic aneurysms, but 
there shows up to be a few hereditary inclination as well 
since 15 to 20 percent of patients with an aneurysm also have 
another influenced family part. An aortic aneurysm ordinarily 
broadens gradually and does not create side effects at first. 
Since a little aneurysm is troublesome to identify by physical 
examination, current rules prescribe a schedule ultrasound 
screening examination to recognize an asymptomatic 
aneurysm in any adult older than age sixty-five who has 
chance variables that incline to atherosclerosis or who has a 
family history of an aortic aneurysm.

Aortic aneurysms are unsafe since they may burst, driving 
to enormous and frequently fatal hemorrhage. The ordinary 
cross-section breadth of the stomach aorta is approximately 
2 cm. An aneurysm surpassing approximately 5 cm in breadth 
may break and ought to be repaired. In common, the bigger 
the aneurysm, the more noteworthy the probability of rupture.

The standard open surgical aneurysm repair method comprises 
of opening the aneurysm and sewing a nylon or Dacron unite 
into the aorta over and underneath the aneurysmal portion so 
that the blood streaming through the aorta streams through 
the graft or maybe than through the aneurysm. It is not 
fundamental to extract the aneurysm that has been bypassed 
by the unite, and ordinarily the dividers of the aneurysm are 
wrapped around the join. This strategy is a well-established, 
solid, and exceedingly effective strategy of treatment, but it is 
a major surgical strategy and postures critical dangers to more 
seasoned patients who may have coronary artery disease and 
other medical problems.

Treatment

Patients with thoracic aortic aneurysms, and especially 
patients with Marfan syndrome who have prove of aortic root 
dilatation, ought to get long-term beta-blocker treatment [2]. 
Extra restorative treatment ought to be given, as fundamental, 
to control hypertension. Agent repair with arrangement of a 
prosthetic join is shown in patients with symptomatic thoracic 
aortic aneurysms, and in those in whom the aortic distance 
across is >6 cm or has expanded by >1 cm per year. In patients 
with Marfan syndrome, thoracic aortic aneurysms >5 cm 
ought to be considered for surgery.

The chance of burst must be weighed against the surgical 
hazard of elective repair, which customarily requires extraction 
of the unhealthy aorta and substitution with a Dacron graft, in 
spite of the fact that endovascular treatment with arrangement 
of an aortic stent unite is presently commonly performed [4]. 
Agent repair of AAAs is demonstrated for aneurysms 5.5 cm or 
more prominent in distance across, aneurysms growing more 
than 1 cm per year, or symptomatic aneurysms. Postoperative 
complications may incorporate bowel ischemia, disease, and 
once in a while, aorto-enteric fistula. As for reconnaissance of 
AAAs, the current suggestions are that patients experience 
a few sort of imaging of the aneurysm (MRI, CT check, or 
ultrasound ponder) at 6-month to 3-year interims, depending 
on the chance of rupture.

Rupture

The aorta ought to be overviewed by ultrasound in any 
persistent having unexplained shock [7]. Sonography is 
suggested as an precise symptomatic test in that circumstance. 
Stomach probe having a recurrence of 2.5–3.5 MHz is utilized. 
The aorta is found to the cleared out of the midline. The aorta 
will be pulsatile and the coeliac hub and prevalent mesenteric 
courses will be seen stemming from the aorta anteriorly in 
the longitudinal segment. Turn the test 90° with the marker 
indicating to the right and see the transverse segment of the 
aorta. Check the aorta beginning from the epigastrium and 
take after it distally till the bifurcation where the two common 
iliac supply routes are seen.

The external distance across ought to be included in the 
estimation. A breadth bigger than 3 cm or more than 1.5 times 
of the proximal uninvolved breadth of the aorta ought to be 
considered irregular. A thrombus may be seen inside the aortic 
lumen. Stream or Colour Doppler can be utilized to think about 
the stream inside the aneurysm. Finding free intra-peritoneal 
liquid is exceptionally genuine as it may demonstrate a 
burst aortic aneurysm. It may be troublesome to visualize 
the stomach aorta from the front stomach approach since 
of nearness of gas or weight. Delicate compression may be 
required to move the bowel gas absent from the view.

IABP

The intra-aortic balloon pump (IABP) is an progressed method 
that is utilized in the management of cardiovascular issues 
that are headstrong to schedule therapeutic therapeutics [1]. 
An intra-aortic balloon catheter (IAB) is embedded into the 
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plummeting aorta, most commonly by way of the femoral 
course. The IAB is at that point joined to the IABP which 
expands and collapses the balloon in synchronization with the 
cardiac cycle. The balloon blows up during diastole when the 
aortic valve closes and increments the aortic pressure when 
the blood distally to the balloon is constrained back towards 
the aortic valve. The coronary arteries are provided with extra 
blood to progress coronary blood stream and perfusion and 
to diminish preload. Flattening happens earlier to the onset 
of systole and diminishes the aortic weight and ventricular 
resistance and makes it less demanding for the ventricle 
to contract and oust its ordinary volume of blood, hence 
diminishing afterload. This counterpulsation and uprooting of 
blood diminishes myocardial oxygen request by diminishing 
myocardial workload and increments coronary perfusion and 
cardiac output.

Indications for utilize of IAB counterpulsation incorporate 
cardiogenic shock, valvular disease, unmanageable chest 
torment safe to restorative treatment, prophylactic back during 
coronary angiography or anesthesia acceptance, papillary 
muscle break, ventricular septal abandons, complications of 
intense myocardial areas of dead tissue, weaning from the 
cardiopulmonary bypass, septic shock, and as a bridge to 
cardiac transplantation. Counterpulsation is contraindicated 
in patients with serious aortic lacking, dismembering 
aneurysms, fringe vascular infection, natural brain disorder, 
irreversible brain harm, truant femoral beats, injury that has 
brought about in internal bleeding, active bleeding ulcers, 
blood dyscrasias, or past aortofemoral or aortoiliac bypass 
grafts.

Because the potential for complications is tall, this method 
ought to be utilized as it were by staff well-versed and 
competent in all viewpoints of the IABP work and investigating 
complications.

Two of the major complications related with the utilize of 
the IABP are compromise of the cleared out circulation and 
trouble with weaning the persistent from the IABP.

Repair

Although aorto- enteric fistulae may result from untreated 
aortic aneurysms dissolving through the intestine, they are 
more frequently auxiliary to surgical or endovascular aortic 
repair [8]. Most create between the aorta and duodenum. 
‘Herald bleeding’ whereby patients encounter numerous 

littler drains some time recently enormous discharge is not 
unprecedented. Between 27% and 60% of patients do not 
show with GI (gastrointestinal)bleeding, instep displaying 
with sepsis. CT angiography is the imaging methodology 
of choice (affectability 94%, specificity 85%) and ought to 
be performed some time recently upper GI, lower GI, or 
small bowel endoscopy. There is no part for MR (magnetic 
resonance) angiography in intense enormous GI drain with 
haemodynamic precariousness. Aorto- enteric fistulae may be 
treated surgically (extraction of unite, and at that point join 
recreation or bypass) or through an endovascular approach 
with stenting, balloon occlusion, or coil embolization. There is 
a 7% in- healing center mortality rate for endovascular repair 
(34% for surgical repair), and a hazard of contamination of 
44% at 13 months (25% at 9 months for surgical repair).

CONCLUSION

The course of the disease depends on the size of the aneurysm; 
rupture rarely occurs if the aneurysm is less than 5 cm wide, but 
the frequency increases significantly if the aneurysm is more 
than 6 cm wide. Surgery is therefore recommended for all such 
aneurysms, unless there are contraindications to surgery. The 
correction consists of replacing the part of the blood vessel 
wall affected by the aneurysm with a synthetic graft. Rupture 
of an abdominal aortic aneurysm may be suspected if severe 
pain occurs in the lower abdomen and back. Depending on 
the severity of the bleeding, hypovolemic shock and death 
may follow. Rupture or threatened rupture are therefore 
considered surgical emergencies. The risk of surgery for a 
ruptured aneurysm is about 50%, and if renal failure occurs 
after surgery, the prognosis is extremely poor.
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