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LE TECNICHE ENDOVASCOLARI DI  STABILIZZAZIONE EMODINAM ICA

RELIANT OCCLUSIVE BALLOON



LACHAT 2002



0’DONNEL 2006 : SOB 



0’DONNEL 2006: BAG



1. DOLORE

2. IPOTENSIONE

3. MASSA ADDOMINALE PULSANTE
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SINTOMATICO VS ROTTOSINTOMATICO VS ROTTO SINTOMATOLOGIA ATIPICASINTOMATOLOGIA ATIPICA



� EMORRAGIA DIGESTIVA SUPERIORE/INFERIORE    (F.A.E. )

� INSUFFICIENZA CARDIACA AD ALTA PORTATA CON TURGORE

GIUGULARE ,EMATURIA , PROCTORRAGIA , PRIAPISMO , ED EMI 

DISTALI  ( FAC/ AORTOILACA/ AORTORENALE )
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SINTOMI

DOLORE DORSALE                                70 %

DOLORE ADDOMINALE                          58 %

SINCOPE                                                   30 %

SEGNI

MASSA                                                     91 %

DOLORE ALLA PALPAZIONE                78 %

PRESSIONE SISTOLICA < 80 mmHg 42 %

G.B.> 10.000                                             79 %

EMATOCRITO < 38 %                              42 %    
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� LOMBALGIA CRONICA (EROSIONE CORPI VERTEBRALI)

� DOLORE AL FIANCO , IRRADIATO ALL’INGUINE E TESTICOL O

� NEVRALGIA FEMORALE ( INFILTRATO SOTTO LA FASCIA 

DEL MUSCOLO ILEOPSOAS )
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DOLORE “ NON EVOCATIVO ”DOLORE “ NON EVOCATIVO ”

QUADRI CLINICI “COMPLESSI”QUADRI CLINICI “COMPLESSI”

INQUADRAMENTO CLINICO



Right lateral wall 28  %

Anterior wall 10  %

Posterior wall 19  %

Left lateral wall 17  %

Pelvic ar 22  %

Suprarenal 4  %

QUADRO CLINICO

VS 

SEDE E TIPO DI   DI  ROTTURA

TANABE 1993
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MORTALITA’SEDE DI ROTTURA

SEDE E TIPO DI   DI  ROTTURA 
VS

STABILITA’ EMODINAMICA

MIANI , 1984:

Retroperitoneal 85.3  %

Intraperitoneal 7.1   %
Inferior Vena Cava        5.8   %
Bowel 1.8   %





CRITERI DI INSTABILITA’ EMODINAMICA

� Livello di coscienza: 

agitazione, sonnolenza

� Attivita’respiratoria:

respiro eupnoico, tachipnoico, dispnoico

� Attivita’ cardiaca :

bradi o tachicardia  ,  aritmie maggiori  

� Funzionalita’ renale :

oligo –anuria

� Temperatura corporea  e stato delle estremità :

Pallore , sudorazione ,marezzatura diffusa 

STABILITA’ EMODINAMICA

> 100 mmHg

80 - 100 mmHg

< 60 mmHg



GPSGPS CALL TAKER CALL TAKER DISPATCHERDISPATCHER

“RAVENNA “ EMS “RAVENNA “ EMS 





NON SI PREOCCUPI,
ABBIAMO TUTTO IL TEMPO; POSSIAMO 

INIZIARE L’ IMAGING IN SEDE DI SPOKE E 
SUCCESSIVAMENTE DESTINARLA 

ALL’ HUB VASCOLARE

SONO UN PORTATORE 
NOTO DI AAA, 

ATTUALMENTE IN FASE DI 
ROTTURA ,

MA EMODINAMICAMENTE  
STABILE(PA > 100mmHg)





NON SI PREOCCUPI,
VERRA’ IMMEDIATAMENTE 

“CENTRALIZZATO” E NON DISPERIAMO 
DI RIUSCIRE AD OTTENERE UN 

“IMAGING “ ADEGUATO PRIMA DI 
TRASFERIRLA RAPIDAMENTE 

IN SALA OPERATORIA
SONO UN PORTATORE NOTO 
DI AAA , ATTUALMENTE IN 

FASE DI ROTTURA ,
ED IN LABILE COMPENSO 

EMODINAMICO
( PA >80-<100mmHg)



“ Death rarely occurs without warning.
There is usually a variable grace  period
from  the  onset  of  symptoms  to  frank 
rupture and death. In 21 cases reported 
by   Elliot  et  al. * , time  from  onset  of 
symptoms to surgery ranged from three 
to 51 hours with a mean of 12 hours.

“ Death rarely occurs without warning.
There is usually a variable grace  period
from  the  onset  of  symptoms  to  frank 
rupture and death. In 21 cases reported 
by   Elliot  et  al. * , time  from  onset  of 
symptoms to surgery ranged from three 
to 51 hours with a mean of 12 hours.

*  Elliot, J. A., A. D. McKenzie and W. B. Chung:Ruptured Abdominal Aortic Aneurysm. 
Surgery, 46:605, 1959.



2 HOURS :  49 PTS ALIVE (87.5 %)
>2 HOURS
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• M   78

•CHRONIC RENAL FAILURE  / 

HEMODYALISIS

• SEVERE CHD

•CHRONIC BACK PAIN

•NO ANGINA ABDOMINIS

•ASA CLASS 3

JUNE 10,2005:

HOSPITAL ADMISSION 

•ACUTE EXACERBATION OF

BACK PAIN

•HEMODYNAMIC STABILITY

•S.CTA

SUPRARENAL AORTA



SUPRARENAL AORTA





NON SI PREOCCUPI,
VERRA’ IMMEDIATAMENTE 

“CENTRALIZZATO” ; TENTEREMO 
COMUNQUE DI OTTENERE UN “IMAGING 
“INTRAOPERATORIO FINALIZZATO AL 

TRATTAMENTO ENDOVASCOLARE MA IN 
OGNI CASO LA SALA OPERATORIA E’
GIA’PRONTA PER IL TRATTAMENTO 

LAPAROTOMICO TRADIZIONALE
SONO UN PORTATORE NOTO 
DI AAA , ATTUALMENTE IN 

FASE DI ROTTURA ,
ED EMODINAMICAMENTE 
INSTABILE ( PA < 80 mmHg)



Use of an Intra-Aortic Balloon Catheter Tamponade for Controlling lntra-Abdominal

Hemorrhage in Man*

Lieutenant Colonel Carl W. Hughes, MC, USA 

Surgery 36: 65,1954.

Everyone is familiar with the  practice of

manually compressing the  exposed aorta

for a period of time to control  hemorrhage

or  to combat  a  hypotensive state   during

laparotomy. To accomplish this same result

in the  unexposed aorta , a balloon catheter

was tested as an intra-aortic tamponade in

two critically injured Korean casualties. 



One  of  the   great lessons of   World War II  was th e finding that resuscitation from

blood loss could not be accomplished by volume    replacem ent alone .     

Resuscitation could be accomplished only by simultaneous v olume replacement and  

control of bleeding.

No  significant attempt should be made for blood volume res uscitation until at  

the  time  of   operation .   Systolic blood pressure s hould be maintained at  50 

to 70  mm Hg    with small volumes of   whole blood or    crystalloid until the   

aorta  is clamped .   Cardiac and    other vital functio n is usually well maintained

at such pressures.

Crawford ES.

Ruptured abdominal aortic aneurysm: an editorial.
J Vasc Surg 1991; 13:348–350.

Crawford ES.

Ruptured abdominal aortic aneurysm: an editorial.
J Vasc Surg1991; 13:348–350.



The patients were transferred from the helicopter on the twelfth floor directly to the operating

roomon the third floor; they were anesthetized, intubated, the abdomen rapidly opened, 

and the aorta clamped at the diaphragm.  

Blood (packed cells), fresh plasma, and platelets were then given rapidly intravenously until

normal cardiac function and blood pressure were restored. 

The abdomen was opened without anesthesiain some patients but in any case of hypotension,

especially in those undergoing external cardiac massage, the aorta was compressed against the

spine  with the  right handand  blood volume  resuscitation performed as describedabove. 

Crawford ES.

Ruptured abdominal aortic aneurysm: an editorial.
J Vasc Surg 1991; 13:348–350.

Crawford ES.

Ruptured abdominal aortic aneurysm: an editorial.
J Vasc Surg1991; 13:348–350.









CULTURA
ORGANIZZAZIONE

MULTIDISCIPLINARIETA’

CULTURA
ORGANIZZAZIONE

MULTIDISCIPLINARIETA’

GRAZIEGRAZIE


