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ABSTRACT

Abdominal aortic aneurysm is one of the most commonly missed diagnoses in all healthcare professions.
The condition usually occurs in individuals over the age of 50. Spontaneous rupture is not uncommon
and when this occurs the results are deadly in a large majority of cases. This brief review will discuss
high risk groups, value of screening, clinical examination and contraindications to manual therapies.

INTRODUCTION

A study was recently presented, based on the responses of 588 randomly selected doctors of
chiropractic, that concluded that every 2.5 years a patient with an undiagnosed life-threatening
condition will present in the typical chiropractic practice.' According to the findings of this survey a
patient with a life-threatening abdominal aortic aneurysm (AAA) will present in the typical chiropractor’s
office every 11.8 years. This is not surprising as the chiropractic and medical literature are replete with
reports of patients presenting with low back pain that is caused by an unruptured AAA, although
asymptomatic AAA’s are not uncommon.””’ The findings of this study should remind all physicians, not
just chiropractors, of the possible presence of this relatively common, life-threatening condition.

Kent et al estimate the prevalence of AAA to be 1.1 million individuals in the United States.® Early
recognition of this condition is essential. The mortality rate from a ruptured AAA is 80%, with 50% dying
before they reach the hospital.’ Conversely, elective surgical repair in high-risk patients has a 30-day
survival rate of 93.2%'® and a 50% five year survival rate."" Eckstein et al estimates that screening men
over 65 years of age could reduce death rates from rupture of AAA by as much as 53%, and they state
that the annual risk of rupture, based on size, is as follows:*?
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3.0-39cm: 0.4%
40-49cm: 1.1%
5.0-59cm: 10%
6.0-6.9cm: 23%
7.0-7.9cm: 33%
>8.0 cm: 50%

ounkwNE

SCREENING

The U.S. Preventive Services Task Force (USPSTF) recommends that physicians provide abdominal

ultrasonography screening to males aged 65 to 75 who have ever smoked. The USPSTF found at least
fair evidence that ultrasonography improves important health outcomes and concludes that benefits
outweigh harms.™ Table 1 shows other important risk factors for AAA, in addition to age, sex and

tobacco use.***

Table 1. Risk factors for AAA*

Risk Factor
Odds Ratio

Smoking < 20 cigarettes/day

13.72
First degree family history 4.00
Use of statins 3.72
Low serum HDL 3.25
High total cholesterol 2.11
Hypertension 1.54

* Age, sex, and smoking = 20 cigarettes are not included in the table but are also risk factors. Sources:
Forsdahl SH, et al. Risk factors for abdominal aortic aneurysms: a 7-year prospective study: the Tromso
Study, 1994-2001. Circulation 2009, 119: 2202-2208"and Aggarwal S, Qamar A, Sharma V, Sharma A:
Abdominal aortic aneurysm: A comprehensive review. Exp Clin Cardiol 2011, 16: 11-15.%
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Men are the high risk group for developing AAA, but it should be noted even though women have one-
fifth the number of AAA’s they suffer one-third of the ruptures and have almost as many deaths as

men.16

It is interesting to note that the number of people needed to be screened to prevent one disease-
specific death for breast cancer (mammography) is approximately 2000 and colorectal cancer
(colonoscopy) is 862. Only 350 people need to be screened to prevent 1 death from a ruptured AAA.™

Occasionally a radiograph taken in the course of a routine examination will reveal incidental plaquing of
the abdominal aorta. This may indicate an AAA and warrants additional investigation. It should also be
noted that lack of plaquing does not eliminate AAA as it is only present in 50% of cases.'’” Figure 1
demonstrates the presence of a significant AAA found on routine radiographic examination.

Demonstration of AAA on lateral lumbar radiograph
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Although it is not the ideal screening method, palpation of the abdomen has demonstrated value in
detecting aneurysms larger than 5 cm in individuals who have a girth of less than 100 cm (39.37 inches).
A study by Lederle and Simel indicated that the sensitivity of this method in that population is 76%,
which gives this test reasonable accuracy to rule out an AAA."® The palpation method used in this study
was described as follows:

e Place patient supine, knees flexed

e With both hands palm-down on abdomen, each index finger on either side of the pulsation
(each systole should move fingers apart), begin cephalad and left of umbilicus.

e Measure width

e Aortas >2.5cm merit further evaluation

A second study of 200 subjects also reported similar sensitivity in individuals with larger AAA’s who were
not obese.”

Table 2 summarizes the guidelines issued by the Journal of Vascular Surgery as to the proper action to
be taken with AAA.%°

Table 2. Guidelines for assessment of AAA.*

Diameter of AAA Assessment recommendation
<3cm no further testing

3to4cm yearly ultrasound examination
4to4.5cm ultrasound examination every 6 months
>4.5cm referral to a vascular specialist.

* Source: Kent KC, et al.: Screening for abdominal aortic aneurysm: a consensus statement. J Vasc Surg
2004, 39: 267-269.%

SPINAL MANIPULATION

Although all physicians should be more aware of AAA, those individuals practicing manual therapies
should be particularly cautious. High-velocity spinal manipulation is considered a contraindication for

2124 Although a review of the scientific literature

patients with AAA according to almost all sources.
could not identify any examples of spinal manipulation causing a rupture of AAA, logic dictates this is a

potentially dangerous maneuver. Considering the significant numbers of spontaneous ruptures
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occurring in high-risk populations it is reasonable to avoid utilizing forceful manipulation to this region of
the body.

CONCLUSION

Based on the best available information, all physicians should consider the presence of AAA in any
patient over the age of 50. In those patients, especially males with a history of smoking at any time in
their life, abdominal palpation should be performed. High risk patients, regardless of palpation findings
should be advised of their risk and the recommendation of ultrasonography made.
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