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Multiple-slice CT in assessment of abdominal aortic occlusion
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[Abstract] Objective To analyze the value of MSCT in the assessment of abdominal aortic occlusion (AAQO). Methods
A retrospective analysis was performed to assess the clinical and MSCT imaging features of 24 patients with AAO diag-
nosed by MSCT angiography, and the initial segment of occlusive vessels, occlusion length, artery wall, involved avascular
branches and the collateral circulations were observe and evaluated. Results Among the 24 cases, 9 cases were acute
AAQO, which occlusion length ranged from (60.9 4= 25.4) mm, and 15 cases were chronic AAQO, which occlusion length
ranged from (81.4=+32. 9)mm, the difference was statistically significant (+=—3. 05, P=0.03). The initial positions of
the OAA can be divided into infra-renal (n=17) and renal occlusion (n=7). The AAO manifestations included central co-
arctation (n=13), linear coarctation (n=2), desected coarctation (n=5) and rat-tail sign (n=4). Calcification in the ar-
tery wall (n=19) and mural thrombi (n=10) were more likely to develop, 20 cases were with thicken and nonuniform ar-
tery wall, and five of them demonstrated enhancement. Conclusion The MSCT combined with three dimensional technique
is an ideal and valuable tool for the diagnosis of AAO.
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