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Abstract Objective: To analyze computed tomography angiography (CTA) based on morphological parame-

ters affecting abdominal aortic aneurysm rupture except for maximum diameter. Methods: Ruptured abdominal
aortic aneurysms and stable abdominal aortic aneurysms were matched 1 : 1 by gender, age(=£3 years), and max-
imum aneurysm diameter(42.5 mm). Clinical and morphological information of aneurysms were collected and
compared through univariate statistical tests and multiple regression analysis, and the factors affecting aneurysm
rupture were analyzed. Results: There was no difference in clinical baseline between the ruptured and stable groups
(39 cases each), and the mean neck length of ruptured abdominal aortic aneurysms was significantly shorter than
that of stable abdominal aortic aneurysms[ (25. 26 £17. 99) mm vs(36. 19£19. 40) mm, P=0.013]. The proxi-
mal diameter of bilateral common iliac arteries in the ruptured abdominal aortic aneurysm group was significantly
smaller than that in the stable abdominal aortic aneurysm group[ (right: (18.21=+7.84) mm vs(21.7348.27)
mm, P=0.030; left: (16.28+5.23) mm vs(19.00+5.80) mm, P=0.048]. The results of conditional logistic
regression analysis showed that aneurysm neck length<<12 mm(OR =7. 28, 95%CI: 1.47~36.04, P=0.015),
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the proportion of bilateral common iliac artery proximal diameter with maximum aneurysm diameter<C0. 56 (OR =

3.67, 95%CI: 1.13~11.92, P=0.030) were risk factors for abdominal aortic aneurysm rupture. Conclusion:

Compared with stable abdominal aortic aneurysms of similar diameter, ruptured abdominal aortic aneurysms have

a shorter neck and a smaller proximal diameter of the common iliac artery. A short aneurysm neck and small prox-

imal diameter of the common iliac artery are independent risk factors for abdominal aortic aneurysm rupture.
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Figure 1 ROC curve of logistic regression model
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