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Introduction

Difficult challenging to recognize the symptoms found in clinical 
history that support the need for a screening abdominal exam. 
Patients that do have an abdominal aortic aneurysm can present in 
a different manner. These categories consist of  patients without 
significant symptoms, patients with symptoms due to bulging 
abdominal aortic aneurysms [1]. Difficult to discern between 
a patient that has an abdominal aortic aneurysm and a patient 
that has another cause for the same complaint. Compared with 
non-inflammatory abdominal aortic aneurysms, 65% to 90% 
of  patients with inflammatory abdominal aortic aneurysms are 
symptomatic [2]. Some of  these patients do present as patients 
having typical musculoskeletal problems and/or abdominal pain 
[3]. Radiculopathy, presented as a claudication leg pain especially 
in elderly, is one of  the most common clinical symptoms. In 
general, claudication leg pain, from neurogenic or vascular, 
can be distinguished based on following several criteria. In the 
neurogenic claudication group, typical findings are: discomfort on 
lifting, bending, coughing or sneezing, pain on standing, history of  
back injury, variable claudicating distance and segmental sensory 

loss, slow recovery by rest. In the vascular claudication group, 
characteristic distinguishing features include: abnormal foot 
pulses, arterial bruits, relief  of  symptoms by standing, a constant 
claudicating distance and stocking sensory loss, quick recovery 
by rest [4]. Claudication by the peripheral vascular disease can be 
diagnosed simply and non-invasively via the Ankle Brachial Index 
(ABI) measurement [5]. We report a 70-year old male patient 
presented with low back pain and intermittent claudication pain 
for 2 years. Abdominal aortic Aneurysm was found on routine 
Ultrasound examination and underwent CT aortogram and a 
peripheral angiogram revealed chronic abdominal aortic aneurysm 
and diffusely diseased popliteal and dorsalispedis artery, improved 
with a conservative line of  management.

Case Presentation

We report a 70-year old male patient presented with low back pain 
and intermittent claudication pain for 2 years without a history 
of  neurological deficits. On examination, prominent epigastric 
pulsations were with absent popliteal and dorsalis pedis pulse 
in the bilateral lower limb. Routine investigations were normal 
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with normal serology and profile for connective tissue diseases. 
The ECG done was showed normal sinus rhythm. The Chest 
X-Ray was normal. Echocardiography showed the size of  the 
cardiac chambers with a preserved ejection fraction. A screening 
abdominal ultrasound examination showed an abdominal 
aortic Aneurysm. Confirmation and sizing of  an aneurysm was 
done using a computed tomographic (CT) examination of  the 
abdomen with angiographic delineation of  the aneurysm. There 
was marked fusiform dilation of  the descending thoracic aorta 
and suprarenal abdominal aorta. The Maximum dimensions in 
descending thoracic aorta measured 57.5x66mm and abdominal 
aorta measured 82x94mm with extensive mural thrombus and 
calcification [Figure 1A & 1B]. 

Discussion

An abdominal aortic aneurysm is an unusual cause of  low back 
pain and claudication pain, compared with the frequency of  
mechanical low back pain. An abdominal aortic aneurysm is 
uncommon before 50 years of  age and is asymptomatic in 66% to 

75% of  cases [6]. When there are signs, the classic complaints are 
back ache and abdominal pain. It is important to know the signs 
and symptoms and the risk factors [7]. Age, sex, smoking, and 
family history are the most significant abdominal aortic aneurysms 
risk factors [8]. The majority of  those diagnosed with abdominal 
aortic aneurysms are 65 years and elderly. An abdominal aortic 
aneurysm is 5 to 10 times more common in men than in women 
[9]. A history of  smoking, defined as a consumption of  more than 
100 cigarettes in a lifetime, is a significant risk factor. Cessation of  
smoking is the only modifiable factor associated with abdominal 
aortic aneurysms expansion. First-degree family members of  a 
known aneurysm patient, male relatives, in particular, are also 
at increased risk [10]. Elective surgical repair of  the abdominal 
aortic aneurysm has associated risks. Operative mortality rates 
vary from 1.4% to 5.8%, with a complication rate of  32.4%. 
Therefore, aneurysms are not repaired until they are at least 43 
mm some studies even mention diameters of  larger than 50 to 55 
mm. Mortality is seen in patients with associated morbidity and 
those awaiting surgical repair for abdominal aortic aneurysm [11]. 
Patient was advised surgical management but patient and their 

Figure 1A & 1B. CT aortogram and peripheral angiogram showed Marked fusiform dilation of  descending thoracic aorta 
and suprarenal abdominal aorta Maximum dimensions in descending thoracic aorta measure-57.5x66mm and abdominal 

aorta maximum dimensions measures 82x94mm.

relatives did not give consent for surgery. Patient was managed 
conservatively.

Conclusion

The majority of  individuals with abdominal aortic aneurysm 
are asymptomatic at the time of  diagnosis. An abdominal aortic 
aneurysm has specific symptoms and associated risk factors. If  
known risk factors are present, a clinical examination needs to 
be carried out. It should be a differential diagnosis in every male 
patient older than 50 years with low back pain and claudication 
pain. In case of  suspicion, the patient should be referred for 
advanced imaging.
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