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​Case Report:​

​Intro:​
​Leriche syndrome, also known as aortoiliac occlusive disease (AIOD), is a rare atherosclerotic​
​disorder that is described as a triad of symptoms including erectile dysfunction, claudication of​
​the lower limbs, and absent or weak peripheral pulses (1). Given the chronic nature of this​
​process, a wide spectrum of presentations can be encountered (2, 3). Given the rarity of the​
​condition, lack of practitioner awareness, and vague presentations making the diagnosis​
​challenging, the incidence and prevalence of this disease process is unknown with significant​
​variation (6).​

​Case:​
​A 60-year-old male with a medical history of hypertension, diabetes and atrial fibrillation​
​presented to the ED for worsening left leg pain. Although pain was chronic, he was now unable​
​to walk. He denied any chest pain or shortness of breath, but did endorse erectile dysfunction. He​
​denied taking his dabigatran. He had been seen the day prior at another ED for leg pain without​
​claudication, skin or motor changes at that time. On exam, he was tachycardic to 120 and​
​irregular. Bilateral lower extremities were cool to the touch without palpable pulses and with left​
​leg paralysis. Labs showed rhabdomyolysis (CK 13K) and elevated HS-troponin (19K). The​
​chest x-ray showed a tortuous aorta prompting CT angiography to rule out dissection. However,​
​CT showed complete occlusion of the infrarenal abdominal aorta extending throughout the​
​bilateral iliacs and lower extremities without distal reconstitution and mulit-level fusiform​
​aneurysmal dilatations. He was transferred to a hospital with vascular surgery, underwent​
​emergent right axillary to bilateral CFA bypass, thrombectomy, endarterectomy, and bilateral calf​
​4-compartment fasciotomies.​
​His rhabdomyolysis worsened from reperfusion syndrome with concern that aggressive​
​resuscitation could lead to volume overload. On hospital day (HD) #3 underwent washout and​
​left below-the-knee amputation. HD#4 developed abdominal distention with abdominal​
​compartment syndrome and was taken to the OR for exploratory laparotomy noting diffuse​
​necrotic colon and underwent total colectomy. The patient developed worsening acidemia and​
​renal function and volume overload requiring continuous renal replacement (CRRT). However,​
​developed multifactorial shock, refractory acidemia and CRRT was poorly tolerated despite​
​multiple pressors. HD#6 given worsening status, underwent bedside ex-lap with worsening​
​bowel ischemia and gangrenous gallbladder and underwent additional bowel resection and​
​cholecystectomy. The patient was unable to tolerate additional aggressive measures, and the​
​family made the decision to transition to comfort care, passing HD#6.​



​Discussion:​
​The variability in the presentation from asymptomatic to critical ischemia, rarity of condition,​
​and poor awareness in practitioners makes the diagnosis challenging. On literature search, only​
​few reported cases have noted sudden onset worsening critical limb ischemia in the span of days​
​in the setting of AIOD. Although the day prior he had denied any claudication, his rapid​
​progression from initial presentation for pain to paralysis emphasizes the need for high index of​
​suspicion in patients with co-morbidities, lower extremity complaints, and concern for acute clot​
​propagation.​
​Additionally, it is important to consider surgical candidacy, comorbidities and practitioner​
​experience when deciding between treatment approaches as mortality and morbidity rates vary​
​(11). We should consult early, especially vascular surgery, for evaluation of reperfusion/salvage​
​therapies. Although aortobifemoral bypass remains the gold standard, especially in complex​
​lesions, endovascular repair might offer additional benefits to higher risk patients (12). The risk​
​factors for general atherosclerosis are the same that place individuals at risk of AIOD. Finally,​
​early medical management and aggressive lifestyle and risk factors modification leads to​
​improved outcomes.​

​Images/Tables:​

​Fig 1. Coronal CTA abdomen showing complete aortoiliac occlusion and associated fusiform​
​aneurysmal dilations​
​Fig 2. Transverse CTA abdomen showing beginning of complete infrarenal aortoiliac occlusion​
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