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PHOTOCLINIC

A 68-year-old man with a medical history 
significant for hypertension and hyperlip-
idemia presented to our emergency de-
partment (ED) with intermittent abdom-
inal pain, which had been present for 2 
months. The episodes of abdominal pain 
were localized to the umbilical region, 
with each episode lasting for a couple of 
minutes and subsiding spontaneously. 

The patient denied chest pain, back 
pain, shortness of breath, weakness, diz-
ziness, or fever. His pain gradually began 
to worsen and became more constant, 
which prompted him to visit his primary 
care physician who referred the patient 
to the ED. 

Physical examination
Upon presentation, the patient had a 

temperature of 36.6 °C, a heart rate of 
69 beats/min, a respiratory rate of 18 
breaths/min, a blood pressure of 159/92 
mm Hg, an oxygen saturation of 98% on 
room air, and a body mass index of 27.7 
kg/m2.

Results of a physical examination 
showed a patient in no acute distress. 

His pulses were intact and symmetrical 
in the upper and lower extremities. His 
abdomen was soft and nondistended with 
no tenderness. No pulsatile mass was 
appreciated. 

Diagnostic testing 
Results of initial laboratory tests were 

within normal limits. A computed tomog-
raphy angiogram of the chest, abdo-
men, and pelvis was conducted, results 
of which showed a 6.2-cm infrarenal 
abdominal aortic aneurysm with a mural 
thrombus with no evidence of rupture 
(Figure 1), a 3.6-cm left common iliac 
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Figure 1. A computed tomography angiogram of the chest, abdomen, and pelvis revealed a 6.2-
cm infrarenal abdominal aortic aneurysm with a mural thrombus with no evidence of rupture.
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artery aneurysm with a mural thrombus 
with no evidence of rupture (Figure 2), 
and a mild aneurysmal dilatation of the 
thoracic aorta (Figure 3).

The patient underwent intrarenal 
embolization of the left internal iliac 
artery for type II Endoleak prevention and 

subsequently underwent an endovascular 
aortic aneurysm and left common iliac 
artery repair. 

Patient outcome
The patient tolerated the procedures 

well and was discharged home on 
trimethoprim-sulfamethoxazole combi-
nation antibiotic for 4 days as prophylaxis 
for the stent graft placement. The patient 
remained asymptomatic on outpatient 
follow-up.

Discussion
Abdominal aortic aneurysms (AAAs) 

are prevalent in 5% to 7% of patients 
aged older than 60 years in the United 
States.1 Although it is usually asymptom-
atic and clinically silent, the usual pre-
senting symptoms could be abdominal 
pain, chest pain, or back pain depending 
on the size and location of the aneurysm. 
The most lethal complication of an AAA is 
the rupture of an aneurysm, which occurs 
in one-third of patients, with a mortality 
rate ranging from 30% to 50% after pre-
sentation.2 In this paper, we described a 
case of a 68-year-old man who presented 
with intermittent abdominal pain and was 
discovered to have an abdominal aortic 
aneurysm. Interestingly, this patient was a 
lifetime nonsmoker.

AAA is a potentially life-threatening 
condition. The presentation is asymp-
tomatic in up to 75% of cases.3 The risk 
factors associated with abdominal aortic 
aneurysmal disease include male sex, 
age older than 60 years, diagnosis of ath-
erosclerosis, diagnosis of hypertension, 
smoking history, family history of AAA, 
and White race (Table).3

Because of the known risk factors for 
development of an abdominal aortic an-
eurysm, the US Preventive Service Task 
Force recommends a one-time screening 
for AAA with abdominal ultrasonography 
in men between aged 65 to 75 years who 
have a history of smoking.4 Additional-
ly, the screening and identification of 
abdominal aortic aneurysms by primary 
care physicians can have a significant 
impact on the patient’s survival rate.5 Pa-

tients with stable AAAs should undergo 
regular surveillance or operative inter-
vention depending on aneurysmal size. 
Surgical intervention by open or endovas-
cular repair is the primary option and is 
typically reserved for aneurysms sized  
5.5 cm in diameter or greater, or those 
that are rapidly growing (more than 0.6 to 
0.8 cm per year).6

Cryptic presentations with AAA are 
common, with 60% of aneurysms initially 
misdiagnosed as diverticulitis, gastritis, 
gastroesophageal reflux disease, muscu-
loskeletal pain, or renal colic.7 Therefore, 
it is recommended to have a low thresh-
old of clinical suspicion for performing 
a bedside abdominal ultrasonography 
scan in patients aged 50 to 60 years 
presenting with abdominal pain or back 
pain.8 A ruptured abdominal aneurysm 
is a medical emergency presenting with 
sudden and severe abdominal or back 
pain, hypotension, dizziness, and loss of 
consciousness.9 It is associated with high 
prehospitalization mortality, with 8 out of 
10 patients either dying before they reach 
the hospital or dying perioperatively.10

References

1.  	 Santilli JD, Santilli SM. Diagnosis and treat-

ment of abdominal aortic aneurysms. Am 

Fam Physician. 1997;56(4):1081-1090.

2. 	 Marston WA, Ahlquist R, Johnson G Jr, Mey-

er AA. Misdiagnosis of ruptured abdominal 

aortic aneurysms. J Vasc Surg. 1992;16(1):17-

22. https://doi.org/10.1067/mva.1992.34344 

3. 	 de Boer NJ, Knaap SF, de Zoete A. Clinical 

detection of abdominal aortic aneurysm in 

a 74-year-old man in chiropractic practice. 

J Chiropr Med. 2010;9(1):38-41. https://doi.

org/10.1016/j.jcm.2009.12.002 

4. 	 Final Recommendation Statement. Ab-

dominal Aortic Aneurysm: Screening. US 

Preventive Services Task Force. Published 

December 10, 2019. Accessed November 

8, 2021. https://www.uspreventiveser-

vicestaskforce.org/uspstf/recommenda-

tion/abdominal-aortic-aneurysm-screening

5. 	 Dalman RL. The 2019 update of the Europe-

an abdominal aortic aneurysm guidelines. J 

Vasc Surg. 2019;69(3):633-634. https://doi.

org/10.1016/j.jvs.2018.12.008

Figure 2. A computed tomography angio-
gram of the chest, abdomen, and pelvis 
revealed a 3.6-cm left common iliac artery 
aneurysm with a mural thrombus with no 
evidence of rupture.

Figure 3. A computed tomography scan 
(axial) showed an abdominal aortic aneurysm 
with no evidence of rupture.

Table. Risk Factors Associated 
With Abdominal Aortic Aneurysms³
Male sex
Older age (> 60)
Atherosclerosis
Hypertension
Smoking history
Family history of AAA
White race
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