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Aortic Dissection Manifested as Bilateral Leg
Pain, Weakness and Paresthesia

Bilateral Bacak Agrisi, Gugsuzluk ve Uyusma ile Bagvuran Aort Diseksiyonu
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ABSTRACT

Introduction: Aortic dissection is a challenging clinical emergen-
cy situation. Symptoms and signs can be produced by rupture
or the occlusion of a major vessel. We present a case of aortic
dissection that presented to the emergency department with
neurovascular symptoms.

Case Report: A 55-year-old woman was admitted to our emer-
gency department because of a sudden inability to walk and
severe leg pain. She had known hypertension. Her distal pulses
were weak, and the legs were cold and pale. She had motor
deficits in the lower extremities, too. Her computed tomography
revealed aortic dissection from the root of the aorta to the com-
mon iliac arteries.

Results: Presentation of aortic dissection with neurovascular
manifestations is not so common. Despite significant advances in
diagnostic and therapeutic techniques, morbidity and mortality
rates remain high. So, a high clinical index of suspicion and early
diagnosis are necessary.
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OZET

Giris: Aort diseksiyonu zor tani konan klinik bir acil durumdur.
Semptom ve bulgular ana damarin tikanmasi ya da rlpturd ile
olusabilir. Biz bu vakada acil servise norovaskular semptomlarla
basvuran bir aort diseksiyon vakasini sunmaya ¢alistik.

Olgu Sunumu: 55 yasinda kadin hasta acil servise ani baslayan
ylrGyememe ve siddetli bacak agrisi sikayeti ile bagvurdu. Has-
tanin bilinen hipertansiyonu vardi. Distal nabizlari zayif, bacaklari
soguk ve soluktu. Alt ekstremitelerinde motor kayip mevcuttu.
Cekilen bilgisayarli tomografide aortun koktnden baslayan iliak
arterlere kadar uzanim gosteren aort diseksiyonu saptandi.
Sonug: Aort diseksiyonunun nérovaskular semptomlarla basvu-
rusu ¢ok stk degildir. Teshis ve tedavi tekniklerinde giderek ilerle-
meye ragmen halen morbidite ve mortalite oranlari ytksektir. Bu
nedenle ylksek klinik siphe ve erken teshis 6nemlidir.
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Introduction

Acute aortic dissection is a challenging clinical emergency, first described by Morgagni more than 200 years ago. In 1958,
Hirst et al. reviewed 505 patients with the condition, highlighting the high mortality rate and the infrequency of antemortem
diagnosis. Still, aortic dissection is the most common acute aortic condition requiring urgent surgical therapy. Separation of
the layers within the aortic wall characterizes dissection. Blood enters the intima-media space, with further propagation of the
dissection. Typically, 1 or more tears in the intimal layer allow communication between the 2 lumens (1).

Once acute aortic dissection has occurred, symptoms and signs can be produced by rupture or the occlusion of a major vessel. Chest
pain is the most common and dramatic symptom. Although most patients experience sudden severe pain at the moment of dissec-
tion, the dissection very rarely can be painless (2). Clinical presentations with neurological manifestation or limb ischemia are atypical.

We present an unusual case of a patient who presented with neurologic symptoms of aortic dissection and severe pain due to
limb ischemia; paresthesia of the lower extremities and acute bilateral leg pain were the only symptoms.
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Case Report

A 55-year-old woman was admitted to our emergency department
because of a sudden inability to walk and severe leg pain. She had
been well until 1 hour before admission, when she noticed the sud-
den onset of pain, weakness, and numbness of the legs. She had no
chest or back pain. Her medical history included hypertension and
hyperthyroidism. She was taking antihypertensive drugs. Her vital
signs were as follows: blood pressure, 220/100 mm Hg (right arm)
and 240/110 mm Hg (left arm); pulse, 92 beats/min and regular; res-
piration rate, 18 breaths/min; body temperature, 36.3°C; and oxygen
saturation on pulse oximetry, 98%. She was agitated because of se-
vere pain. Her cardiac and respiratory systems evaluations were nor-
mal, her distal pulses of the right upper and lower extremities were
so weak, and her left femoral pulse was weak. Both of the patient’s
legs were pale and cold. Examination of the nervous system, includ-
ing higher mental functions, vision, and the cranial nerves, yielded
normal findings. Deep tendon reflexes were absent in the patient’s
legs, and she had motor deficits in the lower extremities. An electro-
cardiogram was normal. For hypertension, a beta-blocker (esmolol)
and nitroglycerin intravenous infusion was started; for her pain, in-
travenous morphine 5 mg was given. Routine laboratory tests were
sent, and two packages of erythrocyte suspensions were achieved.
Because of severe sudden pain and pulse deficits, she was sent for
CT angiography with an initial diagnosis of aortic dissection. Com-
puted tomography revealed an aortic dissection from the root of
the aorta to the common iliac arteries (Figure 1 and 2). There was
no rupture. The true lumen of aorta was so thin along the thoracic
aorta, and its width was decreasing to 2.5 mm in the distal part of
the descending thoracic part. She was taken to the cardiovascular
intensive care unit. A stent was placed to enlarge the true lumen.
Then, endovascular graft implantation was done. But, she died after
1 day.

Discussion

Acute aortic dissection is the leading cause of death among aortic
pathologic conditions. In aortic dissection, the layers of the media
are separated by a column of circulating blood, with variable proxi-
mal and distal extension throughout the length of the aorta (2).

Presentation of aortic dissection with neurological manifestation is
not so common, and the incidence varies from 18%-29% in different
studies. Weisman and Adams were the first to describe a series of
patients with neurologic syndromes as a result of aortic dissection.
Neurological abnormalities as a result of aortic dissection can be ac-
counted for by three factors: ischemia of the brain, ischemia of the
spinal cord, and ischemia of the peripheral nerves (3, 4, 5).

Normally, apart from pain, paralysis (inability to wiggle toes or fin-
gers), and anesthesia (loss of light touch over the dorsum of the
foot or hand), the symptoms and signs of acute ischemia are non-
specific or inconsistently related to its completeness. Acute limb
ischemia is most commonly caused by acute thrombotic occlusion
of a preexisting stenotic arterial segment (60% of cases) or by em-
bolus (30%). Other causes are trauma, iatrogenic injury, popliteal
aneurysm, and aortic dissection. Aortic dissection may cause upper
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Figure 1. Transverse CT images. Dissection of aorta and nearly
total true lumen occlusion

Figure 2. Coronal CT angiography images revealing iliac artery
occlusion

and lower limb ischemia due to pinching of the ostia of the relevant
arteries by the false lumen (6). The usual differential diagnosis of
spontaneous acute leg ischemia includes embolization, thrombosis
associated with preexisting atherosclerosis, and iliofemoral throm-
bosis. Occasionally, an aortic dissection may extend into the iliac,
femoral, or superficial femoral arteries and cause leg ischemia. Such
an occurrence is typically associated with clinical manifestations of
thoracoabdominal aortic dissection (7, 8).

Acute aortic dissection may be uncommon, but complications occur
often and early, and the outcome is frequently fatal. Since dissection is
adynamic process that may occur anywhere within the aorta, the clin-
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ical spectrum of presentation is broad. Symptoms may mimic more
common disorders, such as myocardial ischemia or stroke, and physi-
cal findings may be absent or suggestive of a diverse range of other
conditions. Therefore, dissection is often difficult to diagnose, and a
high clinical index of suspicion is mandatory. It is important to con-
sider the connection between lower extremity symptoms and pos-
sible aortic dissection. Despite significant advances in diagnostic and
therapeutic techniques, morbidity and mortality rates remain high.

Conclusion

In our case, we intended to illustrate a category of patients that may
be easily overlooked and therefore go untreated by those who are
primarily concerned with the patients’ neurological or neurosurgical
condition. These patients may be seen by a neurologist for an event
or a series of events involving ischemia to the brain, spinal cord, or
the limbs and their nerve trunks or may be seen by neurosurgeons
for disc hernia. So, emergency department patients should routinely
be pursued by careful attention to some of the characteristic and
simple non-neurological aspects of dissection of the aorta. These
should include, in particular, examination of the peripheral pulses
and following of vital signs. So, a high clinical index of suspicion is
necessary.
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