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A Case of Leriche Syndrome
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Division of Rheumatology, Department of Internal Medicine,
Chonbuk National University Medical School and Research Institute of Clinical Medicine, Jeonju, Korea

Case Report

Patient: 36-year-old male
Chief complaint: Pain and intermittent claudication of both
lower extremities for 5 years
Physical examination: At admission, blood pressure of
120/100 mmHg, body temperature of 36.8°C, pulse of 68/min
and respiratory rate of 19/min were checked. His femoral
pulses were absent in both lower extremities accompanying
pallor and coldness. The ankle-brachial index (ABI) was re-
duced (Rt. 0.77 and Lt. 0.49).

Past medical history: He had hypertension, but not dyslipide-
mia or diabetes mellitus.

Laboratory tests: Laboratory test revealed white blood cell
(WBC) of 10.O9><103/mL, Hb of 14.8 g/dL and platelet of
25%10°/mL. Erythrocyte sedimentation rate (ESR), CRP, blood
chemistries and autoantibodies and tests for viral infections
were within normal limit or all negative.

Radiologic findings: Computed tomography (CT) angiography
showed complete occlusion of infrarenal aorta and left com-
mon iliac artery with collaterals into right common iliac and
left external iliac artery (Fig. 1).

Diagnosis and treatment: A diagnosis of Leriche syndrome
was made with characteristic clinical symptoms, including is-
chemic pain and intermittent claudication of both lower ex-
tremities and radiographic findings. He denied to operative

treatment of aorto-iliac and aorto-femoral graft bypass sur-
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gery. Thus he has been treating with antihypertensive and an-
ti-platelet drugs.

Discussion

We here present an unusual case of a Leriche syndrome in
a young male with ischemic pain and intermittent claudication
of both lower extremities. Aortoiliac occlusive disease, also
known as Leriche syndrome, was first described by Leriche
and Morel in 1940 (1). This is an atherosclerotic occlusive
disease characterized by complete occlusion of the infrarenal
aorta with the clinical tetrad of absent femoral pulses, inter-
mittent claudication, gluteal pain and impotence. The main
cause of this syndrome is an atherosclerotic occlusion of aor-
toiliac arteries. It typically begins at the distal aorta or com-
mon iliac artery origins, and slowly progresses proximally and
distally over time. Although progression is quite variable, it
may ultimately extend to the level of the renal arteries or re-
sult in total aortic occlusion (2).

The resulting narrowing of the distal aorta and iliac arteries
decreases blood flow to the pelvis and lower extremities,
thereby causing symptoms such as pain, claudication, and im-
potence commonly seen in affected males. The clinical symp-
toms may vary according to the level of occlusion and number
of vascular collaterals developed. A prompt diagnosis is im-
portant for both extremity salvage and prognosis of this
disease. Duplex sonography and ankle brachial Index is a
non-invasive, inexpensive and reliable method to screen the
patients (3). Serial CT angiogram is the method of choice for
the diagnosis and exact localization of arterial occlusion. In
the present patient, characteristic occlusion of infrarenal aorta
with collaterals were demonstrated.

Treatment of acute Leriche syndrome is mostly invasive op-
erative method. Although intraarterial thrombolysis might be
considered option in cases of mild ischemia, open-surgical

techniques are optimal therapy with the aim to reduce amputa-
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Figure 1. Computed tomography
angiography at the initial presen-
tation, showing completely oc-
cluded infrarenal aorta and left
common iliac artery with col-

laterals.
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