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Abstract 

Leriche Syndrome is a aortoiliac occlusive disease (AIOD) which is atherosclerosis affecting the 

distal abdominal aorta, iliac arteries, and femoropopliteal vessels [1]. Leriche Syndrome when 

symptomatic presents with a classical triad of claudication importance and absence of femoral 

pulses. In this article we discuss a case of 49-year-old female, a known case of Rheumatic 

Valvular Heart Disease with mitral stenosis, post mitral valve replacement (prosthetic mitral 

valve in situ), who presented with complains of sudden onset weakness of both lower limbs 

associated with tingling and numbness. On examination, femoral and peripheral vessels were not 

felt. Hereby, this article is about Leriche Syndrome in a patient of Rheumatic Valvular Heart 

Disease with post mitral valve replacement presenting as acute paraplegia. 

 

Keywords: sudden onset weakness of both lower limbs, claudication pain, absence of femoral 

and peripheral pulses. 

 

Introduction 

Leriche Syndrome, a aortoiliac occlusive disease (AIOD) most commonly caused by 

atherosclerosis. The extent and localization of atherosclerosis arteries determine the 

classification of disease. Type I (confined to the distal abdominal aorta and common iliac 

arteries), Type II (predominately distal abdominal aorta with disease extension into common 

iliac and external iliac arteries), and Type III (affecting the aortoiliac segment and 

femoropopliteal vessels) [2]. Risk factors for which can be modifiable or non-modifiable. 

Modifiable include hypertension, diabetes mellitus, nicotine, hyperlipidemia, hyperglycemia, and 

homocysteine. Non-modifiable include age, race, and family history [3]. Leriche Syndrome 

occurs secondary to atherosclerotic induced arterial wall injury leading to formation of a plaque 

in the arterial lumen. A detailed history is essential in determining the location, severity and 

duration of symptoms. Due to collateral supply limb threatening ischemia is not universal [5]. 
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Case Report 

 

A 49-year-old female, housewife, right-handed person, from a lower socio-economic 

background, came with chief complaints of pain in the hip, buttocks and thigh region radiating to 

both lower limbs, weakness of both lower limbs associated with tingling and numbness. 

Weakness in both lower limb was acute in onset, in such a way that patient could not able to 

walk which was associated accompanied by sensory loss below the T10-level. Patient also gave 

history of urinary and bowel incontinence. No history of trauma. No history of lower back ache. 

Past History - The patient is a known case of Rheumatic Valvular Heart Disease with mitral 

stenosis with prosthetic mitral valve in situ on Tab. Warfarin 1mg OD, Tab. Digoxin 0.25mg OD 

and Tab. Lasilactone 20/50mg BD.  

No history of Diabetes, Hypertension, Tuberculosis or Malignancy. No past surgical history. No 

past history of vaccination. No significant personal and family history. 

Clinical Examination: Afebrile, Pulse was 88/min in the right upper limb, peripheral pulse was 

not felt in both lower limbs. Peripheries were cold. BP was 110/80mmHg measured in supine 

position in the right upper limb, SpO2 was 95 % on room air, BSL- 128mg/dL, Ankle brachial 

index was 0.4. 

No pallor, icterus, cyanosis, clubbing, lymphadenopathy, oedema was present. Systemic 

Examination: On CVS examination,  

ECG was suggestive of atrial fibrillation associated with left atrial enlargement. 

 

CNS examination: Higher mental functions examination, Patient was conscious, oriented to time, 

place, and person. Cranial nerve examination: All cranial nerve examinations were normal. On 

Motor Examination, hypotonia was present in both lower limbs, power in both lower limbs was 

0/5, Reflexes were absent in both lower limbs. Bilateral plantar were mute. Motor examination 

of both upper limbs were normal. All modalities of  sensation were lost below T10 level. No 

signs of meningitis present. 

CT AORTOGRAPHY showing the infrarenal aorta about 3.2cm distal to the origin of the right 

renal artery shows complete hypodense filling defect of size approx. 39 x 14 x 13 mm (CC X AP 

X TR), extending into the proximal halves of bilateral common iliac arteries -suggestive of 

thrombus / embolus. No obvious collateral vessels noted. Partial filling defect in the distal halves 

of bilateral common iliac arteries – suggestive of partial thrombosis. Bilateral external iliac 

arteries show reduced caliber but normal opacification. Bilateral internal iliac arteries appear 

normal. Inferior mesenteric artery shows reduced opacification. Visualized bilateral common 

femoral arteries, profunda femoris and superficial femoral arteries show reduced caliber but 

normal opacification. 
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                                   Image 1                                                            Image 

 

 

                             

                              Image 3                                                            Image 4 

 

 

 

 

Lab Investigations- CBC, LFT, RFT, Lipid Profile and Serum electrolytes were normal. Serum 

Homocysteine levels were elevated ( >50ng/ml). Anti-cardiolipin antibodies were negative. 

Protein-C / S deficiency tests, Factor V Leiden mutation tests, and anti-thrombin III level tests 

were normal. PT was 13 secs and INR was 0.93 

 

2D echo was suggestive of global LV Hypokinesia, LVEF = 20-25%, Dilated Left Atrium and 

Left ventricle, Prosthetic mitral valve in situ, Right Ventricular Hypertrophy with moderate 

Tricuspid Regurgitation, and moderate Pulmonary Arterial Hypertension. 

Image 1 shows filling defect in bilateral common iliac arteries ; Image 2 and 3 shows filling defect in 
infrarenal aorta; Image 4 shows filling defect at bifurcation of bilateral common iliac arteries 
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Discussion 

An aortoiliac occlusive disease is a form of central artery disease involving the blockage of the 

abdominal aorta as it transitions into the common iliac arteries. It included a triad of claudication 

of the buttocks and thighs, absent or decreased femoral pulses, and erectile dysfunction (seen in 

males). This combination is known as Leriche syndrome. However, any number of symptoms 

may present, depending on the distribution and severity of the disease, such as muscle atrophy, 

slow wound healing in the legs, and critical limb ischemia [5]. A lipid profile, HbA1c, 

Lipoprotein A, and homocysteine levels should be evaluated [3]. Peripheral pulses should be 

checked. An ankle-brachial index (ABI), the first screening test should also be performed to 

evaluate the perfusion of the lower extremities. An ABI lower than 0.9 is considered abnormal 

and indicates the patient has PAD significant enough to cause claudication [6]. Coronary artery 

disease (CAD) is seen in 10% - 71% of patients with Leriche Syndrome, so obtaining an ECG as 

well to rule out CAD is recommended [4]. Surgical treatment includes thromboendarterectomy 

(TEA), aortobifemoral bypass (AFB), and percutaneous transluminal angioplasty (PTA) with or 

without stenting [3] [7] [8]. PTA and stenting are the intervention of choice in patients with 

multiple comorbidities. Medical management includes smoking cessation, management of 

diabetes, antiplatelet, and statin therapy, in addition to antihypertensive therapy. Daily exercise 

for 30 minutes should be suggested. Intolerable claudication pain should be the endpoint for 

exercise [9]. Cilostazol, a phosphodiesterase III inhibitor, can be used to treat claudication 

symptoms of the patient and is beneficial in graft patency and prevention of stenosis [10]. Signs 

of critical limb ischemia include sudden onset of pain in the affected extremity, paresthesia, 

paleness or coolness, and severely diminished or absent pulses [11]. Without treatment, the 

prognosis of Leriche Syndrome is poor. In some cases where progression is slow or collaterals 

develop since the onset of LS, these collaterals may act as a self-compensating mechanism [12] 

The complication of Leriche Syndrome includes Limb ischemia [13] as well as heart failure, 

myocardial ischemia/infarction, gangrene, and even death [14].  

 

Conclusion: 

 

The acute form of this syndrome is rare. The neurological disorders in the present patient were 

explained by spinal cord ischemia (Adamkiewicz’s artery). Vascular myelopathies, especially 

vascular diseases of the aorta, must be considered in acute paraplegia. 

 

Patients with Leriche Syndrome usually have a poorer prognosis as they present very late in the 

course of the disease and when limited or no interventions are possible. As Leriche Syndrome is 

so complex, a purposeful interprofessional team should be involved [15] when Leriche 

Syndrome is suspected. The team includes a physician, cardiologist, radiologist, vascular 

surgeon, and interventional cardiologist. This approach helps in increasing success outcomes 

with better management and patient satisfaction. In our case report, the female came at a late 

stage with already severe occlusion in the infrarenal aorta and its branches, leading to rapid 

progression and death. It is thus essential that medical professionals, especially cardiologists, 

vascular surgeon, radiologist and physician, be aware of various causes of acute paraplegia or 

quadriplegia, and must check for peripheral pulses in all such patients, especially those with 

suspected Leriche Syndrome. 
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