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60 year old male with history of  right lower extremity leg and 

foot pain. He was only able to walk short distances with the 

assistance of crutches and spent most of his day in bed or on 

the couch due to discomfort with ambulation. He was not able 

to tolerate anything more than a slipper on his right foot due to 

pain. His complaints were presumed to be neuropathic initially, 

but upon vascular consultation he was found to have a 

chronically occluded aortic terminus consistent with Leriche 

Syndrome. He was a 1 PPD smoker at the time of initial visit, 

and quit a few weeks prior to subsequent aorto-bifemoral 

bypass graft placement with 16 x 8 PTFE graft. Following 

surgical intervention, he sustained AKI likely secondary to 

hypovolemia and history of ADPKD. He noticed dramatic 

improvement in symptomatology shortly thereafter. He was 

ambulating without difficulty on discharge with palpable 

dorsalis pedis and posterior tibial artery pulses.
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Initial duplex ultrasound of the lower extremities demonstrated 

Leriche pathophysiology, classified as a class D lesion by TASC II 

nomenclature. Furthermore, right lower extremity demonstrated 

Superficial Femoral Artery (SFA) disease and a worse ABI 

compared to the left side. Subsequent CT Abdominal Angiogram 

with Runoff showed terminal aortic occlusion extending about 3 

cm with thrombus completely obstructing bilateral common and 

external iliac arteries. Three vessel runoff was seen to bilateral 

ankles, with primarily SFA disease in the right lower extremity 

and infrapopliteal disease in the left lower extremity. 

Innumerable simple renal and hepatic cysts were noted. 
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Leriche pathophysiology can occur secondary to chronic or 

acute occlusion involving the aortic terminus. Leriche syndrome 

results from chronic peripheral arterial disease characterized by 

a triad of buttock claudication, penile dysfunction, and absent 

femoral pulses. Men are more typically affected, as well as 

patients with risk factors such as smoking, diabetes mellitus, 

renal disease, and hyperlipidemia. Leriche syndrome occurs 

secondary to atherosclerosis, with subsequent aortoiliac 

obstruction leading to arterial insufficiency and claudication. A 

meta-analysis in 2016 demonstrated a correlation between 

renal cysts and etiologies such as abdominal aortic aneurysms 

(AAA) and abdominal wall hernias, suspected to be secondary to 

a related imbalance in blood proteases and antiproteases. 

There is debate regarding whether AAA can be considered a 

vascular manifestation of autosomal dominant polycystic kidney 

disease (ADPKD). While some correlation between development 

of Leriche pathophysiology and underlying renal disease is 

purported by various sources, a connection between ADPKD 

remains tenuous due to a lack of clinical data. 

DISCUSSION

Axial (left) and Coronal (right) post contrast abdominal CT images show complete 

occlusion of the infrarenal abdominal aorta.

Axial contrast enhanced CT image at the level of the kidneys and liver demonstrates 

innumerable hypoattenuating renal and hepatic lesions compatible with simple 

cysts.


