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Olgu Sunumu

Differential diagnosis of abdominal pain in geriatric
patients: Self-limiting abdominal aortic aneurysm
rupture
Geriyatrik hastalarda karın ağrısının ayırıcı tanısı:
Kendini sınırlayan abdominal aort anevrizması rüptürü
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ABSTRACT
Abdominal pain in the geriatric age group is one of the most complex and time-consuming
complaints among the causes of emergency room visits. The incidence of abdominal
aortic aneurysm in elderly is 4-11%. Though presence of the triad consisting of hypotension, back pain, and pulsatile mass facilitates establishment of diagnosis in the
lederly, but hypotension does not occur at an early stage in most of them. In addition,
this classical triad is seen in only 30-50% of the patients. The atypical group of elderly
patients can be misdiagnosed in up to 50% of the cases. In this case report, we discussed
the treatment approach in a 80-year-old woman with colicky abdominal pain for two
weeks who had received different diagnoses at multiple medical institutions.
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ÖZ
Geriatrik yaş grubundaki karın ağrıları, acil servis başvuru nedenleri arasında en
karmaşık ve zaman alan yakınmalardan biridir. 60 yaş ve üzeri kişilerde abdominal
aort anevrizması %4-11 sıklıkla görülmektedir. Yaşlı hastada hipotansiyon, sırt ağrısı
ve abdomende pulsatil kitle triadı tanıyı kolaylaştırmada yardımcı olsa da, hipotansiyon çoğu hastada erken dönemde ortaya çıkmamaktadır. Bu klasik üç koşulun hastalarda görülme sıklığı %30-50 arasında seyretmektedir. Bu hasta grubunda atipik
tablo oldukça sık olup, %50’ye varan oranlarda hatalı tanı konulabilmektedir. Bu
olgu sunumunda iki haftadır kolik tarzda karın ağrısı ve birden fazla medical kurum
başvurusunda farklı tanı öyküsü olan 80 yaşındaki kadın hastada tedavi yaklaşımı
tartışılmıştır.
Anahtar kelimeler: Karın ağrısı, yaşlı, abdominal aort anevrizması

IntroductIon
The population aged 65 and older is increasing in
Turkey as well as all over the World. According to the
data of the Turkish Statistical Institute in 2014, 8% of
the population of Turkey is ≥65 years old (1). As a
result of progressive change in the demographics of
the population higher number of elderly patients are
served in the emergency department (ED). In a
remarkable research on this subject, it has been
shown that 24% of the ED admissions consisted of
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elderly patients (2). Elderly patients constitute a special group for ED as well as in other fields, because
this age group is often admitted to ED with more serious problems than youngers (3).
Abdominal pain in geriatric patients is one of the
most complex complaints leading to ED admissions
(4)
. It was reported that abdominal pain was responsible from 3% to 13% of ED admissions among
elderly (5). However, considering that the determined
rate of correct diagnosis ranges between 40, and 82%
for geriatric patients in the emergency department
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; we can assume that the abdominal pain should be
treated more carefully in this age group.
Abdominal Aortic Aneurysm (AAA) is seen 4-11%
of the people aged 60 years and older. Although AAA
often treated surgically, delayed intervention can result
in high mortality rates (8). Ruptured or symptomatic
AAA with classic triad is only seen in half of the
patients and these patients may also be symptomatic
with atypical symptoms as epigastric pain spreading to
the back and pelvic complaints (4).
In this article, the patient with AAA who had
occasional complaints of abdominal pain has been
presented. The patient had previously consulted more
than one center before the ED application within the
last 15 days and undergone endovascular stent-graft
for treatment.
(6,7)

CASE REPORT
A 80-year-old female patient admitted to the ED of
Celal Bayar University in a conscious, cooperative,
and oriented state. Vital values on admission were as
follows: arterial blood pressure: 134/74 mmHg, pulse
rate: 83/min, fever 36.8°C, respiratory rate 18/min, and

oxygen saturation 94%. It was learned from the
patients’ history, the patient had applied to different
medical centers with complaints of abdominal and left
intermitting flank, and back within the previous 2
weeks. We also learnt from his history that he had
undergone abdominal ultrasound, abdominal X-ray of
the foot, unenhanced abdominal CT and colonoscopy
examinations within previous two weeks. As a result of
these investigations, the patient had received diagnoses
of left renal cyst, renal colic, and urinary tract infection. The examination in the ED did not reveal any
immediate systemic findings except abdominal signs.
At the abdominal examination, there were minimal
tenderness on the epigastric and suprapubic region,
also significant vertebral angle tenderness in the left.
Extremity examination was normal, blood pressure
and heart rate measurements were unremarkable.
Complete blood count, biochemistry and urine examination were requested. Radiological examinations as
standing abdominal X-ray and intravenous (IV) contrast-enhanced abdominal CT were performed.
In IV contrast abdominal CT; Grade 2 left pelvicalyceal ectasia extending to the level of the proximal
ureter and at this level bleeding from the AAA into

→ Extravasation and self-limiting Acute Aortic Dissection
* Left pelvicaliceal ectasia
Figure 1. Sectional view of the self-limiting aortic dissection in computed tomography.
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retroperitoneal region which spred to infrarenal and
para-aortic areas, and completely surrounding the
aorta was detected. Aortic diameter was about 1.5
cm, while its craniocaudal segment had a diameter of
6.5-7 cm; and wall thickness up to 1.5 cm. Soft tissue
density (extravasation) surrounding the aorta was
seen which contained the bleeding (Figure 1). The
patient with a diagnosis of abdominal aortic aneurysm rupture were consulted to the Department of
Cardiovascular Surgery.
Endovascular grafting was planned foır the patient
with detected self-limiting bleeding, and AAA rupture. After a successful endovascular surgery, she was
sent home with no complications on the third postoperative day. A further clinic control was suggested for
pelvicalyceal ectasia in the left kidney.
DISCUSSION
AAA rupture today is still causing high rates of
mortality and morbidity. In case of rupture, mortality is
around 50-60% (9). It is seen in only 30-50% of the
patients with classic triad in elderly patients with AAA
(10)
. In this group of patients, atypical presentations may
be seen quite often which are responsible for misdiagnoses in up to 50% of the cases. The most frequent
misdiagnosis is renal colic. Indeed microscopic hematuria may be caused by irritation of AAA rupture (4).
Another important point in the prognosis of AAA rupture is related to its retroperitoneal or intraperitoneal
location . Although intraperitoneal rupture induces a
very rapid hemodynamic deterioration, and requires
immediate surgical intervention, retroperitoneal rupture
can rarely remain stable for a long time without causing
hemodynamic deterioration (11). Though AAA is a serious disease, usually classic symptoms, signs and laboratory results may not be seen (3). In our case, the patient
with intermittent, and occasional episodes of abdominal
and left flank pain had consulted different medical centers within the last 2 weeks before admission to ED.
We want to highlight with this case, that AAA
may progress often quite atypically and the misdiagnosis rate for AAA may reach up to 50%. At the same
time it is to be noted that the most common misdiag64

nosis is renal colic among various entities in differential diagnosis. Both physicians working in the emergency room, and those serving in all levels of health
care should be more careful about the approach to
abdominal pain in elderly patients.
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