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Abstract

Aortoiliac occlusive disease (AIOD) is non-inflammatory obstructive vasculopathy commonly affecting patients with advanced athero-
sclerosis, diabetes mellitus, or elevated cholesterol levels, and subjects with other risk factors such as cigarette smoking.

Two Caucasian patients (a 55-year-old woman and a 56-year-old man), with ulcerous cutaneous lesions of AIOD are reported. In both
cases, medical history comprises initial lower limb claudication, multiple painful ulcers along the legs and absence of superficial femoral
artery pulse. Severe obstruction of both infrarenal aorta and iliac arteries on the left side was demonstrated by contrast angiography and
Doppler ultrasonography.

The evolution of the disease showed some characteristic findings, including pyoderma gangrenosum-like ulcerations as the initial cutane-
ous manifestation of AIOD, multiple painful ulcers along the lower extremities, and aorto-iliac occlusive disease due to atherosclerosis.

Early diagnosis and surgical reconstruction of vessels in patients with AIOD improved quality of life and limb salvage rates.
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INTRODUCTION

Aortoiliac occlusive disease (AIOD) is a segmental non-in-
flammatory obstructive vasculopathy commonly occurring
in the infrarenal aorta and iliac arteries. It affects mainly
patients with advanced atherosclerosis, diabetes mellitus,
or hypercholesterolemia, and those with other risk factors
such as cigarette smoking, age, family history, race etc.!!/ The
condition occurs in both sexes and people of all races, but is
more common in the elderly, since the higher incidence of
atherosclerosis of the lower extremities is associated with an
increase in the general population’s life expectancy.l?! As far
as the occlusive atherosclerotic process is chronic, it leads
to development of collateral blood vessels supplying the

affected extremities, hence the clinical tissue ischemia and
the cutaneous injury features may occur in different interval
and severity.*! It has been reported that the coexistence of
AIOD, abdominal aortic aneurysm, ischemic heart disease,
and cerebrovascular disease carry a very poor prognosis. |*!
Based on the morphology and the level of lesions, the Trans-
Atlantic Inter-Society Consensus (TASC) guidelines classi-
fied aortoiliac atherosclerotic disease TASC IT C and D types
and the standard recommended treatment is bilateral surgi-
cal bypass of the femoral arteries. !

Cutaneous manifestation varied from nonspecific in-
flammatory lesions through ulcers to gangrene of low ex-
tremities and the diagnosis might be difficult.’) The pa-
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tients report a severe intermittent claudication, ischemic
rest pain, or burning and pain in the cutaneous lesions.

We present two Caucasian patients with similar medical
histories in whom we suspected severe obstruction of the
infrarenal aorta and iliac arteries because of the clinical and
cutaneous features, which was verified by contrast angiog-
raphy and Doppler ultrasonography.

CASE REPORT

Case 1

A 55-year-old woman was admitted to the Department of
Dermatology, Alexandrovska University Hospital in Sofia
with pustular lesions on the abdomen, and painful multiple
ulcers located on the postoperative inguinal scat, the but-
tocks, and internal part of the left thigh. Pathergy reaction
was positive and the working diagnosis was pyoderma gan-
grenosum (PG). The patient had a history of allergic reac-
tions to mnon-steroidal anti-inflammatory drugs (NSAID)
and house dust mites and concomitant arterial hypertension,
diabetes mellitus, and ischemic heart disease, including past
myocardial infarction.

Physical examination revealed vesiculopustular skin le-
sion on the abdomen (Fig. 1) and deep ulceration with
well-defined borders on a postoperative scar on the left in-
guinal fold. Multiple ulcers with a necrotic bottom, irregular
edges, and erythematous halo were located on the left but-
tocks and internal region of the left thigh. Purpuric lesions
were observed on the skin of the lower limbs and the left foot
was edematous with violaceous colour. The left thumb was
necrotic, with bullous lesions on its back aspect. Palpation
of the distal superficial femoral artery showed no pulsations.
Complete blood count and routine blood tests were within
normal ranges except for cholesterol levels - 5.64 mmol/l (up
to 5.2 mmol/l) and glucose levels - 10.3 mmol/l (reference

Figure 1. Pustular pyoderma gangrenosum-like ulceration on
the abdomen of 55-year-old woman.

Aortoiliac Occlusive Disease

range 3.6-6.1 mmol/l) levels. The prothrombin time and
some other coagulation function markers were also impaired.
Histopathologic investigation of a skin biopsy showed abscess
formation in the dermis and dense lymphocytic infiltration
around blood vessels, with extravasation of erythrocytes
(Fig. 2). Contrast aortography showed chronic obstruction of
the left iliac artery with development of collaterals (Fig. 3).
Doppler ultrasonography of the left common femoral artery
showed decreased pressure (40 mm/Hg) in comparison with
the right one.

Methylprednisolone (1 mg/kg/24 h) was started for PG
and the dose was reduced step-wise over the next 2 months
and combined with local ozone therapy. Therapy resulted in
healing of the ulcers on the inguinal fold and internal aspect
of the thigh and allowed completion of the surgical treatment
of AIOD. Thromboendarterectomy of the femoral artery and
bypass of the left aorto-femoral artery with an 8-mm pros-
thesis was performed in the cardio-vascular clinic. At the
same time, a necrectomy of left thumb was performed. Treat-
ment continued with pentoxifylline and acenocoumarin to
complete resolution of the ulcers. The concomitant diabetes,
cholesterol, and hypertension were controlled with adequate
medications.

Figure 2. Histopathology of skin presenting acanthosis in epi-
dermis, abscess formation and dense lymphocytic infiltration
around blood vessels with extravasation of erythrocytes in dermis
(H&E) x200.
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Figure 3. Contrast aortography showing occlusion of the left aorto-iliac artery.

Case 2

A 56-year-old male patient was admitted to our Department
of Dermatology with a 3-year history of persistent swelling of
both calves. He complained of formation of small ulcers fol-
lowed by spontaneous re-epithelization; however, six months
earlier, deep painful nonhealing ulcerations had appeared on
the anterior aspect of his legs. The patient was a heavy smok-
er (>30 cigarettes/day). Previous treatment with diosmin
and local re-epithelization agents was ineffective.

Physical examination revealed claudication after walking
15 feet and diffuse livedo reticularis, purpuric and pigment-
ed maculae on both lower extremities. The patients left leg
was slightly thinner than the right. Four deep ulcerations, two
around the left knee, one pretibial, and one around the left
medial ankle (Fig. 4) with callous borders and fibrotic bases
(Fig. 5) were observed on the left leg. The arterial pulsations
of the left tibial arteries were reduced but palpably detectable.
No pulsations were found over the left femoral artery.

Routine laboratory investigations were within the normal
ranges except for the slightly elevated aspartate transaminase
(46 U/l) and creatine (130 mmol/l). Doppler ultrasonogra-

phy measured decreased pulsations of the left posterior tibial
artery (40 mm/Hg) compared with the right (110 mm/Hg)
and normal blood pressure (RR 130/90 mm/Hg) of the left
brachial artery. Abdominal CT revealed homogenous hepa-
to- and splenomegaly. Angiography found occlusion of the
bifurcation of the left iliac artery and an enlarged, corkscrew
lineal artery. The right femoral artery, however, was normal-
ly visualised due to collateral arteries. One month later, the
obstruction of the iliac artery was surgically removed. Main-
tenance therapy was pentoxifylline, verapamil, and acetylsa-
licylate with local iodine povidone dressings.

DISCUSSION

Aortoiliac occlusive disease is large-vessel vasculopathy
characterised by degenerated stenotic atheromatous ob-
struction, primarily affecting the infrarenal aorta and iliac
arteries.””) Obstruction may appear in the infrarenal aorta,
common iliac, internal iliac, external iliac, or combinations
of any or all of these vessels. Patients’ complaints are vari-
able, and patients may initially have no symptoms. In some
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Figure 4. Arterial ulcers on the left leg, petechiae and reticular cyanotic erythema of the skin in in 56-year-old male.

Figure 5. Ulceration on anterior aspect of the left leg with cal-
lous borders and a fibrotic base.

cases, non-specific symptoms, such as stiffness, paresthe-
sia, reduced sensitivity or pain, and claudication appear. |®!
Intermittent claudication, defined as pain or fatigue in a
muscle or muscle group on repetitive use, is common. The
anatomical level of claudication is significant, and when
aorto-iliac artery is obstructed, pain occurs first in the hip
or thighs.®) Ischemic rest pain indicates an advanced stage
of the disease. Neurogenic claudication is characterized by
sensory symptoms that appear during exercise or while

maintaining a fixed posture, and some patients may have
bowel and bladder disturbance.’

Claudication in our patients was an alarming sign. The
constellation of intermittent claudication, erectile dys-
function, and absent femoral pulses in men is termed Le-
riche syndrome (LS), named after the surgeon who first
described the condition in 1923.1'%111 LS occurs when ei-
ther pre-occlusive stenosis or complete occlusion of the
infrarenal aorta is present. Our second patient had been a
smoker for a long time and had all signs of LS - intermit-
tent claudication, erectile dysfunction and absent femoral
pulse. Murphy et al.*’) reported a 66-year-old-woman with
AOID, who presented with symptoms of paresthesia from
the buttocks to the thigh, and intermittent loss of bladder
and bowel function associated with absence of femoral
pulses and symptoms of claudication. Other diseases with
obstruction of the abdominal aorta and its main branches
are Takayasu’s disease and Wegener’s granulomatosis, two
chronic segmental vasculitides of large arteries with un-
known etiology.['>13]

Our first patient presented with vesiculopustular lesions
on the abdomen and postoperative cicatrix compatible with
PG. Pyoderma gangrenosum following surgery has been
repeatedly reported.'*!°] In this case surgery was carried
out without risk of complications and with the use of sub-
cutaneous sutures and systemic steroid cover.'®) Esnault et
al.l'%! reported a 68-year-old man with two recurring post-
operative PG ulcers after two femoral bypasses. These cases
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illustrate the importance of precise differential diagnosis
in non-healing wounds. It is also important to consider
the rare possibility of underlying AIOD in patients with
PG, and the preoperative workup is essential to prevent
post-operative complications.

The evolution of the disease in our patients showed
some characteristic cutaneous findings: (a) ulcerations and
pustules sometimes resembling PG; (b) multiple deep and
painful ulcers with callous borders and necrotic or fibrin-
ous bottom, along the lower extremities; (c) petechial and
purpuric lesions; and (d) livedo reticularis. All of these
cutaneous findings were associated with angiography and
Doppler ultrasonography, confirming arterial occlusion;
aorto-iliac arterial reconstruction significantly promoted
wound healing.

AOID should be distinguished from other low limb isch-
emic disorders such as peripheral arterial occlusive disease,
superficial femoral artery occlusive disease, chronic lower
extremity ischemia, peripheral emboli, and lower extremity
atheromatous emboli syndrome.!'7:18]

CONCLUSIONS

Collaboration between the dermatologist and vascular
surgeon can shorten the diagnostic process and might be
essential for ensuring optimal management of patients
with aorto-iliac occlusive disease. Early determination of
the diagnosis and surgical reconstruction of vessels should
improve both the patient’s quality of life and limb salvage
rates. Patients need to be given education on lifestyle mod-
ification and risk to prevent progression of the disease, in-
cluding smoking cessation, increased physical activity, and
diet modification.
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Pe3lomMme

Aopro-nofB3ioLIHAsA OKKII031OHHAA 60e3Hb (AIIOB) mpepcTaBiseT co60Ji HEBOCIAMUTEIbHYIO OOCTPYKTUBHYIO BAaCKY/IOIATHIO,
0O6BIYHO IIOPAXKAIOIIYIO MAIVIEHTOB C BBIPQYKEHHBIM aTePOCKJIEPO30M, CaXapPHBIM [I11abeTOM VIV IIOBBIIIEHHBIM YPOBHEM XOJIeCTEPYHA,
a TakKe CyO'BeKTOB ¢ APYruMM GpaKTOpaMu PUCKa, TAKMMIY KaK KypeHMe CUraper.

CoobmraeTcs 0 ByX AI[MIeHTaX eBPOIEONFHON Pachl (55-7IeTHAA XKEHIMHA U 56-TeTHUIT My)X4IHA) C KOKHBIMI A3BEeHHBIMHU MOPaXe-
Huamu ATIOB. B o6oux crydasx uctopus 60/me3Hn BKIOYAET HAYATbHYI0 XPOMOTY HIDKHMX KOHEYHOCTEl, MHOXXeCTBEHHBbIe 60Tes-
HeHHBIe A3BBI BIO/Ib HOT ¥ OTCYTCTBME MY/IbCA HA TOBEPXHOCTHBIX OeipeHHBIX apTepuax. Tsmkénas o6CTpyKIusa KaK MHbpapeHanbHO
A0PTBI, TAK U TIO/IB3/[ONIHBIX apTePHii C/ieBa Obl/Ia TPOIEeMOHCTPUPOBAHA C TOMOIbI0 KOHTPACTHOI aHTMOTrpaduyt 1 JonIeporpadum.

9BOTI}OLH/IH 3a00/1eBaHMA [TOKa3aa HEKOTOPbIE XapaKTEPpHbIE ITPM3HAKH, B TOM 4IIC/I€ A3BbI, HOI[OéHbIe FaHI‘peHOSHOﬁ MoAepMNN, Kak
Ha4a/IbHOE€ KOXXHO€E NIPOABIEHNE ATIOB, MHOXXeCTBEeHHBIE 6071e3HEHHbIE A3BBI BO/Ib HVDKHUX KOHEYHOCTEN U A0pTO-IIOAB3IOIIHYIO
OKK/IIO3MIOHHYIO 607€e3Hb U3-3a aTEepOCKIEpO3a.

PaHHAA AVATHOCTMKA VM XVMPYprudecKas peKOHCTPYKIMA cOCyfoB y manueHTos ¢ AIIOD ymyumanym kadecTBO XXU3HM M TIOKa3aTenn

COXpaHEHMsI KOHEYHOCTeIl.

KnroueBble c/ioBa

A0PTO-IIOAB3IOIIHASA OKK/IIO3MIOHHAA 6OJI€3HI), IIOpa>XxeHu4, HOI[O6HI)IC FaHFpeHOSHOﬁ MoAepMIN, KOXKHbIE A3BbI

Folia Medica | 2022 | Vol. 64 | No. 4 687



	_GoBack

