
Poster Print Size: 
This poster template is 24” high by 48” 
wide . It can be used to print any poster 
with a 1:2 aspect ratio including 30x60, 
36x72, 42x84, and 48x96.  

Placeholders: 
The various elements included in this 
poster are ones we often see in 
medical, research, and scientific 
posters. Feel free to edit, move,  add, 
and delete items, or change the layout 
to suit your needs. Always check with 
your conference organizer for specific 
requirements. 

Image Quality: 
You can place digital photos or logo art 
in your poster file by selecting the 
Insert, Picture command, or by using 
standard copy & paste. For best results, 
all graphic elements should be at least 
150-200 pixels per inch in their final 
printed size. For instance, a 1600 x 
1200 pixel photo will usually look fine 
up to 8“-10” wide on your printed 
poster. 

To preview the print quality of images, 
select a magnification of 100% when 
previewing your poster. This will give 
you a good idea of what it will look like 
in print. If you are laying out a large 
poster and using half-scale dimensions, 
be sure to preview your graphics at 
200% to see them at their final printed 
size. 

Please note that graphics from websites 
(such as the logo on your hospital's or 
university's home page) will only be 
72dpi and not suitable for printing. 

 
[This sidebar area does not print.] 

Change Color Theme: 
This template is designed to use the 
built-in color themes in the newer 
versions of PowerPoint. 

To change the color theme, select the 
Design tab, then select the Colors 
drop-down list. 

 

 

 

 

 

 

 

 

The default color theme for this 
template is “Office”, so you can always 
return to that after trying some of the 
alternatives. 

Printing Your Poster: 
Once your poster file is ready, visit 
www.genigraphics.com to order a 
high-quality, affordable poster print. 
Every order receives a free design 
review and we can deliver as fast as 
next business day within the US and 
Canada.  

Genigraphics® has been producing 
output from PowerPoint® longer than 
anyone in the industry; dating back to 
when we helped Microsoft® design the 
PowerPoint® software.  

 
US and Canada:  1-800-790-4001 

Email: info@genigraphics.com 
 

[This sidebar area does not print.] 

 

 

 

 

 

Introduction :   

Case Description:   
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ACUTE ABDOMINAL AORTIC OCCLUSION IN A SEEMINGLY NORMAL AORTA 

 

 

 

 

 

 

Acute abdominal aortic occlusion is an uncommon occurrence 

that has significant morbidity and mortality. Over 80% of all 

peripheral and visceral emboli come from cardiogenic sources 

such as atrial fibrillation, myocardial infarction, endocarditis and 

prosthetic heart valves. Non-cardiac causes can include aortic 

pathologies such as aneurysms, dissections, severe 

atherosclerosis, or traumatic lesions. Etiologies such as 

atherosclerosis have a chronic course that takes years to develop 

and allow the body to form collateral circulations. We present a 

rare case of a patient with acute complete occlusion of the 

infrarenal abdominal aorta with no preexisting heart conditions, 

aortic pathologies, or presence of collateral circulations. 

A 47-year-old female with past history of type 1 diabetes mellitus, 

active smoking, heavy alcohol abuse presented to the ER with 7 

days of uncontrolled blood sugar. Upon initial evaluation, the 

patient was found to be hyperglycemic with glucose of 442 mg/dL 

and in diabetic ketoacidosis.  

 

Vital signs were as follows: blood pressure of 101/68 mmHg, 

pulse of 102 bpm, temperature of 97.4 °F, with respiratory rate of 

23/min, and oxygen saturation of 96% on room air.  

 

Throughout the hospital course, the patient was found to have 

gradual worsening dyspnea. CT pulmonary angiogram (Figure 1) 

ruled out pulmonary embolism, however, incidentally a mural 

thrombus in the descending thoracic aorta was found and heparin 

was started. 

 

Two days later, the patient was found to have cool and mottled 

extremities with absent bilateral dorsalis pedis pulses. CT 

angiogram of the abdomen (Figure 2) showed bilateral lower limb 

ischemia secondary to complete occlusion of the distal abdominal 

aorta just proximal to the bifurcation. The previous thoracic aortic 

thrombus was no longer present, suggesting possibility of 

embolization to the abdominal aorta. The patient had an emergent 

thrombectomy of bilateral femoral arteries, femoral iliac arteries, 

and aorta with bilateral lower extremity compartment fasciotomies.  

 

One week later, the patient had a complicated course of continued 

lower limb ischemia despite adequate anticoagulation which 

necessitated bilateral lower limb amputation. She developed 

recurrent septic shock and rhabdomyolysis which caused acute 

kidney injury, requiring hemodialysis. 44 days post-op, the patient 

was found to be hypotensive and pulseless, and unfortunately 

expired.  
 

 

 

 

 

 

Acute abdominal aortic occlusion in a seemingly normal aorta is a 

rare clinical finding associated with a high incidence of 

complications and has substantial mortality. Due to the rarity of 

this disease, there is currently little available evidence to guide 

treatment of this condition. We hope by reporting our case, we 

can contribute to the available literature and shed some light into 

the pathogenesis of this disease. 
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Figure 2: Computed tomography angiography of the abdomen showing 

complete occlusion of the distal abdominal aorta just proximal to the 

bifurcation. 

Figure 1: Computed tomography pulmonary angiography showing a 

partially obstructing mural thrombus in the descending thoracic aorta. 
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