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What’s Your Diagnosis?
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Bilateral Flank Pain

A 59-year old, diabetic male with a history of
kidney stones visits the clinic with recent com-
plaints of recurrent bilateral flank pain and uri-
nary frequency. A CT scan of the abdomen was
taken (see Figures 1 and 2). The patient’s med-
ical history is as follows:

• Has two healthy adult children

• Long history of smoking (quit smoking 
10-years-ago)

• Heavy alcohol consumption (quit 
drinking 10 years earlier)

• Denies being allergic to any medications 

• History of diabetes over 12 years 

• History of two heart attacks, a
longstanding history of atrial fibrillation, 
angioplasty, and stenting

• In 2011, underwent mitral valve 
replacement with a mechanical valve, 
along with triple bypass surgery

• Dyslipidemia

• He is taking a number of medications, 
including warfarin, ASA 81 mg, 
metoprolol, ramipril, rosuvastatin 
calcium, gliclazide, metformin, and 
insulin

A physical investigation reveals:

• A BP of 106/84 with an irregular pulse 
• Jugular venous pressure is not elevated
• On precordial exam, there is a 
mechanical S1, with no murmurs. 

• Chest is clear to auscultation
• No peripheral edema
• Pedal pulses were palpable bilaterally

What is your diagnosis?
a. Abdominal aortic aneurysm
b. Left nephrolithiasis
c. Right nephrolithiasis
d. Ruptured abdominal aortic aneurysm

Answer:Abdominal aortic 
aneurysm (AAA)

An aneurysm is a permanent focal dilation of an
artery to 1.5 times its normal diameter. The nor-
mal infrarenal aortic diameters in patients older
than 50-years are 1.5 cm in women and 1.7 cm
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in men. By convention, an infrarenal aorta 3 cm
in diameter or larger is considered aneurysmal.
Most abdominal aortic aneurysms are asympto-
matic, not detectable on physical examination,
and silent until discovered during radiologic
testing for other reasons. Tobacco use, hyperten-
sion, a family history of AAA, and male sex are
clinical risk factors for the development of an
aneurysm. Ultrasound, the preferred method of
screening, is cost-effective in high-risk patients.
Repair is indicated when the aneurysm becomes
greater than 5.5 cm in diameter or grows more
than 0.6 to 0.8 cm per year. Asymptomatic
patients with an AAA should be medically opti-
mized before repair, including the institution of
β-blockade. Symptomatic aneurysms present
with back, abdominal, buttock, groin, testicular,
or leg pain and require urgent surgical attention.
Rupture of an AAA involves complete loss of
aortic wall integrity and is a surgical emergency
requiring immediate repair. The mortality rate
approaches 90% if rupture occurs outside the
hospital.

Treatment
Patients who are diagnosed with an AAA that is
asymptomatic and who are clinically stable
should be triaged based on the size of the
aneurysm. Two large prospective studies deter-
mined independently that surveillance in 
compliant male patients with an aneurysm 4 to
5.5 cm wide is safe; surgery on AAAs smaller
than 5.5 cm did not confer any survival advan-
tage. Patients with aneurysms greater than or
equal to 5.5 cm should be considered for elec-
tive AAA repair.
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