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Aortic aneurysm presenting as
conus-cauda syndrome
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A 65-year-old male developed retention of urine and
constipation followed by subacute progressive weakness
in both lower limbs. He had trauma to his back in
childhood, when a wall of his house had collapsed on
him without causing any deficit. On examination, he had
gibbus from D11 to L2 vertebrae [Figure 1]. Sensorimotor
loss affecting L1 to S1 segments on either side, but
more prominent in the L4-S1 distribution, was present.
A clinical diagnosis of conus-cauda syndrome was made.
MRI of dorso-lumbar spine showed a saccular aneurysm
arising from posterior wall of thoraco-abdominal
aorta from D11-L2 level [Figure 2a and b]. There was
calcification of the aneurysmal wall and its lumen
contained a large eccentric lamellated thrombus.
The aneurysm extended into the spinal canal by
destroying D12 and L1 vertebral bodies and compressed
the conus medullaris [Figure 2b]. On CT aortography,
the aneurysm was 6.8 x 6.5 x 5.8 cm® in dimensions
[Figure 3a and b].

The patient was nonhypertensive. His serum venereal
disease research laboratory (VDRL) test was negative
and he had no features suggesting disorders of
collagen formation. Cause of the aneurysm could not
be ascertained.

Figure 1: Gibbus of dorso-lumbar spine of the patient

Conus-cauda lesion is a rare complication of aortic
aneurysm. A case of transient paraparesis as complication
of an acute abdominal aortic aneurysm rupture,
presumably due to occlusion of blood flow to conus
medullaris, has been described.! Some cases have
resulted as complications of open as also endovascular
aneurysmorraphy.??! This case highlights an unusual
cause of conus cauda syndrome. Remission of paraparesis

Figure 2b: Sagital T2W image of MRI dorso-lumbar spine
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Figure 3a: Sagital view of CT aortography demonstrating the aneurysm

following aneurysmorraphy and spinal column repair
can occur.B! However, our patient did not opt for it.
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Figure 3b: Axial view of CT aortography with contrast material in the
aortic lumen
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