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Abstract

We are presenting a case study about a 62-year-old lady who presented 
to A&E with abdominal pain and hypotension. Initially her presentation was 
thought as leaking aortic aneurysm giving that all investigations done were 
inconclusive. CTAA was done accordingly which showed incidental finding 
of Pulmonary Embolism (PE). In Literature, we found few cases reported for 
PE with abdominal pain. Yet, our case discussed a unique presentation of PE 
with lower abdominal pain without desaturation of oxygen rather than upper 
abdominal pain with low oxygen saturation. Our case is supported with images 
of the CTPA and Chest X-ray. Our recommendation is that clinicians should 
consider PE as one of the differential diagnoses of acute abdomen due to its 
high mortality rate when misdiagnosed or missed diagnosed.
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Introduction
Pulmonary Embolism (PE) is a highly fatal condition mostly 

because of the high incidence of missed diagnosis or misdiagnosis. 
Early diagnosis and management are the key factors to reducing 
mortality rates of PE. The most common symptoms of PE are 
dyspnoea, chest pain, cough, and haemoptysis [1]. Differential 
diagnosis of acute abdomen and abdominal pain in general is diverse, 
yet pulmonary embolism is not one of them. However, this needs to 
be changed. We report an unusual presentation of PE as our patient 
presented with abdominal pain referred to the back and hypotension. 
Our case was initially misdiagnosed as leaking aortic abdominal 
aneurysm. In this case report, the patient presented to accident 
and emergency department for abdominal pain without the typical 
symptoms of PE such as chest tightness, shortness of breath and 
dyspnoea. She was initially misdiagnosed as leaking aortic abdominal 
aneurysm until the CTAA report showed PE as an incidental finding.

Case Presentation
A 62-year-old female presented to emergency department with 

lower abdominal pain referred to the back only relieved by defecation 
for 4 days. There was guarding and rigidity in abdominal examination, 
especially in the suprapubic and umbilical area. Vital signs initially 
were within normal limits apart from low blood pressure of 105 systolic 
and 76 diastolic. Cardiopulmonary auscultation and abdominal bed 
side ultrasound scan were both unremarkable. Her medical and 
social history were only significant for liver failure and heavy chronic 
smoking. Blood amylase, lipase, liver function, and blood routine 
including arterial gas were all not concerning. Investigations done 
including chest x-ray and ecg did not show any abnormality. Given 
that the abdominal pain is referred to the back with hypotension, the 
preliminary diagnoses of leaking abdominal aortic aneurysm was 
considered. Computerized Tomography Aortogram Angiography 
(CTAA) was done to rule aortic abnormalities and differentials 
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of acute abdomen. CT showed no evidence of aortic dissection or 
aneurysm, major abdominal organs grossly appeared unremarkable, 
no enlarged abdominal nodes, uncomplicated colon diverticulae, 
no dilated bowel loops and no free fluid in abdomen or pelvis. 
Unexpectedly, findings were consistent with pulmonary embolism. 
The patient was admitted to the hospital and received low molecular 
weight heparin for anticoagulant therapy. Her abdominal pain was 
significantly relieved afterwards. To the best of our knowledge, our 
case presents a unique and atypical presentation not only because 
of presenting with only abdominal pain and no typical symptoms 
of PE but also because the pain was in lower abdomen and oxygen 
saturation was normal. In other cases, low oxygen saturation and site 
of abdominal pain which is mostly upper abdominal was the key to 
the PE diagnosis (Figure 1 and 2).

Discussion
In literature, abdominal pain is reported in few patients with 

PE. In fact, some studies have begun to suggest that PE should 
be considered for upper abdominal pain [2]. In Japan, the 2015 
guidelines for acute abdomen states that PE should be considered 

Figure 1: Filling defects in right and left upper interlobar pulmonary arteries 
compatible with peripheral pulmonary emboli (white arrows).
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as part of the differentials [3]. As PE can cause right sided heart 
failure, liver capsule or gall bladder dilatation may occur thus causes 
abdominal pain [4]. There was a large study in 2011, in which around 
11 percent of 1880 patients diagnosed with PE had upper abdominal 
pain [5]. Another possible cause for the abdominal pain could be 
that the increased viscosity of blood with low oxygen may lead to a 
small embolus that may cause focal necrosis of abdominal organs [6]. 
Also, pulmonary hypertension may lead to abdominal lymphedema 
and hepatobiliary portal infiltration [7]. Alternatively, the abdominal 
pain may be caused by the tension of sensory nerve endings within 
the lower part of the chest wall parietal pleura and intercostal muscle 
hyperalgesia [8].

Conclusion
In patients with abdominal pain, clinicians do not think of the 

possibility of PE. From our case report and other studies in literature, 
PE should be considered in the differential diagnosis especially in 
those with risk factors or high suspicions. We recommend arterial 
blood gas and D-dimer to be performed to patients presenting with 
acute abdomen and then correlate clinically with the results.

Figure 2: Consolidation in left lower lung zone in keeping with infection (black 
arrow).
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