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Ultrasound imaging for the diagnosis
of abdominal aortic stenosis: A case report

Shun Aoxr*, Aiko Hayvashi, Mina ENoki, Takamitsu MivaucHl, Shizu TAKAHASHI,
Rika Tanmoro, Haruhiko Taxkaisui, Daisuke MaTsupA™, Kenichi HonMa and Terutoshi YAMAOKA
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Diagnostic imaging for lower extremity artery disease includes ultrasound, contrast-enhanced
computed tomography, and magnetic resonance angiography. FEach test has its advantages and
problems in terms of utility, and it is necessary to conduct an appropriate test that takes lesion
area and pathology into consideration. Herein, we report a case in which ultrasound imaging was

useful in the diagnosis of abdominal aortic stenosis.
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