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Figure 1A The arrow indicates dissection of the left
renal artery. Note minor contrast enhancement of the left
kidney. Computed tomographic angiography: axial view.

Figure 2 Arrow indicates a thrombus in the left renal
artery distal to the dissecting membrane. Magnetic
resonance angiography: maximal intensity projection.
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Figure 1B Dissecting membrane causing renal artery
occlusion.
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Figure 4A Magnetic resonance angiography: post-
operative maximal intensity projection.

Vascular Medicine 2005; 10: 237-238

Figure 4B Note left upper segmental kidney infarction.
Magnetic resonance angiography.

A 68-year-old man with an acute onset of chest pain was
admitted to hospital. No signs of myocardial ischemia
were identified on electrocardiography or by blood
tests. Physical examination was unremarkable and chest
radiography was normal. A computed tomographic (CT)
scan confirmed acute aortic dissection type B. The
dissecting membrane had extended from the false
lumen into the origin of the left renal artery (Figure 1A
and B). Distally, appositional thrombus formation was
seen in the left proximal renal artery (Figure 2). Contrast
enhancement of the left kidney was reduced. The
current creatinine level was 1.3 mg/dl. The patient
underwent immediate uncomplicated renal artery pros-
thetic bypass reconstruction using a retroperitoneal
approach (Figure 3). Postoperative magnetic resonance
angiography imaging demonstrated bypass patency
and segmental renal infarction (Figure 4A and B).
Creatinine and urea levels showed no significant post-
operative elevation. The patient was transferred back to
the intensive care unit for aggressive antihypertensive
treatment.



