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Abstract

Aortic dissection is a life-threatening illness requiring early diagnosis and treatment. Uncommon early

presentations mimicking various illnesses can delay diagnosis. Acute renal failure (ARF) is an uncom-

mon complication of type A aortic dissection (AAD). Presentation with ARF is associated with an

increased risk of in-hospital death and persistence of renal dysfunction at midterm follow-up in type

B aortic dissection, but not AAD. We report a case of a type A aortic dissection complicated by ARF,

with a fatal outcome. A 56-year-old male was transferred to the emergency service with anuria and

rapid deterioration of renal function. Computed tomography showed type A aortic dissection with

near-complete collapse of the true lumen at the level of the renal arteries and complicated with left

renal infarct. Because of deterioration of his general condition during hemodialysis, he was treated with

supportive measures including ventilatory support. He died two days after admission. Aortic dissec-

tion initially mimicking ARF is rare. Accurate early diagnosis of aortic dissection with indeterminate

presentation is crucial.
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Introduction

Acute aortic dissection (AAD) is a life-
threatening situation related to high mor-
bidity and mortality. The most important
known acquired reason that leads to dissec-
tion is chronic arterial hypertension. With
respect to the renal failure - uncommon
complication of type A aortic dissection
— aortic dissection is not something that

is always considered and is still not a very

common presentation. However, when pre-
sent, preoperative renal failure in patients
with acute type B dissection (not type A)
has been accentuated to be an independent
predictor of mortality [1]. Here we present
a case of a patient presenting with acute
renal failure — long-standing hypertension
diagnosed with type A aortic dissection. He
died two days after admission. Through the
case, we highlight the importance of having



type A aortic dissection as an important differential in
patients presenting with anuria, who have a long-stand-
ing history of uncontrolled hypertension, and a lack of
awareness of this atypical presentation may lead to a
delay in diagnosing this rapidly fatal condition.

Case Report

A 56-year-old male was transferred from a local pri-
mary care center to our emergency service due to the
sudden onset of anuria and rapid deterioration of renal
function. Laboratory data was significant for creatinine
of 4.9 mg/dL, potassium of 5.9 mMol/L and a hemo-
globin level of 11.9 g/L. Two hours later, follow-up re-
vealed that his hemoglobin level declined to 9.7 g/L,
so a thoraco-abdominal CT without contrast was per-

formed. This showed mediastinal hemorrhage and pos-

sible aortic dissection. A CT angiogram of the chest,
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Figure 1. Contrast-enhanced axial CT scan shows that the true lu-
men is completely collapsed at the level of the renal arteries. The left
renal artery came off the false lumen of the dissection (arrow) and
resulted in left kidney infarct.

Figure 2. Contrast-enhanced axial CT scan shows bilateral minimal
pleural effusion, mediastinal hemorrhage (arrowheads), and type A
aortic dissection (black arrow). The true lumen is nearly completely

collapsed (black arrow).
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abdomen, and pelvis was subsequently performed,
which showed a large type A dissection starting in the
ascending aorta, extending into the abdominal aorta,
complete collapse of the true lumen at the level of the
renal arteries complicated with left renal infarct, with
extension of the dissection into the common iliac arter-
ies bilaterally, and ending at the level of iliac bifurcation
(Figures 1,2). In addition, mediastinal hematoma and
bilateral minimal hemothorax were seen (Figure 2).
Because of deterioration of his general condition dur-
ing hemodialysis, he was treated with supportive meas-
ures including ventilatory support. His poor condition
did not allow him to operate the aortic dissection. He
died two days after admission.

Discussion

Aortic dissection, especially when complicated, is
fatal if left undiagnosed or untreated. Patients with sus-
pected dissection of the thoracic aorta require prompt
diagnostic evaluation so that urgent therapeutic in-
terventions can begin [2]. Most of the cases of aortic
dissection described in the literature have often been
referred to as missed and not being timely diagnosed.
In a retrospective review of 49 patients in Greece, al-
most a third of patients were initially admitted for other
reasons [3]. However, as noted by Ramanath et al. in a
very comprehensive review on acute aortic syndromes
[4], “a key point for clinicians is that nearly 30% of pa-
tients later found to have AAD are initially diagnosed as
having other conditions”. As was the case in our patient
as well, the severe acute renal failure was the initial di-
agnosis and the thought process that initially did not
lead us to think about aortic dissection until the fall of
the hemoglobin level.

With respect to the anuria and renal failure, aortic
dissection is not something that is always considered
and is still not a very common presentation unless both
renal arteries come off the false lumen of the dissec-
tion [S]. However, in our case, only the left renal artery
came off the false lumen of the dissection and resulted
in kidney infarct, but CT showed complete collapse of
the true lumen at the level of the renal arteries. In the
literature, only a few cases have been reported regard-
ing dissection presenting as renal failure and anuria
[3,6-9]. However, when present, preoperative renal

failure in patients with acute type B dissection was not-
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ed to be an independent predictor of mortality [1,10].
On the contrary, our case was type A dissection, and

mediastinal hematoma could be contributing to mor-

tation on the outcome of acute B aortic dissection:
evidences from IRAD. ] Cardiovasc Surg (Torino)
2012;53:161-168.

tality. Although hemomediastinum due to type A acute 2 Ozkan F, Akpinar E, Serter T, Ozyiiksel A, Hazirolan T.
aortic dissection may have caused acute simultaneous Ruptured type B aortic dissection presenting with right
obstruction of the pulmonary artery and superior vena hemothorax. Diagn Interv Radiol 2008;14:6-8.
cava, leading to sudden death [11], there was no com- 3. Asouhidoul, Asteri T. Acute aortic dissection: be aware
. . of misdiagnosis. BMC Res Notes 2009;2:25.
pression of the pulmonary artery and superior vena
. .. 4. Ramanath VS, Oh JK, Sundt TM 3rd, Eagle KA. Acute
cava in our case due to mediastinal hematoma. 1 dih M
aortic syndromes and thoracic aortic aneurysm. Mayo

Several imaging modalities, including chest X-ray, ey ' 1 aneny 7

¢ h lech di hy CT i Clin Proc 2009;84:465-481.
ransesophageal echocardiogra magnetic reso-
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nostic modalities has certain advantages and limita- 6. Demos TC, Gadwood K, Garces MA, Moncada R,
tions. Helical CT is the most common initial diagnostic Marsan R. Aortic dissection: presentation as a re-
test performed when acute aortic dissection is suspect- nal problem in three patients. AJR Am J Roentgenol
ed because it is commonly available in emergency de- 1981;137:1268-1270.
partments and can be performed readily. CT enables 7. Cambria RP, Brewster DC, Gertler ], Moncure AC,
the diagnosis of acute aortic dissection with a sensitiv- Gusberg R, Tilson MD, et al. Vascular complications as-
ity and specificity of nearly 100% [12]. In 70% of cases sociated with spontaneous aortic dissection. ] Vasc Surg
with acute dissection, CT depicts an intimal flap. The 1988;7:199-209.
signs of aortic rupture include hyperattenuating me- 8. Woywodt A, Stabroth C, Kadow K, Krupp G, Luft FC.
diastinal, pericardial, or pleural fluid collection on un- The patient with low back pain and acute oliguric renal
enhanced CT scans as well as irregularity of the aortic failure. Nephrol Dial Transplant 2000;15:544-546.
wall and extravasation of vascular contrast material on 9. GatesJD, Clair DG, Hechtman DH. Thoracic aortic dis-
contrast-enhanced CT scans. CTA with multiplanar section with renal artery involvement following blunt
reformatting and 3-dimensionally reconstructed imag- thoracic trauma: case report. J Trauma 1994;36:430-
es can be used to evaluate the origins of major vascular 432

. 10. Di Eusanio M, Trimarchi S, Patel HJ, Hutchison S, Su-
branches and coronary arteries, as well as the extent of
. . .. . 1. zuki T, Peterson MD, et al. Clinical presentation, man-
dissection. In addition, CT images provide informa- < p N
agement, and short-term outcome of patients with type
tion about all structures in the thoracic-abdominal cav- & ' " P wIsLyp
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In conclusion, through the case, we highlight the 11. Inoue Y, Takahashi R, Kashima I, Tsutsumi K. Medias-
importance of having type A aortic dissection as an im- tinal hematoma: another lethal sign of aortic dissection.
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