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Autosomal-dominant polycystic kidney disease (ADPKD) 
is rarely complicated by celiac artery dissection. Since 
ADPKD patients have a greater risk of aortic dissection, 
dissection of the aorta and its major branches should be 
carefully differentiated in ADPKD patients with acute-
onset abdominal pain.

A 47-year-old man in whom a diagnosis of autosomal-
dominant polycystic kidney disease (ADPKD) was made 
3 years ago presented with sudden onset of sharp pain in 
the epigastric abdomen when he was resting around 2 a.m. 
on the previous night. The present patient did not have 
a symptom of fever, vomiting, or diarrhea. His medical 
histories were hypertension and chronic kidney disease 
(G3aA1), which were controlled well by 60 mg of telmis-
artan and 60 mg of tolvaptan per day. Physical assessment 
revealed epigastric abdominal tenderness without radiat-
ing pain. Prior to the imaging study, differential diagnoses 
including rupture of an abdominal aortic aneurysm and 
abdominal aortic dissection were considered. Contrast-
enhanced computed tomography (CECT) showed mul-
tiple renal and hepatic cysts (Figure  1A), which are 
typical findings of ADPKD and celiac artery dissection 
with thrombotic occlusion of the false lumen (Figure 1B). 

Aortic aneurysms were not detected. We made a diagnosis 
of spontaneous isolated celiac artery dissection (SICAD), 
and conservative medical therapy was conducted with 
blood pressure control by continuation of the administra-
tion of telmisartan and tolvaptan. Potential complications 
of celiac artery dissection such as ruptured pseudoaneu-
rysm and splenic infarction were not detected in the pres-
ent case.1 CECT performed 4 days after the development 
of SICAD showed no progression of the disease.

Autosomal-dominant polycystic kidney disease is as-
sociated with cardiovascular abnormalities such as intra-
cranial aneurysms; however, complication of celiac artery 
dissection has been rarely reported. The risk factors for 
isolated mesenteric artery (superior mesenteric artery or 
celiac artery) dissection are male gender, hypertension, 
and smoking, though the present patient had been a non-
smoker.1 ADPKD patients are reported to have a 5.49-fold 
greater risk of aortic aneurysm and dissection than that 
in non-ADPKD counterparts,2 whereas the prevalence of 
celiac artery dissection in ADPKD patients remains un-
known because of its rarity. Clinicians should pay atten-
tion to dissection of the aorta and its major branches in 
ADPKD patients with acute onset of abdominal pain.
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Abstract
Autosomal-dominant polycystic kidney disease (ADPKD) is rarely complicated 
by celiac artery dissection. Dissection of the aorta and its major branches should 
be carefully differentiated in ADPKD patients with acute-onset abdominal pain.
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F I G U R E  1   (A) Multiple renal and hepatic cysts were shown by contrast-enhanced computed tomography (CECT). (B) CECT showed 
celiac artery dissection with intramural hematoma only (left: arrow, coronal; right: arrowheads, sagittal)
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