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SPONTANEOUS DISSECTING ANEURYSM OF

THE RENAL ARTERY: A CASE REPORT
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Primary dissecting aneurysms of the renal artery are exceedingly rare. The triad of flank pain, hematuria,
and hypertension of acute onset in the absence of urinary obstruction should suggest this rare condition.
We report a case of spontaneous dissecting aneurysm of the renal artery treated using conservative medical
treatment. The diagnosis, therapeutic management, and outcome are discussed.
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Isolated renal artery dissections unrelated to trauma are
rare. There are various degrees of clinical manifestation, al-
though the triad of recent onset of hypertension, hematuria,
and flank pain are most commonly noted [1].

Traditionally, treatments for primary renal artery
dissection include surgical repair of vascular lesions and
even nephrectomy. Conservative management has also
been tried for relatively small lesions. We present the case
of a normotensive 41-year-old man with sudden onset of
flank pain and hypertension due to spontaneous renal
artery dissection. His blood pressure was controlled and,
most importantly, residual renal function was preserved
using only conservative medical treatment.

CASE PRESENTATION

A relatively healthy 41-year-old male patient was suffering
from sudden onset of severe right flank pain with radiation
to the right groin. There was no hematuria, trauma history,
or fever. His blood pressure was 180/100 mmHg. There
were no abnormal findings on urinalysis. Blood urea nitro-

gen, serum creatinine, and electrolytes were all within nor-
mal ranges. Roentgenography of the kidney, ureter, and
bladder demonstrated no evidence of stones. Abdominal
computerized tomography (CT) revealed infarction in the
posterior aspect of the right kidney (Figure 1). Under the
impression of renal artery infarction, the patient was ad-
mitted for further evaluation. Angiography demonstrated
right renal artery dissection from the main portion to the
posterior division branch (Figure 2).

Due to the small size of the aneurysm and the low risk
of rupture, conservative treatment was attempted first. A
combination of an analgesic agent, antihypertensive drug,

Figure 1. Abdominal computerized tomography reveals infarction in the
posterior aspect of the right kidney.
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and complete bed rest were prescribed. The flank pain
subsided by day 3 after the start of the medication and, by
day 7, blood pressure was within normal limits. The patient
was discharged from hospital with an antihypertensive
prescription. Abdominal CT, renal scan, and angiography 3
months later showed no progression of the aneurysm and
no infarction.

DISCUSSION

Dissecting aneurysm of the major arterial vessels is much
more common than that of peripheral arteries without
aortic involvement. In peripheral arteries, the dissecting
aneurysm is usually localized to the renal artery and less
often involves other vessels (such as carotid, coronary,
pulmonary, splenic and superior mesenteric arteries) [2].
Renal artery dissection usually originates from aortic dis-
section. However, on rare occasions, isolated dissection
of the renal artery can occur. There are several underlying
mechanisms for renal arterial dissection, including spon-
taneous, traumatic, or non-traumatic etiology. With non-
traumatic or spontaneous dissections, there are many
predisposing factors such as fibromuscular dysplasia,

arteriosclerotic disease, medial degeneration, and abnor-
malities involving the vasa vasorum [1].

It has been proposed that some arteriographic features
are specific to renal artery dissection: irregularity in caliber
with wide segment due to aneurysmal dilatation, or filling
of a dissection sac, with segment narrowing; a tendency for
the irregularity to extend distally from about the first division
of the renal artery with less evidence of proximal extension;
local narrowing or “cuffing” at branch orifices, similar to a
sign already described in aortic dissection; and some degree
of reversibility of changes in follow-up studies [3,4].

Various treatments, such as conservative medical
management, vascular repair, partial nephrectomy, and
nephrectomy, have been used to control the hypertension.
Surgical intervention is indicated if symptoms persist and
there is continuous deterioration of renal function. How-
ever, if renal function is stable and the risk of rupture of
the renal artery is low, therapy should be focused on con-
trolling the blood pressure by medication based on pre-
vious effective conservative management [1].

In this case, the posterior division branch of the renal
artery infarction may have been due to an embolus from
the main portion of the renal artery dissection. The size of
the renal artery aneurysm from the angiogram was about
2 cm. Hence, we considered it a mild risk for rupturing.
The conservative treatment was effective, correcting blood
pressure and renal function by 3 months. Although con-
servative treatment can prevent major surgical complica-
tions, long-term medical treatment may be necessary.
Regular outpatient follow-up is necessary for early detec-
tion of disease progression.

REFERENCES

1. Banitt PF, Clark CW. Isolated dissecting aneurysm of the renal
artery. J Urol 1986;135:998–9.

2. Mathieu D, Abbou C, Meunier S. Primary dissecting aneurysm
of the renal artery. Urol Radiol 1983;5:17–21.

3. Hare WSC, Kincaid-Smith P. Dissecting aneurysm of the renal
artery. Radiology 1970;97:255–63.

4. Hare WS. Dynamic CT diagnosis of primary dissecting
aneurysm of the renal artery. Urol Radiol 1985;7:106–8.

Figure 2. Angiography demonstrates right renal artery dissection from
the main portion to the posterior division branch.
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