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A Case of Abdominal Aortic Interruption Presented with
Secondary Hypertension
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ABSTRACT

Aortic interruption is a very rare disease that can be classified into congenital and acquired aortic interruption.
Congenital aortic interruption generally implies an interruption of the aortic arch and no case of congenital
abdominal aortic interruption has been reported. Acquired aortic interruption, on the other hand, can be caused
by atherosclerosis, thrombosis, saddle embolism, and arteritis such as Takayasu arteritis. We experienced a case
of congenital abdominal aortic interruption accompanied by one well-developed collateral flow presented with
secondary hypertension in a 28-year-old female patient. (Korean Circulation J 2001531(12)-1336-1339)
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Fig. 1. Pressure curve. BP 1 indicates the blood pressure
of the right femoral artery. BP 2 indicates the blood pr-
essure of the right brachial artery. The peak pressure gr-
adient between BP 1 and BP 2 is about 60 mmHg. The
mean pressure gradient is about 25 mmHg. BPO blood
pressure.
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Fig. 2. Magnetic resonance angiography. On breath ho-
Id MR (magnetic resonance) angiography, right & left
renal arteries are normally seen. Just below the renal ar-
tery take-off site level, superior mesenteric artery is seen.
Aortic flow at the level between SMA (superior mesen-
teric artery) and inferior mesenteric aretery (IMA) is not
seen. Abdominal corta is seen at the level of right kidney
inferior pole, which branches IMA. Left colic artery orig-
inates from IMA and communicates with right colic artery
via collateral flow of arch of Riolan. Flow beneath the
bilateral iliac arteries seems to be relatively normal.
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