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Case history:

A 72-year old patient with juxtarenal aortic aneurysm and right
sided renal artery stenosis (fig. 1-5) underwent endovascular
aortic aneurysm repair (EVAR) Iin an external institution. On day
3 he was transferred to our nephrology department because of
acute renal failure requiring hemodialysis therapy. Blood
pressure was 200/112 mmHg, he showed showed pulmonary
congestion, serum-creatinine peaked to 9,9 mg/dl. CT-scan
and duplex-sonography showed occlusion of the left renal
artery due to incorrect stent graft position and an atrophic
kidney on the right side due to renal artery stenosis (fig. 6-8).
Arterial perfusion signals In the periphery of the left renal
parenchyma were absent. Contrast enhanced ultrasound
(CEUS), however, disclosed slowed parenchymal perfusion
without signs of infarction (fig. 10). Percutaneous interventional
revascularisation was technically not feasible (fig. 11).
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fig. ) postinterventional CT

fig. 10 CEUS left kidney fig. 11 Angiography, right renal artery stenosis

Surgical therapy: To restore renal function, a splenorenal
anastomosis was suggested, but the patient did not agree and
wanted a second opinion. Therefore, repeated CEUS was
done on day 10, further without signs of kidney infarction and
operation with splenorenal transposition for the left kidney was
performed at day 18 after informal consent of the patient.

20 = B s " 4C1-S
T S RS b H3.0MHz  170mm
01.01.2002 02:05:32 5s - I e L O SEITZ

Ui Um -y : NAST /v
297 Pl 1,0 e 3 . b
s : o A T . «/+
0.6 . : N e | - PW-Tiefe=108mm
L - ) ' ' ; | 4 e ', ke PW Grofe= 4.0mm

L .81 , - | . 3 3 | A PW Verst= 0dB

&N W - 04 Ny ! : Speichert
— = y ) ) - V1 = 1.05m/s - : | 3 Geschw.=50mm/s

R betve I Y3 0.3~ " - g
< ' \ [ .\ V2 = 0.34
fs | = 0.2 ;fl f_:]’fl"f::,_'uf{ﬁi'?:j&ﬁ;___ [ o .-j Lxh ;I .~ Rl = 0,57m/8

—
0.1

u S/D = 3.07
P :2MHz2
1.0

0.0

0.1+ ' o
QiozlfimHsm=s Spleno- ranaler Bypass D‘F -

flng operation dfawing fig. 13 intraoperative doppler-flowmeasurement PR/ (VP TR T NIRRT S

fig. 14 postoperative doppler spectrum left kidney

Postoperative course: After surgery diuresis increased 3 enorena
Immediately and creatinine fell to 2,8 mg/dl. - anastomosis
Hemodialysis therapy was discontinued. Postoperative
sonography showed no splenic infarction or a decrease
In splenic size with strong hilar doppler signal (fig. 14).
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After 6 weeks creatinine had regressed to 1,6 mg/dl z 21 days hemodialysis therapy
(fig. 15). o 17 N

fig. 15 creatinine values before and after EVAR
Conclusion

1. Operative salvage of the left kidney was successfully performed three weeks after acute
renal failure following EVAR.

2. "Slow-food” oxygen supply prevented ischemic renal necrosis, but subfiltration perfusion
pressure resulted in a "hibernating kidney” with reversibility after splenorenal anastomosis.

3. CEUS proofed parenchmal viability after acute renal artery faillure due to renal artery
overstenting, delayed revascularisation after 18 days was able to restore kidney function iIn
this patient.



