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Patient

65 year-old male

PMHx: Hypertension, COPD, active 50 pack-year smoker

PSHx: Umbilical wall hernia with mesh (details unknown)



Presentation

HPI:

Two hours of severe left flank pain radiating to the back

Denied hematuria / dysuria

Physical exam:

Systolic BP 80 mmHg

Anxious, diaphoretic

Left-sided abdominal tenderness with guarding

Palpable femoral pulses



Imaging

CT scan notable for 6cm 
ruptured renal artery 
aneurysm with active 
extravasation



Endovascular Intervention

Percutaneous access via right femoral 
artery, 5Fr sheath

Aortogram used to locate/access left 
renal artery

Left renal arteriogram revealed 
aneurysm with active extravasation



Endovascular intervention

Adequate landing zones were 
visualized

Gore Viabahn 6mm x 25mm stent 
placed across aneurysm

Completion left renal arteriogram 
revealed successful aneurysm 
exclusion with intact flow to left kidney



Outcome

Only required one unit of pRBC

Discharged in good condition after resolution of mild AKI

Three-month CTA revealed patent stent, small renal infarct

Completed six months of Aspirin / Clopidogrel



Discussion

Most renal artery aneurysms (RAA) are discovered incidentally

Current guidelines recommend intervention in women of child-bearing age, 
patients with refractory hypertension or renal artery stenosis or at 3cm for 
asymptomatic patients

The Society of Vascular Surgery (SVS) recommends open reconstruction for 
patients who are fit for surgery, and reserves endovascular repair for patients that 
are not good surgical candidates

No recommendations for approach exist for patients presenting with rupture



Discussion

A recent case series of seven RAA treated via endovascular approach had zero 
mortalities and saved all but one kidney

Theoretical advantages to an endovascular-first approach include avoidance of 
operation in a bloody retroperitoneal plane which may result in delayed hemostatic 
control, avoiding the morbidity of a laparotomy, and avoiding prolonged warm 
ischemia time for reconstruction



Conclusion / Teaching points

RAA is an uncommon entity but ruptured RAA is life threatening and presents the 
vascular surgeon with a challenge

Traditional management of ruptured RAA was open control and reconstruction

An endovascular approach may have significant benefits in carefully-selected 
patients


