Case Report

Vascular Specialist International
pISSN 2288-7970 • eISSN 2288-7989
(2022) 38:13

Endovascular Treatment of a Giant Renal Artery
Aneurysm with High-Flow Renal Arteriovenous
Malformation
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Renal artery aneurysms (RAAs) are rare lesions with a prevalence of less than 1%
in the general population. Renal arteriovenous malformations (AVMs) are rare lesions with an estimated incidence of less than 0.04%. The coexistence of these
two clinical entities is extremely rare and narrows the available treatment options
by endovascular or open surgery. We describe a case of a giant symptomatic RAA
type III, which was combined with a high-flow renal AVM in the right kidney. Using two vascular plugs, the RAA was excluded successfully. The perfusion of the
right kidney’s lower pole was preserved by implantation of two covered stents in
the inferior segmental renal artery.
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INTRODUCTION
Renal artery aneurysms (RAAs) are rare vascular lesions.
Although their true incidence and natural history remain
elusive, the prevalence of RAAs in the general population
is approximately 0.09% [1]. Renal artery arteriovenous malformations (AVMs) with the high flow can be idiopathic,
congenital, or acquired and are also rare, with an estimated
incidence of less than 0.04% [2,3]. The co-existence of RAA
with AVM is an extremely rare condition that complicates
the natural history of the disease, the clinical presentation,
and certainly the operational treatment options [4].
We present a rare case of a symptomatic RAA (50 mm in
https://doi.org/10.5758/vsi.220014

diameter), combined with a high-flow AVM, which originated at the right renal hilum and in the upper two-thirds
of the kidney, occupying its parenchyma. Endovascular
treatment was successfully performed; the RAA was excluded with vascular plugs. The perfusion of the lower pole
was preserved with the implantation of covered stents in
the inferior segmental branch of the renal artery.
The study was approved by the Institutional Review
Board of the “G. Gennimatas” Hospital, Aristotle University
of Thessaloniki (IRB no. 43/21) and the informed consent
was obtained from the patient.
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CASE
A 55-year-old female presented to the emergency department with complaints of acute right flank pain radiating to the anterior abdomen and pelvis. Past medical
history included two childbirths and was negative for any
abdominal or systemic disease, trauma, surgery, biopsy,
vascular disease, or intervention. On presentation, her
blood pressure was 155/82 mmHg, and her heart rate was
95 bpm. Physical examination revealed a right abdominal
bruit and tenderness at the right costovertebral angle (Giordano sign), which indicated a potential involvement of the
right kidney. Laboratory studies, including a basic metabolic panel, complete blood count, urinalysis, and cardiac
enzymes, resulted within the normal range. The estimated
glomerular filtration rate (eGFR) was 90 mL/min/1.73 m2.
Imaging with computed tomography angiography (CTA)
showed the presence of a giant, fusiform aneurysm (50 mm
in diameter) of the right renal artery located at the hilum,
which occupied almost entirely the upper two-thirds of the
renal parenchyma (Fig. 1). Additionally, a very high-flow
AVM coexisted, which showed rapid clearance of the iodinated contrast medium to the inferior vena cava (IVC). This
suggested the presence of direct communication between
the renal arterial flow and IVC through the AVM. The right
renal artery was slightly elongated and severely dilated at
13 mm in diameter, while the diameter of IVC at that point
was 33 mm. The functioning lower pole was perfused by
a 4-mm inferior segmental artery, which originated from
the renal artery main trunk before the renal hilum and the
RAA (Fig. 2). In addition, two small AVMs in the liver were
found. The patient remained hemodynamically stable, the

flank pain relieved in 24 hours without painkillers, and the
patient was discharged from the hospital with the explicit
indication of the impending operative treatment. Due to
the rarity of the disease and the lack of previous experience
in this condition, the patient initially denied the proposed
treatment options. However, ten days later, after two episodes of recurrent milder flank pain, the patient was readmitted to our department.
The patient was treated entirely by endovascular means,
under local infiltration anesthesia of the access sites with
Xylocaine 1% and Ropivacaine hydrochloride 7.5% solution.
We used percutaneous access from both common femoral arteries and other access from the left brachial artery
with cutdown. Three sheaths, Super Arrow-Flex (Teleflex,
Morrisville, NC, USA), were inserted; two 8-Fr, 45-cm long
from the femoral approaches and an 8-Fr, 80-cm long
from the left brachial approach. Selective catheterization
of the right renal artery was achieved from the right common femoral access and the brachial approach using 0.035
inch hydrophilic Radifocus guidewires (Terumo Europe
NV, Leuven, Belgium) and 5-Fr headhunter angiographic
catheters. Hyper-selective catheterization of the right renal
inferior segmental artery (RISA) from the brachial approach
was achieved with the same equipment (Fig. 3). With both
sheaths in place, we excluded the RAA using two Cera vascular plugs (Lifetech Scientific Corp., Shenzen, China), 20
and 16 mm in diameter. Both vascular plugs were deployed
at the distal end of the renal artery main trunk, just before
the aneurysm formation. Based on preoperative CTA measurements, the perfusion of the RISA was preserved with
implantation of two 6-mm Viabahn VBX covered stents (W.
L. Gore & Associates, Flagstaff, AZ, USA) with lengths of 79
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Fig. 1. The axial view of computed tomography angiography showed the huge renal artery aneurysm (RAA) and the
relation with the renal artery (RA) and inferior vena cava
(IVC). The black arrow showed the orifice of the inferior
segmental renal artery.
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Fig. 2. Preoperative computed tomography angiography
with 3-dimensional reconstruction showed the right kidney
and the RAA with high flow renal artery arteriovenous malformation. The arrow showed the inferior segmental renal
artery.
www.vsijournal.org
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Fig. 3. Intraoperative selective angiography showed the
renal artery (RA), the renal artery aneurysm (RAA), and the
inferior vena cava (IVC). The black arrow showed the orifice
of the inferior segmental renal artery.
mm and 59 mm. Intraoperatively, the implantation of the
second vascular plug and a covered stent was considered
necessary to ensure the complete exclusion of the flow in
the RAA and the adequate perfusion in RISA. Stabilization
of sheaths during the advancement of vascular plugs and
covered stents was achieved using an inflated aortic occlusion balloon catheter at the juxtarenal aortic segment.
Perioperative medication included an intravenous bolus
administration of 2,500 units of heparin and cefoxitin (1 g).
The postoperative clinical course included mild flank pain
and fever for three days, with the highest at 38.3°C and a
declining course. Additionally, we observed a drop of hemoglobin by 1 g/dL and an elevation of white blood cells
at 23,000/µL. During the postoperative hospital stay, the
patient received Cefoxitin (1 g) bidaily and thromboprophylaxis with tinzaparin (50 IU anti-Xa/Kg) and long-life single
antiplatelet medication with aspirin (100 mg) every day. The
patient was discharged on the third postoperative day. Although the final intraoperative angiogram showed a cloudy
and potentially porosity related enrichment of RAA and IVC
with a contrast medium, the follow-up imaging with CTA at
six months confirmed the successful exclusion of the RAA
and AVM, the preservation of flow in covered stents, and
the adequate perfusion of the lower pole of the right kidney
(Fig. 4). At six months, clinical and laboratory evaluations
were normal, and eGFR was 97 mL/min/1.73 m2.

DISCUSSION
The incidence of RAA in angiographical studies has been
https://doi.org/10.5758/vsi.220014

Fig. 4. Postoperative computed tomography angiography
with 3-dimensional reconstruction showed the successful
exclusion of the renal artery aneurysm with renal artery arteriovenous malformations and the preservation of flow in
the inferior segmental renal artery.
estimated to be between 0.3 to 1%. The definition of an
RAA is based on the artery’s dilatation twice the diameter of
a normal renal artery, and symptomatology includes one or
more of the following: flank pain, hematuria, renal emboli,
infarction, and renovascular hypertension [5,6]. According
to the literature, the rupture of asymptomatic RAAs outside
the pregnancy period is extremely rare, and for this reason,
the suggested treatment is conservative [7]. However, these
data were based mainly on mid-term follow-up of small
RAAs, with a mean diameter of 20 mm, and considering
the age of these patients, the operative treatment is indicated in RAAs larger than 25 mm. In giant or symptomatic
RAAs, especially if a high flow AVM exists, the risk of an
imminent rupture is very high, and urgent surgical repair is
fully advocated [8-10]. Two types of renal AVMs have been
recognized, the cirsoid with multiple small and dilated arteriovenous communications and the aneurysmal type, which
consists of a single arterial communication with a solitary
vein. Cirsoid type is a congenital AVM and represents a focal spontaneous vascular development failure during the
1st trimester of gestation [9]. Renal AVMs develop mainly in
females in the third or fourth decade of life, with a 3-fold
greater prevalence compared to males. The right kidney
is more often affected than the left, and renal AVM may
be associated with other genetic vascular developmental
disorders [11,12]. Aneurysmal high flow AVMs are either
congenital idiopathic in etiology or secondary to a previous
intervention or trauma. In congenital idiopathic RAVMs, the
pathogenetic mechanism for shunt formation between the
adjacent segments of the renal artery and vein could be the
erosion of a pre-existing RAA into the adjacent vein [9,11,13].
However, an inverted hypothesis could be that the solitary
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congenital RAVM produces tremendous local hemodynamic
shear stress, which results in the RAA formation and significant enlargement of both the RAA and RAVM through
time.
Both these two rare conditions, the RAA with RAVM, coexisted in our case. In the absence of any history of trauma
or previous interventions, it is rational to assume that the
congenital RAVM developed first. It affected the renal
arterial wall and gave rise to the RAA and, consequently,
its growth to the remarkable diameter of 50 mm. This is
further supported by the concomitant presence of vascular
malformations in the liver.
The traditional classification of RAA was introduced
by Poutasse in 1965 [14]. However, a simplified classification system was recently proposed by Rundback et al. [15],
which described three types of RAAs and facilitated the
decision-making regarding the operational treatment options [15]. Type I is a saccular aneurysm arising from the
main renal artery or a proximal large segmental artery
and represents the ideal place for endovascular treatment
with covered stenting with or without adjacent embolization [8,10,16]. Type II is fusiform aneurysm involving the
renal artery bifurcation. In selected cases, the endovascular
treatment may be feasible with the unavoidable sacrifice of
smaller renal branches or flow-diversion multilayer stenting. However, in most type II cases, open repair may be indicated. Open repair techniques include in situ excision and
bypass (REB), ex vivo repair and auto-transplantation (RAT),
and nephrectomy. Finally, type III RAAs are located at the
hilum or intraparenchymal, and the open repair techniques
have the absolute indication [9,10,17,18]. However, considering the advancement in both endovascular experience and
equipment in preserving even small splanchnic branches,
we believe that the endovascular approach should always be
in our operational treatment algorithm [19,20]. In our case,
the RAA was type III and occupied entirely the upper twothirds of the kidney’s parenchyma. REB and RAT were not
feasible with these conditions, and nephrectomy remained
the single suggested alternative for open repair [9]. However, an inferior segmental renal artery branch was apparent
just before the RAA formation, which allowed excluding the
aneurysm using vascular plugs with simultaneous salvage
of the functioning kidney’s lower pole with covered stents.
A potential complication of our approach could be the distal
migration of the implanted materials to the IVC, resulting in
severe pulmonary embolism. For this reason, we chose the
implantation of large diameter vascular plugs. Due to the
giant size of the RAA, the second potential complication
could be the immediate renal infarction requiring nephrectomy. Fortunately, the patient developed only a mild postimplantation syndrome, lasting for three days. Additionally,
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follow-up CTA at six months confirmed the patency of RISA
and the salvage of lower pole parenchyma. To the best of
our knowledge, this is the first reported case of successful
exclusion of an RAA combined with high flow RAVM and
preservation of the remaining functional renal parenchyma
by minimally invasive endovascular techniques.
In conclusion, the complex RAA combined with high flow
RAVM represents a challenging open and endovascular repair case. The location of a complex aneurysm at the renal
hilum or the intraparenchymal space increases the technical
difficulty and narrows the feasible treatment options. This
case demonstrates that even in complex cases, the endovascular approach offers the possibility of obviating the nephrectomy and could be considered the first-line treatment.

FUNDING
None.

CONFLICTS OF INTEREST
The authors have nothing to disclose.

ORCID
Apostolos G. Pitoulias
https://orcid.org/0000-0003-4999-7561
Georgios A. Pitoulias
https://orcid.org/0000-0002-6862-2709
Dimitrios A. Chatzelas
https://orcid.org/0000-0002-1957-5539
Theodosia Zampaka
https://orcid.org/0000-0001-5691-7262
Thomas E. Kalogirou
https://orcid.org/0000-0001-7541-832X
Anastasios Potouridis
https://orcid.org/0000-0003-0985-5032
Charalampos Loutradis
https://orcid.org/0000-0001-6387-4176
Maria D. Tachtsi
https://orcid.org/0000-0003-3514-9633

AUTHOR CONTRIBUTIONS
Concept and design: GAP, AGP. Analysis and interpretation: all authors. Data collection: DAC, TZ, TEK, CL, AP,
MDT. Writing the article: AGP. Critical revision of the article: GAP. Final approval of the article: all authors. Statistical
analysis: none. Obtained funding: none. Overall responsibility: GAP.

www.vsijournal.org

Endovascular Exclusion of RAA with High-Flow AVM

					
1) Coleman DM, Stanley JC. Renal artery
aneurysms. J Vasc Surg 2015;62:779785.
2) Gandhi SP, Patel K, Pandya V, Raval
M. Renal arteriovenous malformation
presenting with massive hematuria.
Radiol Case Rep 2015;10:1068.
3) Balasubramanian K, Keshava SN,
Lenin A, Mukha R. Endovascular
management of a patient with massi ve renal ar ter iovenous f istula:
challenges and tricks. BMJ Case Rep
2021;14:e236358.
4) Brountzos EN, Ptohis N, GrammenouPomoni M, Panagiotou I, Kelekis D,
Gouliamos A, et al. High-flow renal
arteriovenous fistula treated with
the Amplatzer vascular plug: implementation of an arterial and venous
approach. Cardiovasc Intervent Radiol
2009;32:543-547.
5) González J, Esteban M, Andrés G,
Linares E, Martínez-Salamanca JI.
Renal artery aneurysms. Curr Urol Rep
2014;15:376.
6) Tham G, Ekelund L, Herrlin K, Lindstedt EL, Olin T, Bergentz SE. Renal
artery aneurysms. Natural history and
prognosis. Ann Surg 1983;197:348352.
7) Umetsu M, Goto H, Ohara M, Hashimoto M, Shimizu T, Akamatsu D, et
al. Natural history and chronological
growth rate of renal artery aneurysms.
Ann Vasc Dis 2017;10:411-416.
8) Hongsakul K, Bannangkoon K, Boonsrirat U, Kritpracha B. Transarterial

https://doi.org/10.5758/vsi.220014

REFERENCES 					
embolization of a renal artery aneurysm concomitant with renal arteriovenous fistula. Vasc Endovascular
Surg 2018;52:61-65.
9) Franz RW, Tanga CF. Treatment of
complex, combined renal artery aneurysm and renal arteriovenous fistula with nephrectomy. Int J Angiol
2017;26:68-72.
10) Irace L, Ben Hamida J, Martinelli O,
Stumpo R, Irace FG, Venosi S, et al.
Open and endovascular treatment
by covered and multilayer stents in
the therapy of renal arter y aneurysms: mid and long term outcomes
in a single center experience. G Chir
2017;38:219-224.
11) Sountoulides P, Zachos I, Paschalidis
K, Asouhidou I, Fotiadou A, Bantis
A, et al. Massive hematuria due to a
congenital renal arteriovenous malformation mimicking a renal pelvis
tumor: a case report. J Med Case Rep
2008;2:144.
12) Cooke DA. Renal arteriovenous malformation demonstrated angiographically in hereditar y haemor rhag ic
telangiectasia (Rendu-Osler-Weber
disease). J R Soc Med 1986;79:744746.
13) Kato T, Takagi H, Ogaki K, Oba S,
Umemoto T. Giant renal aneurysm
with arteriovenous fistula. Heart Vessels 2006;21:270-272.
14) Poutasse EF. Renal artery aneurysms:
their natural histor y and surger y.
Trans Am Assoc Genitour in Surg

1965;57:55-64.
15) Rundback JH, Rizvi A, Rozenblit GN,
Poplausky M, Maddineni S, Crea G, et
al. Percutaneous stent-graft management of renal artery aneurysms. J
Vasc Interv Radiol 2000;11:1189-1193.
16) Siani A, Gabrielli R, Accrocca F, Marcucci G. Successful covered stentgraft repair in symptomatic renal artery aneurysm early after childbirth. J
Cardiovasc Surg (Torino) 2017;58:9598.
17) Kim MJ, Lee KW, Park JB, Kim SJ.
Hand-assisted laparoscopic nephrectomy and auto-transplantation for
a hilar renal artery aneurysm: a case
report. Vasc Specialist Int 2017;33:8487.
18) Jung HJ, Lee SS. Hybrid treatment of
coexisting renal artery aneurysm and
abdominal aortic aneurysm in a gallbladder cancer patient. Vasc Specialist
Int 2014;30:68-71.
19) Abu Bakr N, Torsello G, Pitoulias GA,
Stavroulakis K, Austermann M, Donas
KP. Preservation of clinically relevant
accessory renal arteries in infrarenal
AAA patients with adequate proximal
landing zones undergoing EVAR. J
Endovasc Ther 2016;23:314-320.
20) Gandini R, Morosetti D, Chiocchi M,
Chiaravalloti A, Citraro D, Loreni G,
et al. Long-term follow-up of endovascular treatment of renal arter y
aneur ysms with covered stent deployment. J Cardiovasc Surg (Torino)
2016;57:625-633.

Page 5 of 5

