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We report a case of rupture of giant renal artery aneurysm (10 cm diameter) with lower ab­
dominal discomfort and a syncopal attack. The patient was successfully treated by nephrectomy. 
Rupture of a giant renal artery aneurysm is lethal in most cases and prompt diagnosis is indis­
pensable. As preoperative diagnosis, ultrasonography was useful as it showed the blood flow in the 
renal artery aneurysm in real-time. CT scan was also useful in determining accurately the size 
of the aneurysm and extension of hematoma in its surroundings. 
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INTRODUCTION 

Renal artery aneurysm is a rare lesion 
and its incidence is reported to be 0.015% 
in autopsy cases!), 0.3% in the aorto­
grams2) and 1.0% in the selective renal 
arteriograms3). Most of the renal artery 
aneurysms are small and asymptomatic, 
and require no treatment. Rupture of a 
renal artery aneurysm is rare, but lethal 
in most cases and urgent treatment is 
needed4). We report a patient with rupture 
of a renal artery aneurysm, with a diame­
ter, which in our investigation of the lite­
rature, is second in sizeS,S). We also dis­
cuss the incidence and diagnosis of the 
rupture of renal artery aneurysm. 

CASE REPORT 

A 64-year-old woman was admitted with 
lower abdominal discomfort and syncopal 
attack. She claimed that the lower ab­
dominal discomfort had started 2~3 days 
previously and she fainted in a toilet on 
that day. She had hysterectomy due to 

(Acta Urol. Jpn. 39: 455-458, 1993) 

uterine myoma at the age of 45 and had 
been medicated for hypertension of 150/90 
~ 180/100 mmHg for several years. When 
she arrived at the hospata1, her face was 
pale and seemed to be in agony though 
her consciousness was clear. The abdomen 
was swollen and intense tenderness was de­
tected in the left upper abdomen without a 
distinct palpable mass. Her blood pres­
sure was 80/40 mmHg and heart rate was 
llO/min. The laboratory investigations 
revealed a white blood cell count of 12,000 
/mm3 (normal: 4,000~9,000),! red blood 
cell count of 193 x 104/mm3 (normal: 41O~ 
530 x 104), hemoglobin value of 6.1 g/dl 
(normal: 14~ 18), platelet count of 9.4 x 
104/mm3 (normal: 16~43 x 104), glutamic 
oxaloacetic transaminase value of 47 IU/ml 
(normal: 8~40), lactate dehydrogenase val­
ue of 747 IU /ml (normal: 240~450), crea­
tinine value of 1.4 mg/dl (normal: 0.8~ 
1.3) and no microhematuria in urinalysis. 
Ultrasonography performed immediately 
in the out-patient clinic revealed a 10 cm 
hypoechoic mass in the upper pole of the 
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left kidney, inside which a vortical blood 
flow was observed (Fig. I). CT scan re­
vealed a mass of the size of an infant head 
in the upper pole of the left kidney. The 
mass was divided into two densities; a 
large uniform low density area was obser­
ved in the center adjacent to the kidney 
and a slightly higher density area surround­
ed it (Fig. 2A). Injection of a contrast 

Fig. I. Ultrasonography of the aneurysm. 
Arrow indicates the vortex of the 
blood flow. 

Fig. 2. CT scan of the ruptured aneurysm. 
A: plain CT scan B: enhanced CT 
scan . 

medium enhanced the central area (Fig. 
2B). Therefore, retroperitoneal hematoma 
due to rupture of a renal artery aneurysm 
was suspected strongly. To establish the 
diagnosis, selective arteriography was 
done. In the selective arteriography, the 
contrast medium influxed into the mass 
from a branch of the renal artery in jet 
and formed a vortex within the mass (Fig. 
3A). An attempt to embolize it with a 
5 mm diameter steel coil failed, but the 
occlusion was completed by a balloon ca­
theter of Berman wedge type (Fig. 3B). 
At this stage, we were convinced it was a 
giant intrarenal saccular aneurysm and 
retroperitoneal hematoma due to its rup­
ture. 

Fig. 3. Selective arteriography of the ruptured 
aneurysm. A: contrast medium flows 
like a vortex. B: Arrow head indicates 
the steel coil dropped in the aneurysm. 
Arrow indicates the balloon of the Ber­
man wedge type catheter. 

The patient was given an urgent opera­
tion after blood transfusion of 15 units of 
packed red blood cells. Upon approaching 
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the retroperitoneal space by a lumbar inci­
sion, a large amount of blood clot was 
found inside the Georta's fascia. After 
removing this clot, we found a mass in 
the upper pole of the kidney. After blunt 
dissection, the renal artery and vein were 
clamped and nephrectomy was performed. 
The patient received a total of 20 units of 
packed red blood cells. Fig. 4 shows the 
step section of resected specimen. The 
pathological analysis of the aneurysm wall 
demonstrated intimal thickening of the fi­
brous arterial wall. The postoperative 
course was satisfactory and the patient was 
discharged from the hospital 10 days post­
operatively. 

I I (I I I li"l I" "i'll", 1,',\1111 ill , 
Fig. 4. Gross appearance of the step-sectioned 

resected specimen. Arrow indicates a 
branch of the renal artery 

DISCUSSION 

Renal artery aneurysms are classified 
into saccular aneurysm, fusiform aneu­
rysm, dissecting aneurysm and intrarenal 
aneurysm. Most of these either saccular 
or fusiform. Intrarenal aneurysms such as 
our case account for approximately 17% 
of renal artery aneurysm 7). 

Pregnancy may predispose to ruptured 
renal artery aneurysms by causing an in­
crease in cardiac output and blood volume 
thus increasing blood flow through the 
renal arteryS). Eighteen cases have been 
reported and eight mothers (44%) and for 
fetuses (22%) have been saved9) . In these 
cases, placental abruption is a common 
preoperative diagnosis and, most often, the 
diagnosis is made at emergency Caesarean 
section when a retroperitoneal hematoma 

is found 9). In the case of the general 
population, on the other hand, the proba­
bility of rupture is considered extremely 
low as given below. McCarron et ,,1.10 ) 

reported that, among 19,600 autopsies at 
New York Hospital, no case of rupture of 
a renal artery aneurysm could be found. 
Also, Tham et a1.3) reported that, in 36,656 
cases of sudden death autopsies in South­
ern Sweden in the past 10 years, 19 cases 
of rupture of artery aneurysm were found 
yet no case of rupture of a renal artery 
aneurysm was found among them. In Ja­
pan, only two cases of rupture of renal 
artery aneurysm were reported6,1]) 

Even though the incidence of rupture of 
renal artery aneurysm is extremely low, 
the prompt and exact diagnosis suggesting 
a renovascular accident is indispensable. 
Ultrasonography may be performed first 
and can give a conclusive clue when a 
renovascular accident is suspected on the 
basis of jet and vortical blood flows, while 
CT scan is useful because it can depict the 
size of an aneurysm and the extension of 
hematoma in its surroundings. 
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下腹部不快,失 神発作にて発症 した10cm径 の破

裂巨大腎動脈瘤の1例 を報告 した.エ コー,CTに て

腎動脈瘤の破裂を強 く疑い,血 管造影にて確診した.

この際コイルによる塞栓を試みたが不能で,腎 摘出を

行い救命しえた.腎 動脈瘤破裂は致命的なことが多く

迅速な診断が大切である.術 前診断においては,エ コ

一は外来レベルで即座に行える検査ではあるが,腎 動

脈瘤内の血流を リアルタイムで観察 できるとい う点

で,CTは 動脈瘤の大きさおよびその周囲の血腫の広

が りを正確に診断できる点で非常に有用であった.

(泌尿紀要39:4r55-458,Igg3)




