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Case Report

Endovascular repair of an abdominal aortic aneurysm associated with 
ectopic kidney: A case report
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ABSTRACT
Classical surgical repair of abdominal aortic aneurysms associated with kidney anomalies is described as a very difficult process due to 
abnormal vascular and excretory system anatomy, and endovascular aneurysm repair does not often seem to be an attractive treatment option 
in this patient population. Herein, we present a case of an abdominal aortic aneurysm associated with ectopic kidney which was successfully 
treated with endovascular aneurysm repair.
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Classical surgical repair of abdominal aortic 
aneurysms (AAAs) associated with kidney anomalies 
is described as a difficult process due to abnormal 
vascular and excretory system anatomy, and 
endovascular aneurysm repair (EVAR) does not often 
seem to be an attractive treatment option for these 
patients.[1] Therefore, some AAAs associated with 
renal anomalies can be treated with EVAR, considering 
the risk for the loss of some renal arteries.[1]

In this article, we present a case of AAA associated 
with ectopic kidney which was successfully treated 
with EVAR.

CASE REPORT
A 73-year-old male patient with a known AAA for 

five years was admitted to our outpatient clinic due to 
abdominal pain. His medical history revealed obesity 
and coronary artery disease with a smoking history. 
Computed tomography angiography (CTA) revealed 
an infrarenal fusiform AAA, 6-cm diameter in size, 
and an abnormal renal artery originating from just 
above the level of aortic bifurcation to a cross-fused 

ectopic kidney (Figure 1). Preoperative laboratory test 
results including urea and creatinine values were within 
the normal limits. A written informed consent was 
obtained from the patient and he was transferred to the 
angiography unit under local anesthesia. Successful 
AAA repair was performed with EVAR. In addition 
to f luid replacement, N-acetylcysteine treatment was 
given. The patient needed no additional medication 
during the postoperative two days. No pathology was 
observed in the urine output and laboratory tests after 
the procedure. The patient was discharged on the 
postoperative day with medical treatment. Control 
imaging was performed with CTA at postoperative 
four months and repeated CTA revealed that the 
ectopic kidney had less contrast than the left kidney 
and the ectopic kidney was hypoplastic (Figure 2).

DISCUSSION
Currently, EVAR is a preferred method for 

anatomically suitable patients with AAAs, and the 
most important factor for the applicability of this 
technique is the relation of the renal arteries to the 
aneurysm incision.[2,3] Ectopic kidney may increase the 
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complexity of EVAR due to the anatomy of aberrant 
renal arteries and there are some reports that occlusion 
of small accessory renal arteries during EVAR typically 
causes partial renal infarctions.[2-4] In addition, Kaplan 
et al.[2] reported that accessory renal arteries could be 
safely occluded, when the renal infarction was less 
than 20%. Similarly, Carnicelli et al.[5] reported a case 
of horseshoe kidney in whom an endograft was placed 
to the distal of the main renal arteries with iliorenal 
revascularization for large accessory renal arteries 
without causing complete renal ischemia. In our 
patient, considering the high risks for current classical 
AAA surgery, the endograft was placed, despite the 
risk for losing the cross-fused ectopic kidney, and 
control CTA at four months revealed that the ectopic 
kidney had less contrast than the left kidney and it was 
hypoplastic.

In another study, Antoniou et al.[6] concluded that 
segmental renal infarction might occur in a significant 
portion of cases due to aberrant renal artery exclusion; 
however, it was not associated with adverse events, such 
as renal insufficiency or altered hypertensive status. 
Unlike this study, in our patient, there was no kidney 
failure which could would adversely affect the clinical 
status of the patient, or impair renal function tests or 
hypertensive status during the postoperative period.

In conclusion, in the association of AAAs with 
cross-fused ectopic kidney which is not a common 

condition, a separate solution should be sought for 
each patient considering the high risks for classical 
open surgery and the risk for EVAR leading to 
renal artery loss, and the risk-benefit ratio of the 
treatment options should be evaluated in detail. 
In this case, we had a successful AAA repair with 
EVAR, despite the risk for cross-fused ectopic 
kidney sacrif ice due to the high mortality and 
morbidity rates of classical AAA surgery. In such 
patients, we believe that EVAR seems to be a safe 
and effective option with a high success rate and 
low risk.
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