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Picture 1,2,3 – First postoperative day – Occlusion of AA 

                                                                            

 

                                                                         
Picture 4 – 10th postoperative 
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INTRODUCTION 

Renal tumor represents 2 to 3%  of all cancers, and their incidence is rising. The widespread availability 

of abdominal ultrasound and computer tomograph (CT) yscanning has increased the diagnosed renal 

tumors, which comprise the majority of the new cases diagnosed yearly. The tumor mass can 

compromise the surrounding tissues and structures, often major blood vessels, such as an abdominal 

aorta (AA). AA is the part of the aorta that passes through the abdominal cavity. Important branches of 

AA include the arteries that supply blood to the intestine, kidneys and legs. Occlusion is the blockade 

or narrowing of the branches. 

CASE DESCRIPTION 

 

 

A 58-year-old man was diagnosed with neoplasm malignant in the left kidney, diameter 145x115mm. 

He underwent the subcostalis laparotomy radical nephrectomy for left renal and lymphadenectomy 

paraaortic left. During the operations, surgeons noticed that a tumor mass infiltrated the AA. Another 

part of the operation was sutures direct on AA. First postoperative day, the patient did not feel his legs 

and did not have motor activity in them. CT revealed occlusion of AA, which showed a soft tissue in the 

lumen with a defect of the lumen, about 3,5cm in length, and the blood flow under the defect was 3-

4mm. Staying at the Intensive care department (ICU), the patient was anuric and CVVHF was applied. 

At the ten postoperative days, control CT showed an adequate flow through the lumen of AA. The 

function of the right renal was established, and diuresis was satisfactory. Enoxaparin, one of the low 

molecular weight heparin, was applied in doses that correspond with Anti X-a. Antibiotic therapy was 

corrected according to the antibiogram, ulcusprotective and other supportive therapy were applied. 

DISSCUSION 

In spite of every effort of the intensivist and intensive therapy,  after 20 days in ICU a new round of 

sepsis was started and patient died.  

CONCLUSSION 

In all large, increasingly tumor masses in 

the kidney, it is expected to infiltrate the 

surrounding tissues and structure. Very 

important is preoperative evaluation and 

management of the tumor location. 

Preoperative and postoperative 

hemodynamic monitoring is mandatory 

continuously. Radiological and 

microbiological analysis, and therapy 

corrected according to the antibiogram are 

reguired to prevent complications and for 

survival.  The clinical stage at the time of 

diagnosis has important prognostic 

implications for the patients.  


