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ABSTRACT

 Leriche	 Syndrome	 is	 characterized	 with	 occ-
lusive	 atherom	 plaques	 at	 aortic	 bifurcation	 obs-
tructing	 iliac	 arteries.	Renal	 arteries	 are	 involved	
in	only	10%	of	patients.	Renal	artery	 involvement	
may	be	a	rare	cause	of	renal	impairment.	We	report	
a Leriche sydrome case presenting with acute renal 
failure.

Key Words: atherosclerosis,	Leriche	syndrome,	Re-
nal	insufficiency.	

ÖZET

 Leriche	 Sendromu	 iliak	 arterlerde	 tıkanıklı-
ğa	sebep	olan	aortik	bifurkasyonda	oklüzif	aterom	
plakları	 ile	 karakterizedir.	 Renal	 arterler	 sadece	
%10	hastada	tutulabilir.	Renal	arter	tutulumu	akut	
böbrek	yetmezliğinin	nadir	bir	sebebidir.	Akut	böb-
rek	 yetmezliği	 ile	 başvuran	 bir	 Leriche	 sendromu	
olgusunu	bildiriyoruz

Anahtar Kelimeler: ateroskleroz,	 Leriche	 sendro-
mu,	Renal	yetmezlik.
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Kısa Rapor

A Rare Cause of Acute Renal Failure: Leriche Syndrome  
Akut Böbrek Yetmezliginin Nadir Bir Sebebi: Leriche Sendromu
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INTRODUCTION-PURPOSE
 Leriche Syndrome (LS), first defined 
by a French surgeon Rene Leriche, is characte-
rized with claudication, pain during rest, necro-
sis at skin and distal sites and impotence resul-
ted from gradual progression of atherosclerosis 
and subsequent occlusive atherom plaques at 
aortic bifurcation obstructing iliac arteries (1, 
2). Ninety Percent of obstuction is localized at 
infrarenal region, although renal arteries are in-
volved in only 10% of cases. It is frequently 
seen in males at the ages between 40 to 60 (3, 
4). Here we present a report of an acute renal fai-
lure case caused by LS involving renal arteries. 
CASE REPORT
 Fifty-two year old male presenting fa-
tigue and oliguria was admitted to the emer-
gency room. Lab work up (Table 1) showed 
increased serum urea-creatinine levels and the 
patient was referred to the internal medicine de-
partment. Patient was conscious and coopera-
tive with mild distress. His medical history was 
significant with hypertension and 60 package/
year smoking. Blood pressure measured from 
the left and right arms were 130/80 mmHg and 
140/90 mmHg, respectively. Body temperature 
was within normal limits (36,6 C0-axillary). Pe-
ripheral pulses were abnormal with the lack of 
bilateral femoral as well as their distal pulses. 
The rest of the physical exam was unremarkable. 
One year ago, abdominal aorta angiography was 
done at another center in order to evaluate the 
etiology of acute severe abdominal pain (Figure 
1); and it revealed complete occlusion at infra-
renal region; moreover, claudication and impo-
tence were accompanied to the complete occlu-
sion, therefore LS was diagnosed at that time.
Clinicians considered surgical management; 
however, patient had claudication for each 500-
600 meters of walking distance, so symptomatic 
approach was decided. We investigated acute 
renal failure on the patient; nausea, vomiting or 
diarrhea were absent,  there were no exposure of 
potential renotoxic medications and procedures 
including non-steroid antiinflammatory drugs, 
antibiotics, herbal remedies, contrast-enhanced 
imaging. Two months prior to presentation, renal 
functions were within normal limits. Following 
renal Doppler ultrasound imaging demonstrated 
atrophic left kidney, tri-phasic flow pattern in 
right renal artery. Renal artery magnetic reso-
nance angiography was also performed and 
complete occlusion at left renal artery and 30% 
obstruction at left left artery were seen. Patient 
was then consulted to cardiovascular surgery and 
aorta-bifemoral bypass procedure was planned 
and he was referred to cardiovascular surgery for 
the operation.
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Test Result Normal Range 

WBC 7,3 x103/μL 4,4-10,4 x103/μ

Hb 13,9 gr/dl 14-18 gr/dl

PLT 213 x103/μL 150-450 x103/μL

Urea 196 mg/dl 17-50 mg/dl

Creatinine 4,96 mg/dl 0,6-1,1 mg/dl

AST 27 U/lt 0-45 U/lt

ALT 34 U/lt 0-45 U/lt

Na+ 139 mmol/lt 136-146 mmol/lt

K+ 5,0 mmol/lt 3,5-5,1 mmol/lt

Cl- 103 mmol/lt 95-115 mmol/lt

Ca+2 8,6 mg/dl 8,4-10,5 mg/dl

Albumin 3,5 gr/dl 3,5-5,2 gr/dl

Total Billirubin 0,9 mg/dl 0,3-1,2 mg/dl

Tablo 1. Lab Values at Presentation.

Figure 1. Complete aortic occlusion in angiography one year 
prior to presentation

DISCUSSION
 LS is an atherosclerotic complication and 
mostly encountered by cardiovascular surgery. 
Initial symptoms are claudication, erectile 
dysfunction and weight loss and coronary artery 
disease or chronic renal faiure may co-exist 
(3). Even at the level of complete distal aortic 
occlusion, life can be sustained with several 
anastomoses, most importantly with superior 
and inferior epigastric arteries (5). Sugimoto et 
al followed up 29 patients with LS with a mean 
age 60.7, and recommend anatomic bypass as a 
therapeutic approach (6). Advanced age of this 
patient population requires techniques with lower 
perioperative mortality; endovascular surgery 
has therefore been preffered method recently (7). 
Marrocco et al reported that 3-8.5% of aorto-ileal 
occlusive diseases are infrarenal aortic occlusion 
(8). infrarenal aortic occlusions are grouped as 
distal or proximal; distal type is presented with 
classical LS symptomatology; where as proximal 
type may effect renal artery and may cause acute 
renal failure, as seen in our case. Proximal lesions 
may also cause intestinal infarcts, or as Akhaddar 
et al reported, it may result in paraplegias (9). 
Occasionally, gradual progression may lead to 
chronic renal failure (10). Diehm et al suggested 
that ankle brachial index may be used to screen 

LS, as it is used as a screening method for other 
peripheral artery diseases (11). LS might be 
considered in patients presented with acute renal 
failure to internal medicine or nephrology clinics; 
particularly in patients having rapid disease 
progression with advanced age and history 
of diabetes, hypertension and coronary artery 
disease. Moreover, renovascular hypertension 
is a concern for LS cases which angiotensin 
converting enzyme inhibitors may be cont-
raindicated because they may cause acute 
renal injury (12). Cautious selection of anti-
hypertensive agents and thorough follow up in 
renal functions are essential in this patient group. 
Increased life expectancy, improvements in 
management of cardio-metabolic diseases as 
well imaging procedures may be related to an 
increase in LS incidence.

REFERENCES
1.	 Treska	 V,	 Certík	 B,	 Cechura	 M,	 Molácek	 J,	 Sulc	
R,	 Houdek	 K.	 Leriche’s	 syndrome.	 Rozhl	 Chir.	 2013	
Apr;92(4):190-3.

2.	Leriche	R,	Morel	A.	The	syndrome	of	thrombotic	ob-
literation	of	the	aortic	bifurcation.	Ann	Surg	127:	193-
206,	1948.

3.	Keller	K,	Beule	J,	Oliver	Balzer	J,	Coldewey	M,	Mun-
zel	 T,	Dippold	W,	Wild	P.	A	 56-year-old	man	with	 co-
prevalence	of	Leriche	syndrome	and	dilated	cardiomyo-
pathy:	 case	 report	 and	 review.	Wien	Klin	Wochenschr.	
2013	Dec	17.	[Epub	ahead	of	print]

4.	Erskine	JM,	Gerbode	FL,	French	SW,	3rd,	Hood	RM.	
Surgical	treatment	of	thrombotic	occlusion	of	aorta	and	
iliac	 arteries;	 the	 Leriche	 syndrome.	 AMA	 Arch	 Surg.	
1959;79(1):85–93.	[PubMed]	

5.	Ellis	H.	René	Leriche:	the	Leriche	syndrome.	J	Perio-
per	Pract.	2013	Jun;23(6):147-8.

6.	Sugimoto	T,	Ogawa	K,	Asada	T,	Mukohara	N,	Higami	
T,	Obo	H,	Gan	K,	Kitano	I,	Izumi	Y.	Leriche	syndrome.	
Surgical	 procedures	and	 early	 and	 late	 results.	Angio-
logy.	1997	Jul;48(7):637-42.

7.	 Setacci	 C,	 Galzerano	 G,	 Setacci	 F,	 De	 Donato	 G,	
Sirignano	P,	Kamargianni	V,	Cannizzaro	A,	Cappelli	A	
.Endovascular	approach	to	Leriche	syndrome	.J	Cardio-
vasc	Surg	(Torino).	2012	Jun;53(3):301-6.

8.	 Marrocco-Trischitta	 MM,	 Bertoglio	 L,	 Tshomba	 Y,	
Kahlberg	A,	Marone	EM,	Chiesa	R.	The	best	treatment	of	
juxtarenal	aortic	occlusion	is	and	will	be	open	surgery.	J	
Cardiovasc	Surg	(Torino).	2012	Jun;53(3):307-12.

9.	 Akhaddar	 A,	 Eljebbouri	 B,	 Saouab	 R,	 Boucetta	M.	
Acute	 paraplegia	 revealing	 Leriche	 syndrome.	 Intern	
Med.	2012;51(8):981-2.	Epub	2012	Apr	15.

10.	Song	K,	Qiu	B,	Chen	C,	Shi	X,	Shi	Y.	Leriche	syndro-
me	masquerading	as	chronic	kidney	disease.	Clin	Neph-
rol.	2013	Apr	16	[Epub	ahead	of	print].

11.	 Diehm	 C,	 Schuster	 A,	 Allenberg	 JR,	 Darius	 H,	
Haberl	 R,	 Lange	 S,	 Pittrow	 D,	 Stritzky	 B,	 Tepohl	
G,	 Trampisch	 HJ.	 High	 prevalence	 of	 peripheral 
arterial	 disease	 and	 co-morbidity	 in	 6880	 primary	
care	 patients:	 cross-sectional	 study.	 Atheroscle-
rosis.	 2004;172(1):95–105.	 doi:	 10.1016/S0021-
9150(03)00204-1.	[PubMed]	[Cross	Ref]

12.	Hricik	DE,	Dunn	MJ.	Angiotensin-converting	enzyme	
inhibitor-induced	 renal	 failure:	 causes,	 consequences,	
and	diagnostic	uses.	J	Am	Soc	Nephrol.	1990;1(6):845–
58.	[PubMed].

-42-

BOĞAZİÇİ TIP DERGİSİ


