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Qbstract

and reports are lacking.

ktreatment.

Venous Allograft Thrombosis (VAT) is the leading non-immunological cause for early graft loss after kidney transplantation
(KT), with a reported prevalence up to 4.2% [1]. VAT usually has a devastating effect, notoriously difficult to treat and ultimately
leading to graft loss in most cases. In contrast, post-transplant lymphocele is a frequent complication after KT, with a reported
prevalence up to 33.9% [2]. However, lymphocele related pressure-induced VAT has not been reported previously. Endovascular
Therapy (ET) is to date considered first-line therapy for arterial complications after KT. However, its role for VAT is still unclear

We present a case of an extended kidney VAT, caused by compression of a large lymphocele and rescued with non-surgical
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Case Report

A 63-year-old patient underwent KT for diabetic nephropathy.
A left kidney from a 55-year-old male donor after circulatory
death was transplanted to the right external iliac vessels. One
vein and three arteries on one single patch, were anastomosed.
Intra- and postoperative course was surgically uneventful with
an operation time of 142 minutes, anastomotic time (both vein
and arteries) of 36 minutes and cold ischemic time of 418 min-
utes. The patient developed Delayed Graft Function (DGF)
and needed dialysis for thirteen days after transplantation. Re-
peated ultrasound confirmed normal perfusion and flow rates
of the graft (Figure 1). The patient was discharged the 9th day,
without any surgical complications and steadily improving
graft function.

On day 15th secretion from the wound was detected. Com-
puted tomography revealed an encapsulated fluid collection
(6x3 cm) around the graft (Figure 2). Creatinine values in the
fluid were normal, so suspicion of a lymphocele was raised.
Due to the steadily improving graft function and without signs
for allograft or ureteric compression, we decided to proceed
conservatively. Kidney function at 5 weeks was good with a
creatinine of 144 umol/l, an estimated glomerular filtration rate
of 44 ml/min.

Starting from week 6 after transplantation, episodes of in-
termittent severe proteinuria appeared. Initially, ultrasounds
confirmed normal perfusion without any signs of VAT- Biop-
sy revealed severe tubular damage and regeneration. Kidney
function steadily decreased. An ultrasound follow-up revealed
a partial VAT (Figure 3) with a thrombus from the lower leg to
the graft vein. Immediately, therapeutic anticoagulation with

heparin was started. Because of the suspicion of a pressure in-
duced VAT, the lymphocele was drained percutaneously. Mi-
crobiological samples revealed enterobacter cloacae, antibiotic
therapy was initiated.

Despite four days of anticoagulation, thrombosis was persis-
tent and graft function deteriorated further, up to a peak serum
creatinine of 854 umol/l. The patient had preserved diuresis
and no need for dialysis. That's why we decided against a reop-
eration and proceeded with percutaneous placement of a lysis
catheter via the femoral vein for 24 hours (Actilyse©). The day
after severe stenosis of the venous anastomosis and common
iliac vein were treated by Percutaneous Transluminal Angio-
plasty (PTA). However, no complete recanalization could be
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Figure 1: Duplex ultrasonography on the 4th postoperative
day shows a regular venous signal.
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Figure 2: Encapsulated fluid collection around the allograft on
the 15th postoperative day.
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Figure 3: Duplex ultrasonography performed two months
postoperatively shows a partial VAT.

achieved (Figure 4). Under continuous anticoagulation serum
creatinine levels dropped constantly.

At last follow-up, one year after transplantation and 10 months
after thrombosis, graft function was stable with a serum cre-
atinine of 139 umol/l, equal to a glomerular filtration rate of
46 ml/min according to the Chronic Kidney Disease Epidemi-
ology Collaboration equation. The patient is kept under oral
anticoagulation (Marcoumar©).

Discussion

Pressure-related complications after KT are rare and to our
knowledge, there are no reports on VAT caused by compres-
sion from a lymphocele. Management of VAT after KT is diffi-
cult and often frustrating. Reoperation has generally poor suc-
cess rates and often results in graft loss [3].

The role of ET in VAT remains unclear. Even though, ET has
been described as safe for iliac vein thrombosis4, only few
small series report successful graft salvage with ET [4]. In this
case, its benefit was as well questionable. The combination of
local lysis and PTA did not decisively improve recanalization.
Heparinization and lymphocele drainage probably provided
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Figure 4: Angiography shows incomplete recanalization of the
renal and iliac vein after angioplasty and lysis. The percutane-
ous drainage of the infected lymphocele is still in situ.

the greatest benefit for graft salvage.

Importantly, urinary output always remained preserved and
there was never an indication for dialysis. This, combined with
a high risk for graft loss in reoperation, convinced us not to
reoperate and continue with anticoagulation and fluid drainage
only, even after the questionable success of ET.

The most important risk factors for VAT are technical issues
and hypercoagulative staten [5]. However, in our patient, sur-
gery was uneventful with standard end-to-side running vascu-
lar anastomosis, short operative and cold ischemic time. Sec-
ond, thrombosis occurred later than usual, almost six weeks
after transplantation. This is unusual, as thrombosis related to
technical problems occurs usually early, within 2 weeks after
KT [3]. In this case venous thrombosis was not complete and
perfusion of the graft was present at all times. It was most like-
ly caused by external compression of an infected lymphocele.

This case demonstrates successful non-surgical treatment of a
kidney VAT through a combination of therapeutic anticoagula-
tion and lymphocele decompression, restoring graft function
with sustained success at 1-year follow-up. Here, the benefit of
ET remains unclear.
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