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with End-Stage Renal Disease, Bilateral

Nephrectomy

Abstract

Primary glenohumeral osteoarthritis has been linked to renal disease, including chronic
renal disease and end-stage renal disease. The effects of renal illness on recovery from
shoulder arthroplasty, however, are little understood. Consequently, the goal of this
study was to assess how renal illness affected the results of shoulder arthroplasty for

glenohumeral osteoarthritis.

Introduction

In individuals with end-stage renal illness,
uncontrolled hypertension is frequently
observed [1]. There are primarily two
methods used to control hypertension: the
pharmaceutical strategy, which involves the
use of several classes of antihypertensive
medicines, and ultra-filtration titration in
hemodialysis, which results in a decrease in
plasma volume and an improvement in dry
weight [2]. Rarely is bilateral nephrectomy
used as a therapy for resistant hypertension
when blood pressure control is unresponsive
to conventional methods [2]. Bilateral
nephrectomy has become obsolete due to
the availability of new classes of hypertension
medications, long-acting formulations, and
developments in dialysis therapy. [3]. Here,
we discuss how a young kid with intractable
hypertension responded to rescue therapy via
bilateral nephrectomy.

Methods

A 16-year-old patient with ESRF was evaluated
for multiple episodes of life-threatening
hypertensive emergency crises. The patient
was diagnosed with systemic hypertension
at the age of 13, and after he presented late
with ESRF and was started on hemodialysis,
his blood pressure remained largely resistant
to pharmacological and volume-reduction
measures. When he was 11 and a half years
old, he had a cystoscopic posterior urethral
valve ablation after being identified with

the condition during his infantile years.
Vesicostomy was intended after it was
unsuccessful. Unfortunately, the patient
had neglected to receive follow-up
care and returned at the age of 10 with
advanced chronic kidney disease caused
by obstructive uropathy [4].

Even during hypertensive crises, he
was euvolemic upon examination,
and neither an abdominal mass nor a
renal bruit could be felt or heard on
auscultation. Additionally, there was no
difference in blood pressure (BP) between
the arms. There was no evidence of a
genetic or familial history of renal illness
or hypertension. He had a cheerful
disposition, was active, and did not abuse
alcohol or other drugs [5, 6].

Discussion

In patients with end-stage renal illness,
hypertension is frequently present. In
individuals with end-stage renal illness,
sodium and water retention, activation
of the RAAS system, and increased
sympathetic activity all contribute to
the pathophysiology of hypertension.
Although most patients with end-stage
renal disease have their hypertension
under control, 20% of them still have
resistant or uncontrolled hypertension
even after using pharmacological and
volume-reduction treatments [5]. Since
1930, bilateral nephrectomy has been
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used as a therapy for malignant hypertension
[6]. The usage of bilateral nephrectomy has
decreased over time due to the introduction
of new types of hypertension medications,
particularly those that act on RAAS, and
improvements in dialysis procedures [7], [8].

Conclusion

Our case study demonstrates that pre-
transplant bilateral nephrectomy can be
used as a treatment option for refractory
hypertension in an end-stage renal disease
patient who is receiving regular hemodialysis
when the best medication and hemodialysis
techniques have failed [9], [10].
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