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A 63-year-old man, who discontinued oral anti-
coagulation several months after catheter ablation 
for paroxysmal atrial fibrillation (AF), presented 
with acute left-sided abdominal and lumbar pain. 
The symptoms appeared 20 hours before hospital 

Acute renal artery embolism (RAE) is rare; how-
ever, it is often associated with major renal tis-
sue loss. Quick diagnostic workup followed by 
effective therapy is crucial to save ischemic re-
nal tissue.
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Figure 1  A – computed tomography scan: a hypodense area involving the dorsal part of the left kidney (asterisk);  
B – angiography: occlusion of the posterior branch of the left renal artery (arrow); C – thrombus aspiration with a 
guiding catheter (arrow) with simultaneous balloon inflation beyond the site of the occlusion (thin arrow);  
D – angiography: a reopened branch with thrombus remnants located distally (arrows)
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admission. A computed tomography scan (CT) 
showed a hypodense area of 81 × 38 mm, involv-
ing the entire inferior pole and dorsal part of the 
left kidney, suggesting infarction (Figure 1A). A CT 
angiography revealed an occlusion of the pos-
terior branch of the left renal artery. Owing to 
persistent pain, the patient was referred to a ne-
phrologist and vascular surgeon, who suggested 
endovascular treatment. The patient was trans-
ferred to a institutional cardiac catheterization 
facility. A 7Fr arterial sheath was inserted in the 
right femoral artery, and the Judkins Right 4 7Fr 
guiding catheter—into the left renal artery. Con-
trast injection confirmed the occlusion of its pos-
terior branch (Figure 1B). Aspiration with the 7Fr 
system for manual thrombectomy was attempt-
ed but without success. Therefore, thrombectomy 
with the use of a guiding catheter was attempt-
ed (Figure 1C). First, a balloon catheter (4.0 × 8.0 
mm) was inflated beyond the site of the occlu-
sion to ensure protection from distal embolism 
(Figure 1C). Suction pressure was generated with 
a 20-cc syringe attached to the distal tip of the 
guiding catheter. A large amount of thrombotic 
material was extracted, which restored the flow 
in the occluded branch (Figure 1D). Finally, a bolus 
of 20-mg tissue plasminogen activator, alteplase, 
was administered directly into the reopened ar-
tery to clear it up. The patient reported imme-
diate pain relief. Laboratory tests showed an in-
crease in creatinine levels to 1.21 mg/dl and C-
reactive protein levels to 106 mg/l, which grad-
ually normalized within a couple of days. Hepa-
rin infusion with a dose adjusted to the activated 
partial thromboplastin time level was continued 
for 2 days after the procedure, and on day 3, the 
patient was switched to a new oral anticoagu-
lant. He was discharged with a recommendation 
of lifelong anticoagulation therapy. A follow-up 
Doppler ultrasound showed normal perfusion of 
the rescued renal tissue.

The present case emphasizes the need to con-
sider RAE when left-sided abdominal pain occurs 
in a patient with risk factors for systemic em-
bolism,1,2 mainly AF, left ventricle aneurysm, or 
atherosclerosis of the aorta.3 The treatment of 
RAE may involve anticoagulation, surgical em-
bolectomy, or endovascular procedure, which is 
sometimes complemented with local thrombol-
ysis.4 This is the first reported case of RAE treat-
ed with thrombectomy, with the use of a guiding 
catheter as an aspiration device. This technique 
should be considered when the renal artery or 
its main branches are occluded by large embolic 
material or locally formed thrombus. It should 
be emphasized that the decision to discontinue 
oral anticoagulation after catheter ablation for 
AF should be made with caution after individu-
al thromboembolic risk assessment.5


