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ABSTRACT
We present the case of a 71-year-old woman who presents with sudden lower back 
pain. The physical examination looks normal and the laboratory parameters test po-
sitive for leukocytosis and slightly elevated LDH levels. Due to persistent low back 
pain, an abdominal computed axial tomography with IV contrast was performed. It 
showed an image consistent with a renal infarction. The arteriography performed re-
veals the presence of a thrombus at left renal artery level. Therefore, it was decided to 
perform an angioplasty with stenting and use a distal protection �lter.
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RESUMEN
Se describe una paciente femenina de 71 años, que consulta por dolor lumbar de co-
mienzo súbito. El examen físico fue normal, con parámetros de laboratorio positivos 
con leucocitosis y LDH ligeramente elevada. Por persistencia del dolor lumbar, se rea-
liza tomografía axial computarizada abdominal con contraste ev, donde se evidencia 
imagen de infarto renal. Se realiza arteriografía que arroja imagen de trombo en arte-
ria renal izquierda y se decide realizar angioplastia con stent y utilización de �ltro de 
protección distal.

Palabras claves: infarto renal, angioplastia renal, �ltros de protección embólico.
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INTRODUCTION

It is estimated that thromboembolic aortic disease causes 
5% of all peripheral arterial embolisms reported at abdo-
minal portion level.1,2

Acute renal infarction as a complication of aortic debris 
is an entity rarely described in the routine clinical practi-
ce. Because of its low incidence rate, it is o�en misdiagno-
sed. It is more common among women during the 6th and 
8th decades of their life.4 �ese patients have a past me-
dical history of high thromboembolic risk and many of 
them have already experienced an embolic event in their 
lifetime.3,4,5

As a complication associated with this event, the signi�-
cant loss of renal function can compromise the perfusion 
of such organ. �is has triggered the development of new 
percutaneous revascularization techniques that are still in 
their infancy.5,6,7,9

CASE REPORT

We present the case of a 71-year-old woman with a past me-
dical history of arterial hypertension and type II diabetes, 
heavy smoker of 20 cigarrette packs/year, and uncon�rmed 
arrhythmias. She presents with sudden lower back pain ra-
diating to her back of 2 hour evolution that becomes exacer-
bated when changing positions. She experienced 2 similar 
episodes of shorter duration and intensity for the previous 
72 hours.
AHT con�rmed at admission (160 mmHg /90 mmHg). 
Physical examination within normal parameters. EKG: si-
nus rhythm (75 bpm); lateral subepicardial ischemia. Acu-

te coronary syndrome is ruled out. �e laboratory para-
meters test positive for leukocytosis and slightly eleva-
ted LDH levels. �e patient is admitted to the ICU with 
a complete course of anticoagulant and anti-ischemic 
therapy.
Due to persistent pain, a chest-abdomen-pelvis computed 
tomography (CT) scan is performed. �e CT scan reveals 
the presence of di�use signi�cant atheromatous disea-
se in both the ascending and descending aortas with mu-
ral thrombosis of irregular surface and small ulcerations in 
the junction between the aortic arch and the descending 
aorta. Abdominal aorta with signi�cant di�use atheroma-
tous disease in its walls, mural thrombosis, and calci�ca-
tions associated with ulcerations on the surface. Presence 
of signi�cant le� renal artery ostium stenosis with a signi-
�cantly smaller luminal diameter of the infarct related ves-
sel compromising the entire le� kidney with good perfu-
sion of this organ upper pole only (�gure 1).
An angiographic study is performed to assess the possibi-
lity of solving the patient’s lower back pain. A 6-Fr intro-
ducer sheath was used via right femoral access and a renal 
arteriography was performed that revealed the presence of 
an endoluminal thrombus at le� renal artery proximal le-
vel. �erefore, the recanalization of the vessel is attempted 
using a 6-Fr hockey stick guide catheter (Cordis) followed 
by a 0.014 in Floppy guidewire (Abbott) that is placed dis-
tal to the vessel lumen (�gure 2).
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Figure 1. Coronary computed tomography angiography (CCTA) with left re-
nal stenosis and infarction in the renal parenchyma.
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�rombus aspiration is performed using a 6-Fr Fetch2TM 
thrombus aspirator (Boston Scienti�c). Due to the persis-
tent lack of endoluminal �lling it was decided to place a Spi-
derFXTM distal protection �lter (Medtronic) and advance a 
4.5 mm x 16 mm conventional Rebel stent (Boston Scienti-
�c) that was in�ated at 12 atmospheres of pressure. �e dis-
tal protection �lter was eventually removed and a control 
angiography con�rmed the good �nal outcome with no tra-
ces of residual plaque.
�e patient remained clinically stable and her lower back 
pain improved a�er the procedure. �e patient was then 
transferred to the ICU to monitor disease progression.
A control CT scan was performed 24 hours later that con-
�rmed the improved renal perfusion. �e patient respon-
ded well to therapy and remained symptom-free; she was re-
leased from the hospital 48 hours later on dual antiplatelet 
therapy.

DISCUSSION

Renal infarction (RI) is due to the interruption of blood 
�ow into the renal arteries and/or their branches. It is a rare 
and o�en misdiagnosed condition given its variable clinical 
presentation. �e medical literature available on this entity 
is based on case reports and series of cases.1
It o�en starts with a sudden pain in the renal �ank or fos-
sa followed by fever, hematuria, nausea, and vomiting.1,2 It 
is associated with high laboratory parameters: leukocyto-
sis, high GOT, alkaline phophatase, and LDH levels being 
the latter the most characteristic of all. As a matter of fact, 
it can go up by a factor of 5 within the �rst 48 hours. �is 
condition should be suspected in patients with lower back 
pain and thromboembolic risk factors. According to the cu-
rrent scienti�c evidence available, cardioaortoembolic cau-
ses are the leading cause of renal infarction (45.4%), and wi-
thin this group, atrial �brillation represents 75.5%.3,4,5

A total of 70% of the patients who experience this event 
have a past medical history of high thromboembolic risk. 
Actually, most of them have already experienced a previous 
embolic event in the past,5,6 which is consistent with our case 
report presented here.
Diagnosis is con�rmed through imaging modalities: ul-
trasound, CT scan or scintigraphy.9,10 Angiography is sti-
ll the gold standard while a vessel revascularization strategy 
should be scheduled simultaneously.
It is more common on the le� side,5 though it may be bilate-
ral (15% to 30% of the cases) progressing towards acute kid-

ney injury. In 50% of the cases, the acute kidney injury beco-
mes a chronic condition.6,7,8 �at is why new percutaneous 
minimally invasive therapies have been proposed to preser-
ve renal perfusion.
Endovascular treatment: thrombectomy and/or angioplasty 
with stenting using di�erent devices and/or types of protec-
tion �lters to avoid short and long-term complications that 
may end up causing kidney injuries.8,9,10

Knowing that the mechanism of kidney injuries is distal 
embolization, it has been con�rmed that the use of embo-
lic protection devices (EPD) improves the outcomes of per-
cutaneous revascularization procedures in this territory.6,7,9

Hiramoto et al. proved that stent implantation into the renal ar-
tery is associated with atherothrombolic fragments,6,7 and that 
every step of the procedure—guidewire passage included—is as-
sociated with the embolization of thousands of fragments.7
Currently, EPDs can be divided into 3 categories: proximal 
protection devices, distal occlusive devices, and distal �lter 
protection devices like the one we used in this case report.6,7

Figure 2. A) Estenosis renal izquierda con imagen endoluminal. B) Pasaje de guía coronaria en la luz de arteria renal izquierda.

Figure 3.
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All EPDs are e�ective only a�er being deployed, which is 
why they cannot protect the kidneys against the atheroem-
bolism that may occur during the early contact with the gui-
de catheter. �ey certainly cannot protect the contralateral 
kidney or other organs from the embolic particles released 
during former passes.6,7,8

�e potential advantage of distal protection �lters is their 
capacity to maintain renal perfusion during the entire 
procedure.

CONCLUSION

Clinical suspicion facilitates the early diagnosis and timely 
treatment of this entity.
Angioplasty with stenting for the management of renal in-
farction is a safe therapeutic strategy with low morbidity, 
mortality, and complication rates that preserves the renal 
parenchyma as much as possible.
Further studies are needed to elucidate the role played by 
embolic protection devices in this territory.
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