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ABSTRACT

Bilateral renal artery embolism is rare, but it is a significant cause of arterial hypertension
and renal failure, and most often is associated with cardiac arrhythmias. We report a case of bilateral
renal artery embolism with a satisfactory outcome following use of thrombolytic therapy.

A 42 year-old Caucasian man presented a sudden complaint of intense abdominal pain, in
mesogastrium and left flank with dorsal irradiation, 3 days after electrical cardioversion due to
cardiac arrhythmia. Laboratory tests revealed slight leukocytosis, hematuria, and creatinine of 1.8
mg/dL. Chest radiography was normal and computerized tomography showed an area of massive
ischemia in left kidney, and focal ischemia in right kidney and spleen.

The patient was then submitted to systemic venous therapy with 1.5 million units of
streptokinase, with an excellent outcome.
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INTRODUCTION intense abdominal pain for 1 hour, with sudden on-
set, in mesogastrium and left flank with dorsal irra-

Bilateral acute occlusion of renal artery is diation, associated with profuse sweating, psychomo-

rare, but it is a significant cause of renovascular sys+or agitation, abdominal distension, vomiting and olig-
temic hypertension and renal failure. In most cases ituria. The abdomen was diffusely painful during pal-
is associated to cardiac diseases, particularlypation, without signs of peritoneal irritation. Cardiac

arrhythmias (55% atrial fibrillation) (1), and can oc- rhythm was regular and sinus. Laboratory tests re-
cur also in blunt trauma, renal artery stenosis, iatro-vealed slight leukocytosis, with urinalysis showing
genic angiographic manipulation, cocaine injection, hematuria (+++), creatinine of 1.8 mg/dL and blood

use of intra-aortic balloon, among others. urea nitrogen of 90 mg/dL. Chest and abdomen ra-
The purpose of this work is to report a case diographies were normal.
of bilateral acute renal embolic ischemia with excel- The abdominal computerized tomography
lent outcome following systemic thrombolytic (CT) revealed the presence of a large ischemic area
therapy. in left kidney, as well as an area without perfusion in
the upper pole of the right kidney, and focal ischemia
CASE REPORT in spleen (Figure-1). Echocardiogram revealed no
intracavitary thrombus.
A 42 year-old Caucasian man was admitted The patient received 1,500,000 IU of intra-

in hospital (3 days after release from an electricalvenous Streptokinase, due to hospital limitations to
cardioversion due to atrial fibrillation), presenting perform selective intra-arterial thrombolytic therapy,
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Figure 1 — Abdominal computerized tomography with venous Figure 2 —Abdominal computerized tomography with venous
contrast revealing diffuse filling defects in left kidney and areas contrast, performed 5 months after thrombolytic therapy, re-
of focal ischemia in right kidney. vealing total reperfusion of both kidneys.

followed by full heparinization and analgesia, with a such as embolectomy and more aggressive surgeries
good outcome, with restoration of diuresis. Hema- (autotransplantation, aortorenal bypass) remain as a
turia subsided in the fifth day and the patient wastherapeutical option as well, in specialized centers, but
released in the tenth day, with serum creatinine ofwith higher morbidity and mortality (3).
1.2 mg/dL, using warfarin sodium 5mg/d and
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