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A case of rend infarction associated with paradoxica embolism through a patent foramen ovae
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Rend infarction results from the acute disruption of renal blood flow in the renal arteries or their  rigurs 1. cTimage suggestive of renal infarction.
branches, which can be caused by paradoxical embolism associated with patent foramen ovale (PFO). A =
40 year-old female visited our emergency department with sudden onset severe Lt. abdominal and flank
pain without urinary symptom. Her vital sign was within normal range. Electocardiography showed nor-
mal sinus rhythm. Laboratory tests revealed normal renal function (Creatinine 0.91mg/d1) and elevated
D-dimer (0.67 1g/ml). Microscopic hematuria (51~100 red blood cells per high-power field) with no
proteinuria. Chest and abdominal X ray showed no definite abnormal finding. Abdomina computed to-
mography (CT) revedled normal |eft rena artery with wedge-shaped perfusion defect in the lft kidney,
suggesting left renal infarction [Figure 1]. No possible cause of thromboembolism was revedled in
transthoracic echocardiography, and no episodes of atrid tachyarrhythmias were recorded in 24 hour
holter monitoring. There was no definite thrombus or spontaneous echo contrast in left atrium and |eft
atrial appendage on transesophageal echogradiography (TEE) [Figure 2]. However, bubble contrast test
TEE revealed a small PFO with bidirectional shunt [Figure 3]. The patient had no history of any related
diseases. Therefore, PFO and related paradoxical embolism was suspected cause of acute rend in-
farction in this case. She was discharged with pain killer and warfarin, and follow-up visits were
event-free. Acute rend infarction is an uncommon condition, with an estimated incidence in the emer-
gency department of 0.004%. Etiologies include cardiogenic cause, rend artery injury, and hyper-
coagulable state. A PFO can act as a passage of a thrombus from the periphera veins, to the systemic
circulation, causing paradoxical embolism. Usua manifestation is the cerebrovascular event, and sys-
temic, noncerebral embolism occurs less frequently (5-10% of al paradoxical embolism). Early diag-
nosis and intervention are crucia to preserve rena function and improve prognosis. And in recurrence
cases, PFO closure should be considered to prevent further embolic events.
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Tigure 1 Echocardiography showed D-shaped left ventricle(¥) during end-diastolic phase due tosight ventricle Figure 2. Computed tomography showed both pleural effusion without puimenary thromboembolism.
(RV) overload affer transfusion (A). Resolution of RV overload 1 week later after treatment with intravenous
diuretics and ritroglycerin (B).
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