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Renal and splenic and infarction are rare in the emergency
department. This rarity maybe due to underdiagnosis or
their clinical presentations are non-specific. This often
misdiagnosed as other conditions such as renal colic where
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Renal and splenic artery thrombosis is uncommon which
impose high risk of renal dysfunction. The presentation of
renal or splenic artery thrombosis leading to renal and

Ih‘splenic ischemia and infarction can mimic renal colic. We

the principal management of these two conditions are dif- " recognised this case interesting as it was challenging for us

ferent. If not recognized and treated in timely manner, renal
and splenic artery thrombosis may lead to permanent organ
damage and dysfunction.

A previously healthy 47-year-old gentleman to our Emergen-
cy Department complaining of sudden severe left loin to
groin pain. The pain was calicky with pain score 9/10. There
were also two episodes of vomiting prior arrival to the ED.
Otherwise there were no urinary tract infection symptoms,
hematuria, fever, or diarrhea.

Clinically he appeared to be in pain. Vital signs were as fol-
lows; Blood pressure 172/84, Pulse rate 86, Sp02 99% under
room air and Temperature 37.2-degree Celsius. There was
tenderness over left lumbar area but no guarding. Left Renal
punch was positive. Bed side ultrasonography was unre-
markable.

Blood investigations were normal except for lactate which
was 3.3 on the venous blood gas. His urine analysis was neg-
ative except for Blood 1+. Chest and Abdominal radiograph
showed no remarkable findings.

He was initially treated for left renal colic. After multi-modal
analgesia given including repeated doses of opiods, pain
over the flank area remained persistent. Hence, he was ref-
fered to surgical team and abdominal CT was obtained to
rule out mesenteric ischemia. Abdominal CT and CT angiog-
raphy revealed left kidney and splenic infarction secondary
to left renal and splenic artery thrombosis. He was then
started on IVl Heparin. A week later he was discharged with-
out major complications.

to recognise splenic and renal infarction on the initial pre-
sentation. A learning point that we would like to highlight
from this case is that acute abdominal pain is not always
straight forward and require proper assessment by the
emergency doctors.

Even though most of emergency doctors may frequently en-
counter a patient with renal colic, making this diagnosis is
still challenging. Renal colic is usually clinically diagnosed,
however many other intrabdominal pathology that might
same similar presentations such as renal abscess, pyelone-
phritis, renal tumour, twisted ovarian cyst, ectopic pregnan-
cy, tubo-ovarian abscess, appendicitis, diverticulitis, biliary
colic, or renal/splenic infarction.

There is a wide heterogeneity in selecting the most appro-
priate diagnostic approach for patients with acute abdomi-
nal pain. This depends on individual preference and exper-
tise, rather than following a strict set of guidelines . In this
case we proceeded with abdominal CT and CT angiography
due to our initial suspicion of mesenteric ischemia. CT can
be considered as primary imaging of choice for patients with
acute abdominal pain, with the exception of patients sus-
pected of having acute cholecystitis, where ultrasonography
is preferred

Renal and splenic artery thrombosis and infraction are
rare and challenging to recognise due to their
non-specific clinical presentations.

A proper and careful assessment of patient with acute
abdominal pain in the emergency department is
crucial.

In patients with acute and severe abdominal pain with
uncertain aetiology, CT is a helpful modalities of
imaging.



