suspected in >3% of elderly subjects with end-stage renal disease
(ESRD) and is likely underdiagnosed. It is more frequent in males
with a history of diabetes, hypertension, and ischemic cardiac
disease. Atheroemboli in the kidney are strongly associated with
aortic aneurysmal disease and renal artery stenosis. Most clinically
evident cases can be linked to precipitating events, such as
angiography, vascular surgery, anticoagulation with heparin,
thrombolytic therapy, or trauma. Clinical manifestations of this
syndrome commonly develop between 1 and 14 days after an
inciting event and may continue to develop for weeks thereafter.
Systemic embolic disease manifestations, such as fever, abdominal
pain, and weight loss, are present in less than half of patients,
although cutaneous manifestations including livedo reticularis and
localized toe gangrene may be more common. Worsening
hypertension and deteriorating kidney function are common,
sometimes reaching a malignant phase. Progressive renal failure
can occur and require dialytic support. These cases often develop
after a stuttering onset over many weeks and have an ominous
prognosis. Mortality rate after 1 year exceeds 38%, and although
some may eventually recover sufficiently to no longer require
dialysis, many do not.

Beyond the clinical manifestations above, laboratory findings
include rising creatinine, transient eosinophilia (60-80%), elevated
sedimentation rate, and hypocomplementemia (15%). Establishing
this diagnosis can be difficult and is often by exclusion. Definitive
diagnosis depends on kidney biopsy demonstrating microvessel
occlusion with cholesterol crystals that leave a “cleft” in the vessel.
Biopsies obtained from patients undergoing surgical
revascularization of the kidney indicate that silent cholesterol emboli
are frequently present before any further manipulation is performed.

No effective therapy is available for atheroembolic disease once
it has developed. Withdrawal of anticoagulation is recommended.
Late recovery of kidney function after supportive measures
sometimes occurs, and statin therapy may improve outcome. The
role of embolic protection devices in the renal circulation during
angiography is unclear, but a few prospective trials have failed to
demonstrate major benefits. The effect of such devices is limited to



