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Patients with atrial fibrillation and transthyretin amyloid cardiomyopathy (ATTR-CM) have been found to have a very high
incidence of intracardiac thrombus and thromboembolic disease. Acute limb ischemia is a rare, highly morbid condition
that may mimic other medical emergencies. An 88-year-old male with ATTR-CM presented with left sided hemiparesis and
paraesthesia. Computed tomography scan and magnetic resonance imaging of the head was negative for stroke. Subsequent
computed tomography angiography (CTA) of the chest was obtained due to an abnormal interarm blood pressure differential
which was negative for acute aortic dissection but revealed simultaneous occlusions of the left axillary and common
femoral arteries. These occlusions were presumed to be cardioembolic from a left atrial appendage thrombus concurrently
visualized on CTA. This case highlights the importance of avoiding anchoring bias, and systematically reevaluating the
differential diagnosis in cases where the initial workup is unrevealing. While an uncommon entity, simultaneous upper and
lower acute limb ischemia should be considered in patients with atrial fibrillation and prothrombotic comorbidities, such
as ATTR-CM.

Acute limb ischemia, atrial fibrillation, transthyretin amyloid cardiomyopathy

Acute limb ischemia can mimic stroke and aortic dissection, requiring a broad differential diagnosis in patients with atrial
fibrillation and transthyretin amyloid cardiomyopathy.

A systematic vascular-anatomic approach helps identify embolic events when initial stroke imaging is negative.

Acute ischemia may be indicated by lactic acidosis without hemodynamic instability, which should lead to additional
vascular assessment.

i ’
Publisher 0

JEFIM e AEle

media srl

European Federation of Internal Medicine

© EFIM 2025 - European Journal of Case Reports in Internal Medicine - Doi: 10.12890/2025_005317



INTRODUCTION

Acute limb ischemia (ALl) is a rare, potentially life-
threatening condition with an estimated incidence of 14
cases per 100,000 people annually. Morbidity and mortality
remain high, as 10-30% of patients undergo amputation
within 30 days and mortality is estimated at 9-25%!*. Causes
of ALl are largely divided into embolic and atherosclerotic
events, with emboli (46.2%) being most common, followed
by atherosclerosis (23.7%), multifactorial causes (20.4%)
and stent occlusion (9.7%)?. Underlying peripheral vascular
disease is a frequent risk factor, however embolic disease
may affect patients with otherwise normal vasculature.
Notably, the incidence of intracardiac thrombus amongst
patients with ATTR-CM has been reported to be as high as
81%!%, and amongst patients with atrial fibrillation, the risk
of thromboembolic disease is 2.4 times higher in patients
with transthyretin amyloid cardiomyopathy (ATTR-CM),
compared to those without ATTR-CMM, Classically ALI
presents with sudden onset pain, pallor, poikilothermia,
pulselessness, paraesthesia and paralysis. In patients with
underlying comorbidities and an incomplete presentation,
differentiating ALl from other vascular emergencies
such as stroke or aortic dissection may be challenging®.
Here we discuss a patient who presented with left-sided
hemiparesis and paraesthesia initially suggestive of either
aortic dissection or stroke but was later found to have
simultaneous arterial emboli to both left sided upper and
lower extremities.

CASE DESCRIPTION

An 88-year-old male with history of paroxysmal atrial
fibrillation, ATTR-CM, type 2 diabetes and dyslipidaemia
presented with sudden onset left upper and lower extremity
weakness and numbness. Strength was noted to be 4/5
throughout the left upper and lower extremities. Vital sign
assessment revealed a blood pressure of 161/69 mmHg
measured on the right arm and 57/18 mmHg on the left arm.
Acode-strokewasactivated uponarrival, however computed
tomography (CT) scan and magneticresonance imaging (MRI)
of the brain proved negative for acute ischemic infarcts. CT
angiography of the chest and abdomen was performed and,
while negative for aortic dissection, identified near complete
occlusion of the left axillary artery, complete occlusion of the
left common femoral artery, and a thrombus present in the

left atrial appendage (Fig. 1 and 2). By this time, pulses had
become unidentifiable by Doppler and a lactic acidosis up to
8.6 mEq/l was noted. Further questioning revealed that the
patient had been non-adherent to his prescribed apixaban
due to difficulty obtaining refills. A diagnosis of acute limb
ischemia secondary to cardioembolic phenomena was made
and he was started on unfractionated heparin. Vascular
surgery was consulted, and the patient underwent urgent
thrombectomy of the left common femoral, popliteal and
tibial-peroneal, and left axillary arteries. Improvements in
strength and pulses were noted immediately following the
procedure. His anticoagulation regimen was increased to
apixaban 5 mg twice a day and ultimately discharged home
2 days later.

DISCUSSION

This case highlights a uniquely challenging presentation of
acute limb ischemia due to cardiac embolism disguised as a
stroke and aortic dissection. In this patient with known atrial
fibrillation, the simultaneous development of left upper and
lower extremity weakness and numbness, initially without
significant pain, pallor, poikilothermia, or pulselessness, was
highly suspicious of a cerebrovascular accident. However,
negative stroke findings on CT scan and MRI necessitated
consideration of other aetiologies.

Vital signs were significant for discrepancies in blood
pressure between the right and left arms, raising suspicion
for aortic dissection. Although an interarm blood pressure
differential greater than 20 mmHg can be an independent
predictor of aortic dissection, a significant proportion of
the general population in the United States, up to 19%,
exhibit this discrepancy!®, which is further associated with
all-cause and cardiovascular mortality”.. This reinforces
the importance of ruling out other conditions when typical
symptoms like chest pain are absent.

Up to 15% of patients with ALl may not present with
extremity painl®. In patients with comorbidities such as
diabetes or dyslipidaemia, an additional challenge comes
in distinguishing acutely diminished pulses from chronic
vascular disease. Furthermore, the neurologic exam can
be further obfuscated by chronic peripheral neuropathy
induced by amyloid deposition in patients with ATTR-CM.,
This atypical presentation and these underlying conditions
in our patient obscured the diagnosis initially. However,

Figure 1. Contrast-enhanced computed tomography imaging findings demonstrating vascular abnormalities: A) Partial visualization of severe, near-

occlusive stenosis in the left axillary artery (purple arrow); B) Complete occlusion of the left common femoral artery (red arrow); C) Thrombus in the

left atrial appendage (purple arrows).
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the presence of significant lactic acidosis prompted the
consideration of acute, rather than chronic localized
ischemia, particularly in the absence of corresponding
hemodynamic instability.

Because ATTR-CM significantly increases the risk of
intracardiac thrombus and embolic events, with elevated

event-rates demonstrated after initiation of
anticoagulation'?,considerationofacardioembolicaetiology
must be prioritized when evaluating acute neurologic
changes. While multifocal cerebrovascular stroke due to
cardiac emboli is a well-recognized phenomenon, peripheral
emboli to multiple peripheral arteries is exceedingly rare,
and the distribution of emboli simultaneously to both
the unilateral upper and lower extremities has only been
rarely reported in the literature!'y. Here we highlight the
importance of considering a systematic vascular-anatomic
approach in acutely hemiparetic patients with highly
pro-embolic comorbidities, such as ATTR-CM and atrial
fibrillation. Starting with an evaluation for cerebrovascular
infarcts and irregularities, the central arterial system
should be subsequently investigated for aortopathies and
cardiac thrombi, followed by a thorough examination of the
peripheral arterial supply for ALIL. By employing a stepwise
approach, vascular emergencies can be identified and
treated promptly. This can be especially helpful in patients
where the presentation and physical exam is misleading,
and immediate diagnostic tests rule out initially suspected
aetiologies.

even

Figure 2. Angiographic findings highlighting
significant arterial occlusions: A) Occlusion
in the left axillary artery (purple arrow); B)
Occlusion of the left common femoral artery

(purple arrow).
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