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Introduction
We implanted an LAA occlusion device (AMULET-22mm) in 

a patient who was a candidate for left atrial appendage closure. At 
the first-month follow-up visit of the asymptomatic patient, device 
embolism was detected.This case report describes the management of 
device embolization.

Case Description
A 62-year-old male patient with paroxysmal atrial fibrillation, known 

hypertension,coronary artery disease,and a previous transient ischaemic 
attackhad hematuria under oral anticoagulant therapy and anemia 
secondary to hematuria. Benign prostatic hyperplasia was detected in 
the patient. There upon, we decided to implant a left atrial appendage 
closure device.The appropriate LAA occlusion device (AMULET-
22mm) was selected after echo cardiographic measurements of the 
orifice diameter of her atrial appendage. In January 2022, the device 
was implanted percutaneously by the usage ofthe transseptal approach. 
Fluoroscopy, angiography, and intraprocedural echocardiography were 
used to guide the device implantation. The final implant position was 
confirmed by cine angiography with contrast medium injections distal 
to the deployed device, and also by transesophageal echocardiographic 
color-flow Doppler examination of the left atrium.(video 1). After 

LAA closure,the postprocedural course was uneventful andthe patient 
was discharged from the hospital on the day after his procedure.When 
the patient came to the first-month follow-up, hehad no complaints.
Transthoracic echocardiography was performed as it is scheduled for 
the patient regardless of symptoms. The left atrium appendage closure 
device was not seen in place, and it was confirmed by transesophageal 
echocardiography the left atrium appendage closure device was 
dislocated.Device embolism was considered.Considering that the 
device might embolize into the aorta, we wanted to scan it under 
fluoroscopy.Scanning under fluoroscopy instead of planning a CT 
scan right away, helped us avoid unnecessary radiation and contrast 
burdens.Under thefluoroscopy scan, it was seen that the device was in 
the aorta.(figure 1A,1B )

Femoral access and percutaneous strategy were chosen to retrieve the 
device. Extraction was performed under fluoroscopy guidance without 
general anesthesia. Adequateanticoagulation with heparin throughout 
the procedure (activated clotting time [ACT] >250 s) was maintained 
by periodic ACT testing. A6f sheath was placed from the right femoral 
artery. The aorta was passed through with a JR4 diagnostic catheter.In 
aortography, it was determined that the device was at the level of the 
celiac and mesenteric arteries.(video  2) Then 16 f long sheath and two 
proglides were placed in the right femoral artery. 16 F Long sheath 
was sent to the distal aorta.We chose the single snare techniquefor the 
retrieval of the device.The device was positioned in the aorta with the 
hook part parallel to the medial and lateral wall.The lobe of the device 
was held with a Jr 4 diagnostic catheter and a  peripheral snare, then 
the device was pulled with the peripheral snare and the position of the 
hook part was inverted, pointing to inferior. The hook part was held by 
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Abstract
We present the management of device embolization in a patient who had a left atrium appendage occlusion device implanted. The case in 

hand is the first AMULET LAA occlusion device that embolizes into the distal aorta.Moreover, this case is unique in terms of the management 
of the complication. The embolized device was retrieved, using a single snare technique.To the best of our knowledge, this is the first case 
using the single snare technique for retrieval of the embolized device.
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the peripheral snareand pulled back into the long sheath without any 
problems.(figure2A,2B)(video 3) The stabilizer hooks of the device 
were pointing to the inferior side. The device was pulled back and the 
hooks turned to the cranial direction and no damage occurred to the 
aorta while the device was retrieved into the sheath.We did not implant 
a new device because the patient did not accept the new device. The 
post-procedure process went smooth and the patient was discharged 
from the hospital.

Discussion
LAA closure has emerged as an alternative therapeutic approach 

to oral anticoagulation for stroke prevention in selected patients with 
nonvalvular AF 1.The periprocedural complications include death, 
ischaemic or hemorrhagic stroke, transient ischaemic attack pericardial 
effusion, tamponade, device-related thrombus, device embolization, 
postimplantation sepsis2.The most important periprocedural 
complications are pericardial effusion, device embolism, and device-
related thrombus.Device embolization is a fairly rare complication 
of LAA closure, with an average reported rate of <4% 3.When we 
searched the literature, there were case examples of embolization of the 
left atrial closure devices 2,4,5,6,7,8.Previous reports have shown that the 
(AMULET) LAA closure device embolizes to the LVOT and mitral 
valves. However, this is the first time that extra-cardiac (peripheral) 
embolization has been reported. There may be several risk factors 
and predictors for device embolization. These includedevice under-

sizing,device off-axis,and vigorous tug testing5.The complication in our 
case was systemic embolization of the device. We thought that the cause 
of embolization might be due to the device not being compressed well.
Patients who develop device embolism may be asymptomatic, as in our 
case. Patients who develop device embolism should be diagnosed early 
and the events should be resolved without requiring emergency surgery 
and resulting in death, as in our case.  The frequency of complications is 
often due to low operator experience. We think that the complication 
rate will decrease as the experience increases. 9

When we searched the literature, we saw that the single snare 
technique was not used.An endoscopic grasping tool and double 
snaring technique were generally used to retrieve embolized devices 
in literature. We chose this technique because we have more clinical 
experience with the single snare technique. Keeping the hook of the 
device in the lower position in the aorta while using the peripheral 
snarewill facilitate the removal of the device, as in our case, and this 
method will ensure that the aortic wall is not damaged during the 
removal process.

Conclusion
Even in the absence of symptoms, early and late echocardiographic 

examinations (1-month and 6-month follow-ups) have to be made 
thoroughly. Device embolism and misplaced device position can be 
detected in these echocardiographic examinations. The important 
thing is to determine the appropriate technique, and removal method 
according to the location of the device with a multidisciplinary team 
and to manage this complication without requiring emergency surgery 
and without death.

Video 1: The video of transesophageal echocardiography 
performed after device implantation

Video 2: The video of the device’s position in the aorta and 
its relationship with vascular structures

Video 3: The video of the device retrieving  into the sheath 
with snare
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B:The image of an embolized device in the abdominal aorta 
under fluoroscopy

Figure 2:
A:The image of the device being caught with the snare 
from the hook and retrieval into the sheath
B: The image of the retrieved device
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