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Objective:

This case describes percutaneous removal of an embolized Watchman Device from the abdominal aorta
and aims to highlight endovascular strategies that can be utilized in such uncommon emergency cases.

Methods:

The electronic medical record was retrospectively reviewed.

Results:

This patient is a 63-year-old-male who underwent percutaneous placement of a left atrial appendance
closure implant (Watchman Device, Boston Scientific, Marlborough, Massachusetts) for atrial
fibrillation by an experienced interventional cardiologist at a high-volume center. The 31 mm
Watchman was verified to be in proper position with good seal via transesophageal echocardiogram.
The patient dismissed home the same day. Two days later, the patient was hammering when he
developed sudden chest pain and lower extremity weakness. CT imaging revealed a dislodged
Watchman Device occluding the paravisceral aorta without clear evidence of bowel ischemia (Figure
1A). He was transferred to our facility where he had lower extremity sensory loss, abdominal pain,
creatinine of 1.6 (baseline 1.0), and lactate of 6.3. He was taken emergently to the hybrid operating
room. Percutaneous femoral artery access was obtained and 18 Fr sheaths were advanced bilaterally.
Aortogram revealed the Watchman Device occluding the visceral aortic segment with reconstitution of
the infrarenal aorta and common iliac arteries (Figure 1B). We used pulmonary biopsy forceps to grasp
a small appendage on the device, pulling the Watchman distally below the renal arteries (Figure 2 A-C).
We then used an En Snare (Merit Medical, South Jordan, Utah) to snare the Watchman and pull it into
the 18 Fr sheath while forward pressure was applied to the sheath, swallowing the device (Figure 2B).
Completion aortogram demonstrated widely patent visceral, renal, and iliac vessels. Estimated warm
ischemic time was eight hours, one hour of which was operative time (Figure 1C). He developed renal
failure requiring hemodialysis on post-operative-day one. He was dismissed home on
post-operative-day 11 and required two months of hemodialysis which he has now been weaned from.

Conclusion:

Watchman device embolization occurs in < 1% of cases. This case highlights the feasibility and
technical challenges of a minimally invasive approach for the removal of this device for the abdominal
aorta, under extremely unusual, emergency circumstances.



Fig 2 A-C: The watchman device and endovascular snare use for retrieval are shown after
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removal from the aorta.
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