
Poster Print Size:
This poster template is 36” high by 48” wide. It can be 
used to print a Tri-Fold poster with 12” wings.

Placeholders:
The various elements included in this poster are ones we 
often see in medical, research, and scientific posters. 
Feel free to edit, move,  add, and delete items, or 
change the layout to suit your needs. Always check with 
your conference organizer for specific requirements.

Image Quality:
You can place digital photos or logo art in your poster file 
by selecting the Insert, Picture command, or by using 
standard copy & paste. For best results, all graphic 
elements should be at least 150-200 pixels per inch in 
their final printed size. For instance, a 1600 x 1200 pixel 
photo will usually look fine up to 8“-10” wide on your 
printed poster.

To preview the print quality of images, select a 
magnification of 100% when previewing your poster. 
This will give you a good idea of what it will look like in 
print. If you are laying out a large poster and using half-
scale dimensions, be sure to preview your graphics at 
200% to see them at their final printed size.

Please note that graphics from websites (such as the 
logo on your hospital's or university's home page) will 
only be 72dpi and not suitable for printing.

[This sidebar area does not print.]

Change Color Theme:
This template is designed to use the built-in color 
themes in the newer versions of PowerPoint.

To change the color theme, select the Design tab, then 
select the Colors drop-down list.

The default color theme for this template is “Office”, so 
you can always return to that after trying some of the 
alternatives.

Printing Your Poster:
Once your poster file is ready, visit 
www.genigraphics.com to order a high-quality, 
affordable poster print. Every order receives a free 
design review and we can deliver as fast as next 
business day within the US and Canada. 

Genigraphics® has been producing output from 
PowerPoint® longer than anyone in the industry; dating 
back to when we helped Microsoft® design the 
PowerPoint® software. 

US and Canada:  1-800-790-4001
Email: info@genigraphics.com

[This sidebar area does not print.]

Folds here Folds here

Folds here Folds here

Catastrophic retroperitoneal Hemorrhage and Abdominal 
Compartment Syndrome Following Atrial Fibrillation Ablation: 

A Case Report
Haven Ward MD, Shelby Harris MD

Contact Information

References

·  AF ablation is widely performed; major complication rates range 3–6%, with 

hemorrhagic injuries among the most serious.

·  Retroperitoneal bleeding from vascular access injury can rapidly progress to 

hemorrhagic shock, abdominal compartment syndrome, and multiorgan failure, 

especially in anticoagulated patients.

·  Individuals with congenital or structural heart disease (e.g., ASD repair, 

dextrocardia, pulmonary hypertension) have:

  Higher procedural complication rates

  Abnormal vascular anatomy and reduced preload tolerance

  Limited cardiopulmonary reserve, predisposing to rapid decompensation 

  with acute blood loss

·  Bowel ischemia after AF ablation is rare (<0.1%) and typically occurs in the 

setting of profound hypotension or vasopressor-dependent shock.

·  After renal or visceral artery embolization, clinically significant bowel ischemia 

occurs in approximately 0.5–3% of cases, often due to non-target embolization or 

splanchnic hypoperfusion.

·  Global mesenteric ischemia is exceptionally rare but carries near-100% 

mortality, even with aggressive surgical and critical care intervention.

Background

Case Presentation 

1. First Operation – Emergent Bedside Decompressive Laparotomy Post Procedure Day 1 (PPD1)

Indication: Abdominal compartment syndrome & ventilatory failure

Findings: Large hemoperitoneum without intraperitoneal bleeding source

Outcome: Immediate improvement in oxygenation/ventilation

2. Interventional Radiology (PPD1)

CTA: Active bleeding from right renal artery branches: IR performed selective embolization → temporary hemostasis

3. Second Operation – Re-exploration (PPD1)

Indication: Persistent shock 

Findings: Large, stable retroperitoneal hematoma, Bleeding from left hepatic lobe → controlled with argon beam

Abthera VAC placed due to abdominal edema & inability to close

4. Third Operation – Planned Take Back (PPD3)

Indication: Repeat exploration for ongoing instability

Findings:

Diffuse nonviable bowel: stomach, small bowel, cecum, ascending colon

Global ischemia deemed unsurvivable

Abdomen repacked, Abthera replaced → family informed

Transitioned to comfort care/ Expired (PPD3)

Interventions Discussion

Patient: 62y/o F PMHX

• Congenital heart disease (ASD repair, dextrocardia, pulmonary HTN, LPA 

stenosis)

• Refractory AF s/p multiple ablations

• Omphalocele repair, congenital left diaphragmatic hernia repair

Event: Admitted after elective AF ablation (9/11/2025).

Within hours developed:

• Profound hypotension, tachypnea

• Rapid clinical deterioration → ICU admission

• Hemoglobin drop from 12 to 5 g/dL, >6 units transfused

• Intubated Peak Pressure 50, TV 200s

• Bladder Pressure >50

• Abdomen Distended, Ridged
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• This case underscores the devastating potential of retroperitoneal hemorrhage 

after AF ablation.

• Early recognition of abdominal compartment syndrome and rapid decompression 

are critical.

• Even with aggressive multidisciplinary management, surgery, IR, critical care, 

mortality remains high when hemorrhage progresses to global ischemia.

• As AF ablation expands to older, more comorbid, and congenitally complex 

patients, teams must maintain heightened vigilance for retroperitoneal hemorrhage 

and abdominal compartment syndrome and anticipate that even successful IR 

hemostasis may not prevent downstream catastrophic intestinal ischemia in 

severely compromised hosts.

Conclusions
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• This case illustrates how complex congenital cardiac disease (ASD repair, 

dextrocardia, pulmonary hypertension, left PA stenosis) can amplify the 

consequences of hemorrhage. 

• Chronic right-sided pressure overload and limited cardiopulmonary reserve reduce 

the ability to compensate for acute blood loss and abrupt changes in 

preload/afterload, predisposing to rapid decompensation and mixed hemorrhagic–

cardiogenic shock after retroperitoneal bleeding.

• AF ablation in patients with structural heart disease is associated with higher 

periprocedural complication rates, including vascular injury and major bleeding, 

particularly when combined with anticoagulation and difficult vascular anatomy.

• Although renal artery embolization is generally considered safe, non-target 

embolization and prolonged hypotension can critically impair splanchnic 

perfusion.

• Reported rates of clinically significant bowel ischemia after visceral/renal 

embolization are low (generally <1–3%) but when ischemia is diffuse and global, 

as in this patient, the condition is typically uniformly fatal.

• In this case, profound and prolonged shock, severe coagulopathy, vasopressor 

dependence, and embolization-related perfusion changes likely converged to 

produce total bowel ischemia, a rare but devastating endpoint.

Large right perinephric hematoma with 

suspected active renal bleeding, with 

hemoperitoneum extending from the right 

retroperitoneum into the abdomen and pelvis.

Selective catheterization of the upper 

posterior pole branch of the right renal artery 

demonstrating active contrast extravasation 

consistent with ongoing hemorrhage.

Post-embolization angiogram 

demonstrating resolution of the 

previously identified upper pole active 

extravasation with no residual contrast 

leak 
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