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CASE SUMMARY
A 76-year-old woman from a skilled 

nursing facility who was nonverbal at 
baseline secondary to an anoxic brain 
injury sustained twenty years previous 
presented to the emergency depart-
ment after her care providers noticed 
bright red blood in her stool. Patient 
was reported to be taking a proton pump 
inhibitor for stress ulcer prophylaxis and 
low-dose aspirin daily. Her initial hemo-
globin and hematocrit on arrival was 
13.5g/dL and 38.8%, respectively, both 
within normal limits for her age.

IMAGING FINDINGS
Abdominal and pelvic CT angiog-

raphy was performed per institutional 
protocol for gastrointestinal bleed. The 
exam demonstrated a 5.4 × 3.7 × 4.4 cm 
(TRV by AP by CC) hematoma within 
the first portion of the duodenum. On 
the postcontrast images, the majority of 
the hematoma demonstrated peripheral 
thrombus formation with a central area 
of active contrast extravasation measur-
ing approximately 2.3 cm, concerning 
for a pseudoaneurysm (Figure 1).

Under local anesthesia (Lidocaine 
2%) and using the Seldinger technique, 
a selective celiac axis catheterization 
(Cobra Glidecath, 5F, 65-cm-long) 
with a guidewire (Radifocus guidewire, 
0.035”, 150-cm-long) confirmed the 
large right gastroepiploic artery pseu-
doaneurysm (Figure 2). Despite multi-
ple efforts using a Simmons 2 catheter 

and a 3 French Progreat microcathether, 
attempts to reach the pseudoaneurysm 
via endovascular approach were unsuc-
cessful due to vessel tortuosity. 

At this point, percutaneous throm-
bin with coil occlusion was suggested 
in light of the patient’s high-risk clinical 
condition. Under ultrasound guidance, 
a 22-gauge needle was advanced into 
the pseudoaneurysm and a A 4 French 
vascular sheath placed. Three-thousand 
units of thrombin was injected, resulting 
in instant thrombosis of the pseudoan-
eurysm. An 8 mm coil was also inserted 
for additional hemostasis; however, due 
to thromboses, the coil stayed within the 
margin of the pseudoaneurysm (Figure 
3). A follow-up common hepatic angio-
gram showed no significant opacifica-
tion of the pseudoaneurysm. 

A follow-up ultrasound examination 
performed one month later showed a 
smaller and thrombosed pseudoaneurysm 
with no internal color flow (Figure 4). 

DIAGNOSIS
Right gastroepiploic artery pseudoan-

eurysm

DISCUSSION
Visceral pseudoaneurysms are rare 

vascular conditions that are often found 
incidentally because patients present with 
no specific clinical signs or symptoms. 
As such, it is not uncommon to discover 
visceral pseudoaneurysms after they have 
ruptured, with resultant high mortality 

rates.1 Management of bleeding pseudo-
aneurysms remains debatable.2 

Generally, transcatheter-based 
approaches are used in cases such as 
these with embolization of the affer-
ent and efferent arteries feeding the 
pseudoaneurysm.3 With the advent of 
microcatheters, this embolization can be 
achieved with coils, particles, or glue. In 
our case, due to the significant collateral 
circulation in the celiac arterial system 
(gastroepiploic, short gastric, and splenic 
arteries), the parent artery involved can 
also be sacrificed with low risk for local 
ischemia. Either endovascular or percuta-
neous approaches are used in these cases.

Due to the tortuosity of the ves-
sels and difficulty in reaching feed-
ing branches of pseudoaneurysms, the 
endovascular approach may be limited 
in utility, as in our case. With respect 
to potential complications, they can 
be characterized at the injection site 
(eg, bleeding, thrombosis, fistulation, 
nerve damage), intervention site (eg, 
rupture, dissection, improper target or 
trajectory), and postembolization (eg, 
secondary infection, post-embolization 
syndrome).3, 4, 5 

The percutaneous approach is an 
alternative with localized injection of 
thrombin. This variant was first pio-
neered by Cope and Zeit for the treat-
ment of iatrogenic femoral artery 
pseudoaneurysm and subsequently used 
in limited case studies for other instances 
of successful repair.6 To our knowledge 
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this successful visceral artery pseudoan-
eurysm repair with percutaneous throm-
bin injection is the first for ruptured right 
gastroepiploic artery pseudoaneurysm.  

CONCLUSION
Visceral pseudoaneurysms are rare 

entities that can result in catastrophic 
events if not recognized early and treated 
appropriately. While the initial manage-
ment remains debatable, interventional 
embolization has continued to be at the 
forefront of treatment management. It 
is important to recognize that in cases 
of failed endovascular approach due to 

vessel tortuosity, percutaneous embo-
lization under ultrasound guidance can 
achieve successful results. 
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FIGURE 4. Ultrasound examination demonstrates a smaller thrombosed 
pseudoaneurysm with no internal color flow. 
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FIGURE 1. Axial contrast-enhanced computed tomography showing 2.3 cm 
pseudoaneurysm (arrow) before treatment. 

FIGURE 2. Celiac axis angiography demonstrates a 
large right gastroepiploic pseudoaneurysm (arrow). 

FIGURE 3. Angiography demonstrating thrombin emboli-
zation and coiled occlusion of right gastroepiploic artery 
pseudoaneurysm. 


