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CASE SUMMARY
An 81-year-old Caucasian woman 

presented to the emergency depart-
ment (ED) for evaluation of abdomi-
nal pain. She reported sharp epigastric 
pain that radiated to her back, along 
with intermittent abdominal pain for 
5 days. She stated the pain was 10 out 
of 10 in severity and denied any other 
symptoms. Upon physical examina-
tion, the patient had superior epigas-
tric abdominal tenderness to palpation 
with guarding. A computed tomogra-
phy angiogram (CTA) of the thorax, 
abdomen, and pelvis was performed 
for concerns of an aortic dissection. 
This demonstrated a giant pseudoaneu-
rysm measuring 10 cm x 4.8 cm within 
the gastroduodenal artery distribution 
with associated active extravasation 
secondary to pancreatitis.

IMAGING FINDINGS
The CTA demonstrated a multi-lob-

ulated, large, sub-hepatic pseudoaneu-
rysm measuring 10 cm x 4.8 cm arising 
from the gastroduodenal artery/right 
gastroepiploic artery distribution with 
adjacent active extravasation (Figure 
1). These findings were secondary to 
pancreatitis. Interventional radiology 

was consulted for further evaluation. 
Catheter-directed angiography of the 
gastroduodenal artery demonstrated 
a giant pseudoaneurysm with active 
extravasation arising from the right 
gastroepiploic artery with fistulous 
communication with the inferior vena 
cava (IVC) (Figure 2). Postemboliza-
tion angiogram of the common hepatic 
artery demonstrated resolution of the 
pseudoaneurysm and active extravasa-
tion (Figure 2).

DIAGNOSIS
Giant right gastroepiploic artery 

pseudoaneurysm with an IVC fistula

DISCUSSION
A pseudoaneurysm of the right gas-

troepiploic artery (RGEA) is rare and 
potentially life threatening due to risk of 
rupture. This can occur from pancreati-
tis. RGEA pseudo-aneurysms, although 
uncommon, are three times more com-
mon in men than in women, occurring 
at an average age of 65 years. They 
account for fewer than 4% of all aneu-
rysms involving the splanchnic arter-
ies.1,2 Visceral pseudoaneurysms are 
more commonly seen due to atheroscle-
rosis and trauma, and less commonly 

observed with an inflammatory process 
such as pancreatitis.3

Due to their proximity to the pan-
creas, the arteries of the celiac axis 
render the risk of pseudoaneurysm for-
mation by adjacent periarterial inflam-
mation from pancreatitis.3 The process 
and products of inflammation, along 
with the high-pressure flow from arter-
ies, weakens the vessel walls resulting 
in pseudoaneurysm formation. In even 
rarer instances, a fistula from the pseu-
doaneurysm to the IVC can occur, as 
in our patient. The greatest risk of this 
condition is rupture of the pseudoaneu-
rysm, which increases with size. In our 
patient, the pseudoaneurysm measured 
10 cm. The most common symptom 
patients experience is vague abdomi-
nal pain. If rupture occurs, then presen-
tation of shock will be appreciated.4,5 

Computed tomography angiogra-
phy can help make a diagnosis; how-
ever, definitive diagnosis must be made 
with catheter angiography.5 Treatment 
options include surgery and endovas-
cular procedures. The appropriate treat-
ment option depends on measurements, 
whether the pseudoaneurysm has rup-
tured, and vital signs of the patient. In 
our patient, hemodynamic stability 
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was assessed. Together with the initial 
CTA and diagnosis, we felt that coil 
embolization was the best treatment 
option, given the size and high proba-
bility of frank rupture. Also, treatment 
with liquid embolic or glue could have 
resulted in non-target embolization of 
the pulmonary arteries through the fis-
tula with the IVC. Endovascular treat-

ment with coil embolization not only 
resolved the giant pseudoaneurysm, 
but prevented a more invasive treat-
ment option such as laparotomy.

CONCLUSION
Right gastroepiploic artery pseudo-

aneurysms are rare, and even rarer in 
the development of a venous fistula.  

Nonetheless, it is a complication of 
pancreatitis. Its characteristic presenta-
tion of vague abdominal pain requires 
further investigation with CT imaging. 
Treatment should promptly follow 
diagnosis due to the high risk of rup-
ture. Depending on size, rupture, and 
physical presentation of the patient, 
several treatment options are avail-
able. Coil embolization of the giant 
pseudoaneurysm was successful in this 
patient with no further complications.
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FIGURE 2. (A) Catheter-directed angiography of the common hepatic artery demonstrates 
the giant pseudoaneurysm arising from the right gastroepiploic artery with a fistula to the 
IVC (black arrowhead). (B) Postembolization angiogram of the common hepatic artery 
demonstrates complete resolution of the giant pseudoaneurysm and fistula to the IVC.

FIGURE 1. (A) Axial CT angiogram demon-
strates a giant subhepatic pseudoaneurysm. 
(B) Coronal CT Angiogram again demon-
strates the giant pseudoaneurysm with 
active extravasation.
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