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Case Report

Management of huge ascending aortic pseudo aneurysm
with transcatheter device
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Abstract

Pseudoaneurysm of ascending aorta is potentially fatal but well-recognized and infrequent complication after cardiac surgeries. The presentation can be varied and
may develop early as in our case or may develop even after years. Our patient had VSD closure along with RV band Resection four month earlier to the development
of pseudoaneurym. Transcatheter device closure was performed with 24mm atrial setal occluder without any procedural complication. To the best of our knowledge

this is the largest device ever used for closure of post surgical pseudoaneurysm.

Introduction

Ascending Aortic pseudoaneurysm is a rare and deadly
complication after bypass cardiac surgery [1,2]. A number of factors
play important role in the development of this complication including
aortic cannulation site infection, connective tissue disorder, mycotic
infections, mediastinitis etc. [3]. The redo surgery require lengthy
and meticulous tissue dissection with significantly high mortality
and morbidity [4,5]. Transcatheter management of ascending aortic
aneurysm is really a challenging, comprehensive and fascinating
approach with excellent result and fewer complications [6]. We are
presenting a case that underwent VSD patch closure and right ventricle
bands resection four month prior to development of this complication.

Case Presentation

A 24 years old young girl had VSD patch closure and RV bands
resection in Feb 2018 with smooth postoperative recovery. She was
discharged home at 7th post-operation days without any complication
and remained well during early period. She had mediastinal infection
after 2 month of surgery (Apr 2018). The blood counts, blood culture and
wound swab cultures were unremarkable. She was managed successfully
in outdoor. She again presented with severe chest pain followed by
appearance of swelling in lower part of sternum after two months (Jun
2018). She was afebrile, normotensive and having pulsatile swelling at
xiphisternum. Blood count, cultures and infection screening was done
and cardiac CT was performed immediately. Her blood investigations
showed Hb 12gm/dl, TLC 13500/ul, CRP 90mg/dl with normal other
labs. The cardiac CT revealed a huge pseudoaneurysm 3.8x3.4cm with
large defect(18mm) arising from aortic cannulation site (Figure 1).
She was discussed and planned for device closure considering high
surgical mortality and morbidity. She was taken to catheterization suit
and aortogram revealed large communication proximal to innominate
artery to aneurysm (Figure 2 and Picture 1). The defect measured
19.2mm and a superstiff wire parked in the pouch and 14Fr delivery
sheath parked in the pouch over the wire. Then 24mm ASD device
loaded and deployed at appropriate position and repeated injections
were given during deployment from innominate artery with right radial
approach. There was no pressure gradient across the innominate artery
and then the device was unscrewed (Figure 3). The final aortogram
showed well placed device with no residual leak (picture 4 and 5). After
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72 hours an aortogram was again performed which showed well placed
device with no residual leak. The patient was placed on antibiotics and
her cultures were negative for any growth so iv antibiotics continued for
six weeks. After 6 weeks cardiac was performed that showed well placed
device without any distortion of surrounding tissue (Figure 6). She is
still asymptomatic and on regular follow up with only on Tab dispirin
only (Pictures 2 and 3a)

Discussion

Psedoaneurysm is fatal and devastating complication after cardiac
bypass surgery as in our patient she underwent VSD closure and RV
band resection four months prior to development of this complication.
The standard surgical management has high morbidity and mortality.
Moreover the pseudoaneurysms develop mostly in the postsurgical
condition as in our patient, where the adhesions require lengthy and
meticulous tissue dissection, a constant issue in surgical management
[7]. Transcatheter techniques including thrombin injection in the
sac,coil embolizations has been attempted with fewer complications
but the device closure of pesudoaneurysm has shown better results [8-
10]. We used 24mm device as the neck of psuedoaneurysm was 20mm.
We did not face the threatened procedural complication like rupture of
pseudoaneurysm during placement of wire and large bore 14Fr sheath.
As there was evidence of infection in our patient so we continued
intravenous antibiotics for six weeks and patient is now healthy and
fine (Pictures 3b and 3c).

Conclusion

Pseudoaneurysm from the ascending aorta can be safely and
effectively managed by transcathter closure using atrial septal occluder
with excellent immediate- and short-term outcome.
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Figure 4. Computed Tomography scan 6 weeks after the procedure showing well placed device
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Figure 6. Armed Force
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