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Case Report
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ABSTRACT

Pseudoaneurysm of the branches of the aortic arch resulting from blunt thoracic trauma is rare; however, when present,
it may compromise the integrity of the innominate artery and the aortic isthmus. We present the case of a 54-year-old
man with a known history of hypertension and rheumatoid arthritis, who was referred to the head and neck surgery
service for consultation, presenting with a pulsatile mass at the base of the anterolateral side of the neck, progressive
dysphonia, dysphagia, and progressive weight loss. Computed tomography (CT) angiography of the neck revealed a
giant pseudoaneurysm displacing structures of the neck and mediastinum. The patient was eligible for endovascular
exclusion of the pseudoaneurysm. The procedure was successfully performed under local anesthesia.
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INTRODUCTION

Pseudoaneurysm of the branches of the aortic arch
secondary to blunt chest trauma is rare. A blunt injury,
when it usually affects, can compromise the integrity of
the innominate artery and the aortic isthmus.'-* It has been
considered that the mechanism by which this occurs is the
compression of the artery between the sternum and the
spine, and the hyperextension effort of the neck in relation
to longitudinal shear.? In relation to closed aortic injuries,
these have been classified as intimal tear, large intimal
flap, pseudoaneurysm and rupture.* Blunt injuries of the
innominate artery usually correspond to intimal tears and
the formation of pseudoaneurysms.? Survival after blunt
injury of the innominate artery has been reported at 84%
and rupture produces the highest mortality.’

CASE REPORT
We present the case of a 54-year-old man with a known

morbid history of arterial hypertension and rheumatoid
arthritis, which arrived via consultation referred by the

head and neck surgery service, presenting pulsatile mass at
the base of the anterolateral aspect of the neck, progressive
dysphonia, dysphagia, and progressive weight loss, 65
pounds on average, for 6 weeks prior to his arrival. He also
suffers from terminal renal failure in therapy with
peritoneal dialysis, secondary to systemic decompensation
and general condition related to rapid weight loss and
malnutrition. The interrogation reveals a closed trauma of
the chest 6 months prior to the appearance of the
symptoms. Computed tomography (CT) angiography
revealed a giant pseudoaneurysm of the innominate artery,
which produces a mass effect with displacement of the
mediastinum to the left, causing almost total occlusion of
the esophagus, and displaces displacement to the left of the
trachea (Figure 1). He was considered high risk for open
surgery due to the patient's poor general condition. as well
as the large size of the pseudoaneurysm. Therefore, site
planning was performed and underwent endovascular
repair. Prior to the procedure, the patient and family
provide written informed consent. In the analysis of the
case and planning, excessive anteromedial rotation of the
aortic arch was observed due to the pseudoaneurysm,
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which is why difficulty in moving and supporting the
guides is anticipated. An open approach is performed
through the right brachial artery. A 12 Fr introducer was
placed, angiography was performed, and a giant
pseudoaneurysm was observed in the middle segment of
the innominate artery. B. Due to the diameter of the artery,
a balloon-expandable covered aortic stent (Be-Graft aortic
14x39 mm Bently) was deployed, which extended from
the ostium of the innominate artery to 0.5mm from the
bifurcation of the origin of the right common carotid and
right subclavian arteries, successfully excluding the
pseudoancurysm. An embolic protection device was not
used because imaging studies did not reveal any thrombus
burden within the region of vascular injury. At the follow-
up examination, the stents remained patent and
undistorted, with complete regression of the

pseudoaneurysm (C and D/Cover). The patient also
provided written informed consent for his case report.

Figure 1 (A and B): Diagnostic angio CT. The large
size of the pseudoaneurysms that displaces the
structures of the neck and anterior mediastinum.

Figure 2: The large pseudoaneurysm. The large
number of thrombi in the sac and the loosening are
not highlighted in this image.

Figure 3: Total exclusion of pseudoaneurysms without
signs of endoleak.

DISCUSSION

Blunt traumatic injury to the innominate artery is rare but
often fatal. Clinical findings, chest radiographs and CT
scans may suggest the diagnosis, and it can be confirmed
by angiography. Our patient had a chronic, atypical
presentation, such as monoparesis and signs of chronic
upper limb ischemia, as reported by Kota et al since the
symptoms were related to the mass effect (dysphonia,
dysphagia) and not to hemodynamic or thromboembolic
changes or phenomena, which delayed the timely
diagnosis.* The diagnosis was made with the
recommended standard, which is CT angiography.
However, it is important to clarify that the initial imaging
diagnosis was limited to a chest radiograph only in the
context of blunt thoracic trauma long before establishing
the vascular diagnosis. Both interposition and bypass are
surgical repair methods of choice.'? In our case, having the
appropriate tools, we opted for endovascular repair since it
was a giant pseudoaneurysm with difficult surgical access
and a high degree of technical difficulty and potential
complications, as reported by Sibille et al and Tru in more
recent reports.®’ In our case, the procedure is performed
under assisted local anesthesia, without requiring a session
in order to monitor the possibility of a cerebral embolism.

CONCLUSION

Traumatic injury to the innominate artery due to closed
trauma is relatively rare. Isolated injury to the innominate
artery represents the second traumatic injury to large
thoracic vessels after the aorta. We have demonstrated that
endovascular repair of pseudoaneurysm of the innominate
artery is a feasible, safe and effective alternative to open
repair.
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