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ABSTRACT

literature is presented here.

Rupture of visceral artery pseudoaneurysm can lead to hypovolemic shock in a patient with pancreatitis. With the
advent of minimally invasive treatment techniques most of these can be managed by minimally invasive route and
have excellent prognosis when timely intervention is initiated. Herewith, we reported a case of ruptured
pseudoaneurysm of superior pancreaticoduodenal artery in a patient with pancreatitis who presented with
haematemesis. The patient was successfully managed with coil embolization. A brief case report with review of
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INTRODUCTION

A pancreatic pseudoaneurysm usually occurs when there
is an erosion of a peripancreatic or pancreatic artery into
a pseudocyst.! Increased excretion of elastase, induced by
chronic local inflammation, leads to autodigestion of
peripancreatic vessels or erosion of concomitant
pseudocysts into adjacent vessels.? Though splenic artery
pseudoaneurysm is the most common visceral artery
pseudoaneurysm less than 200 cases have been
described.® Pseudoaneurysm of pancreaticoduodenal and
its branches are even rarer and less than 50 cases have
been described in literature.

CASE REPORT

A 37 year old male patient presented with pain in
abdomen and vomiting since 10-15 days. The pain in
abdomen was periumbilical, insidious onset and
gradually progressive and colicky in nature. The vomiting
was non bilious, non-hemorrhagic and contained
undigested food particles. The patient reported similar
complaints 1 year back and was treated conservatively.

He was a known alcoholic since 10-12 years and
consumed approximately 10 units per week.

On admission to the hospital he was hemodynamically
stable. Abdominal examination revealed a non-tender
epigastric lump of approximate size 10x6 cm was noted
extending from epigastrium to just above the umbilicus.

Ultrasound of the abdomen showed chronic calcific
pancreatitis with 10x16x21 cm hypoechoic collection
surrounding the pancreas extending superiorly till the
right hypochondriac region and inferiorly till the pelvic
region, features suggestive of pancreatic pseudocyst.

During the course of stay in the hospital patient had an
episode of haematemesis and fainting episode. The
hemoglobin dropped from 9 g/dl to 6 g/dl in a span of 3
days. Resuscitation was done and blood transfusions were
given. Emergency contrast enhanced computed
tomography was done which showed thrombosed
segment of gastroduodenal artery with pseudoaneurysm
likely arising from superior pancreaticoduodenal artery,
communication of subhepatic pseudocyst with first part
of duodenum with hemorrhagic content within. The
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subhepatic  pseudocyst measured 9.3x10x20 cm
approximate volume 930 cc and maximum wall thickness
being 3.3 m. It was seen abutting and extending along
right lateral wall of 1st, 2nd and 3rd part of duodenum.
The main pancreatic duct measured 4 mm and the cyst
wall thickness was 3 mm. Intra pancreatic pseudocyst
noted within the body of the pancreas, measured 3x1.5x3
cm approximate volume of 6 cc and wall thickness being
2 mm. Few (2-3) peripancreatic pseudocyst were noted in
the head and proximal part of body with largest
measuring 2.7x1.1x1.1 cm approximate volume 1-2 cc
and wall thickness 2 mm.

Figure 1: Contrast enhanced computed tomography
of abdomen; the red arrow shows pseudoaneurysm of
the superior pancreaticoduodenal artery with
communication into the subhepatic pseudocyst.

Figure 2: Contrast enhanced computed tomography
of abdomen; red arrow shows thrombosed segment of
gastroduodenal artery; white arrow shows
pseudoaneurysm likely from superior
pancreaticoduodenal artery.
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Figure 3: Superior pancreaticoduodenal artery
pseudoaneurysm.

Figure 4: Superior pancreaticoduodenal artery
pseudoaneurysm status post coil embolization.

Figure 5: Upper gastrointestinal endoscopy showing
duodenal ulcer.

The patient was planned for upper gastrointestinal
endoscopy but in view of superior pancreaticoduodenal
artery  pseudoaneurysm interventional radiological
procedure was planned first.

A thorough discussion with the team of interventional
radiology was done and patient was decided to be
managed by interventional radiology failing which an
open surgery would be planned. With surgical stand by
patient was immediately wheeled into the theatre where
coil embolization of the pseudoaneurysm was planned.
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Right femoral access taken. Superior mesenteric artery
angiogram revealed large 15x10 mm pseudoaneurysm
from superior pancreaticoduodenal artery. Prograte
microcatheter was passed across the neck of
pseudoaneurysm in to distal superior
pancreaticoduodenal artery. Selective embolization of
diseased segment was carried out with 35% histoacryl
glue and two embolization coils. Post procedural
angiogram revealed complete exclusion of diseased
segment with normal proximal superior
pancreaticoduodenal artery. Coeliac angiogram did not
reveal filling of pseudoaneurysm.

Upper gastrointestinal endoscopy was done which
showed ulcer in the 2nd part of duodenum with adherent
clot.

The patient was treated with intravenous proton pump
inhibitors. The patient was kept nil per oral for the sake
of healing of ulcer. Image guided nasojejunal tube was
inserted and patient was given nasojejunal feeds for 3
weeks after which check endoscopy was done which
showed complete healing of ulcer.

Post coiling patient did not have any further episodes of
haematemesis. Patient was on full diet , vitally stable and
hence discharged with advice of strict alcohol abstinence
and precautions to be taken in case of further episodes of
haematemesis. Review CT at 8 weeks showed resolution
of pseudocyst and pseudoaneurysm with no filling
beyond the pseudoaneurysm.

Review upper gastrointestinal endoscopy at 8 weeks
showed no recurrence of the ulcer.

DISCUSSION

Pseudoaneurysms are a well-known complication of
pancreatitis. The pseudoaneurysms of pancreatico-
duodenal artery were extremely rare, they comprised
roughly 5% of all visceral artery pseudoaneurysms.* Most
commonly these were secondary to chronic pancreatitis.®
When the pseudoaneurysm was localized more distally,
in the pancreaticoduodenal artery arcade (as opposed to
the gastroduodenal artery), the rate of rupture was 50-
90%.* There was no correlation between pseudoaneurysm
size and risk of free rupture.* The presenting features
ranged from asymptomatic to being lethal with
accompanied hypovolemic shock. Present case was a 37
year old male who presented with haematemesis and pain
in abdomen.

Visceral artery pseudoaneurysm can be diagnosed by
ultrasound, CT or visceral angiography with sensitivity of
50%, 67% and 100% respectively. Since visceral artery
pseudoaneurysm can undergo free rupture and result in
hemodynamic instability emergency treatment may be
necessary.® In present case CT not only helped in
diagnosing the cause of haematemesis but also accurately
delineated the artery of origin and communication of

subhepatic pseudocyst with first part of duodenum with
hemorrhagic content within.

The treatment approach largely depended on the
hemodynamic status and availability of angiographic
theatre. When available therapeutic embolization was the
first line of therapy in hemodynamically stable patients as
in this case.

Embolization can be achieved with coils, particulate
materials such as polyvinyl alcohol or gel foam, N-acetyl
cyanoacrylate or a combination of these agents.” As an
alternative to embolization, a stent graft may be deployed
across the abnormal vessel to allow distal organ
perfusion, while excluding the pseudoaneurysm from
circulation.” Stents cannot be used if there was not
sufficient wvessel length on either side of the
pseudoaneurysm, if there was significant vessel tortuosity
or a correctly sized stent graft was not available.® In
present case 35% histoacryl glue and two embolization
coils were used. Observation after embolization was
necessary to monitor for complications such as early or
late re-bleeding, which occured in 20-40% of patients.®
Percutaneous thrombin injection was a useful adjunct to
transcatheter embolization when the pseudoaneurysm
was not accessible by catheter technique. Percutaneous
thrombin injection was pioneered by Cope et al in 1986.%°
The initial case series reported four cases treated for
peripheral aneurysms by percutaneous thrombin
injection. Luchs et al treated a pancreatitis-related
pseudoaneurysm.* The aneurysm was treated by direct
percutaneous thrombin injection using ultrasound
guidance after a failed attempt at transcatheter
embolization because of technical difficulties.

Some authors have argued that embolization did not cure
a diseased pancreas and subsequent surgery was always
indicated.'? This opinion was supported by this series in
that of the 9 surgical interventions to treat bleeding
pseudoaneurysms, only 1 patient (1/8, 12.5%) rebled and
no patient died because of surgery. By contrast,
angiographic embolization as the treatment modality for
bleeding pseudoaneurysms resulted in a rebleeding rate
of 66.7% (2/3). These observational results can be
explained partly by the relatively young age in patients
receiving surgical treatment in this series (median age, 35
years). Nevertheless, the small number of patients in this
study precluded a comparison of results between surgical
intervention and arteriographic embolization. In present
case patient was treated with coil embolization and
pancreatic enzyme supplements. Check endoscopy had
shown healing of the duodenal ulcer and angiography
post embolization had shown no filling of
pseudoaneurysm post coil embolization hence surgery
was not required for this patient. Surgery in chronic
pancreatitis with pseudocyst was reserved for patients
with underlying stricture or obstruction in the main
pancreatic duct.*® In present case there was no stricture or
obstruction in the main pancreatic duct. The cyst wall
thickness was less than 6 mm and there was
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communication of the subhepatic pseudocyst with the
duodenum hence surgery was deferred and conservative
management followed.

Debate still existed about the best surgical procedure for
treating bleeding pancreatic pseudoaneurysms. Some
researchers suggested that proximal and transcystic
ligation of a bleeding vessel with internal or external
drainage of the cyst was superior to pancreatic
resection.'* Location of the pseudoaneurysm was a major
issue when selecting a treatment course (arterial ligation
or resection of the diseased pancreas) and was related to
patient outcome.

CONCLUSION

Rupture of pancreatic pseudocyst into the bowel is a rare
cause of upper gastrointestinal bleed. High index of
suspicion is required in a patient who is an alcoholic and
presents with haematemesis. Haematemesis in patients
with pancreatitis should alert the treating surgeon towards
rupture of pseudoaneurysm as possible differential. After
initial resuscitation and stabilization of patient, upper
gastrointestinal endoscopy and contrast enhanced
computed tomography of the abdomen is the key to
diagnosis of pseudoaneurysm. Interventional radiology
provides a minimally invasive method of treatment of
pseudoaneurysm. Multitude of treatment modalities are
available for the treatment of pseudoaneurysms it is best
individualized on a case to case basis taking into account
various factors mainly hemodynamic status, availability
of angiographic treatment modality and accessibility of
the catheter to the pseudoaneurysm. Follow up of these
patients is required as they are prone for recurrent
pseudoaneurysm.
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