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A 42-year-old woman was admitted to our depart-
ment in October of 2014 due to abdominal pain that
had begun 2 weeks earlier. On admission she did not
present crucial abnormalities upon physical exam-
ination, other than a longitudinal scar in the anterior
abdominal wall. Abdominal ultrasonography showed
a peripancreatic tumor with signs of blood flow inside
(Figure 1 A). According to the patient’s medical histo-
ry, three hospitalizations had occurred on other wards
due to: severe acute pancreatitis (August of 2012);
a pancreatic pseudocyst that required drainage under
endoscopic ultrasonography (EUS) control (October of
2013); and a tumor of the pancreatic head (50 x 53 x
51 mm on abdominal computed tomography (CT)) and
diabetes mellitus (September of 2014). During the last
hospitalization the patient was referred to the Surgi-
cal Department because of the obscure character of
the tumor of the pancreatic head and a family history
of pancreatic cancer in order to perform the pancrea-
to-duodenectomy. However, during the laparotomy the
surgeons changed the primary plan and biopsies were
taken only from the tumor. The results of the biopsies
showed inflammatory and fibroid tissue in the pancre-
atic lesion (September 2014).

In our department, the initial suspicion of a vascu-
lar pancreatic lesion was confirmed using computed
tomography angiography (angio-CT), which described:
pseudoaneurysm of the gastroduodenal artery, 50 x
40 mm in size (Figures 1 B-D), gastric fundus varices,
liver steatosis with perfusion disturbances, and a di-
lated Wirsung duct. The female patient thus qualified

for endovascular embolization. However, the procedure
failed due to a problem with the catheterization of the
vessel supplying the pseudoaneurysm. The patient was
discharged without further complications. A second
intervention was postponed due to radiation and the
unchanged diameter of the pseudoaneurysm compared
to September 2014. In November 2014, the patient was
admitted due to signs of hemorrhage into the digestive
tract with an obscure bleeding source, but without he-
modynamic instability or significant decline in hemo-
globin blood concentration. A second embolization of
the gastroduodenal artery with coils placed distally and
proximally to the canal supplying the lesion (to avoid ret-
rograde filling) was performed with success. Control an-
giography (Figure 1 E) and ultrasonography (Figure 1 F)
performed 2 months after discharge did not detect any
residual pseudoaneurysm.

Visceral artery aneurysms are divided into true or
pseudoaneurysms [1]. Moreover, pseudoaneurysms are
classified according to: the type of artery from which
they originated, communication with the gastrointes-
tinal tract, and potential exposure to pancreatic juice
[1]. Visceral artery pseudoaneurysm appears in about
7-10% of patients with chronic pancreatitis and con-
cern mainly splenic, gastroduodenal, and pancreati-
coduodenal arteries [1]. The vascular lesions mentioned
should be taken into consideration in the differential
diagnosis of: (a) acute abdominal pain, especially in
patients with shock and a history of chronic or acute
pancreatitis, or abdominal surgery, (b) a tumor com-
pressing the adjacent organs or vessels (e.g., portal or
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Figure 1. Giant aneurysm presentation: A — abdominal ultrasonography showed peripancreatic tumor with
signs of blood flow inside; B — computed tomography angiography — pancreatic tumor with blood flow
(pseudoaneurysm) in horizontal presentation; C — computed tomography angiography — pancreatic tu-
mor with blood flow (pseudoaneurysm) in vertical presentation; D — computed tomography angiography —
3D reconstruction of visceral vessels with pseudoaneurysm
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Figure 1. Cont. Giant aneurysm presentation: E — embolization of the gastroduodenal artery with coils placed
distally and proximally to the canal supplying the lesion; F —abdominal ultrasonography 1 month after em-
bolisation — pseudoaneurysmal sac without blood flow

splenic vein), as well as (c) bleeding into the peritoneal 4. Barge JU, Lopera JE. Vascular complications of pancreatitis: role

cavity, digestive tract, adjacent vein (arterio- venous fis- of interventional therapy. Korean J Radiol 2012; 13 Suppl 1:

tula), pancreatic duct, biliary tract, or pseudocyst [1-3]. 545-55.

In each case, the visceral pseudoaneurysm should be 5. Czernik M, Stefanczyk L, SZI:Jbert W, et.a.l. En.dovascular tre.at.—

treated, either by embolization (coils, covered stent, .ment of pseudoaneurysms in pancreatitis. Videosurgery Mini-
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percutaneous or transcatheter thrombin injection) or by

definitive surgery (Whipple procedure) [1-5]. After em- o ived: 14.02.2015

bolization the patients should be under observation due  pccepted: 29.12.2015

to 20-40% risk of early or late rebleeding [1]. For this

reason and due to coexistence of not fully diagnosed

tumor of the pancreatic head, the best treatment strat-

egy would be pancreatoduodenectomy in this case [1].

However, the consulting surgeon suggested performing

an intravascular embolization due to high (9%) risk of

complications and mortality (1.3%) [3]. The patient re-

mains under ambulatory control.
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