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Hybrid repair of a large pseudoaneurysm of the proximal right

subclavian artery in a Marfan patient
Emma van der Weijde, MD,a Jan Albert Vos, MD,b and Robin H. Heijmen, MD, PhD,a,c Nieuwegein,

The Netherlands
ABSTRACT
A pseudoaneurysm of the proximal right subclavian artery is rare and most commonly caused by penetrating or blunt
trauma. We report a case of a Marfan patient with a large iatrogenic pseudoaneurysm of the right subclavian artery,
induced by a puncture lesion during central venous catheter placement for an elective endovascular thoracic aortic
procedure. The patient was successfully treated with a hybrid approach, which consisted of endovascular coiling and
balloon occlusion of the adjacent vessels, followed by open surgical exploration and uneventful closure of the puncture
hole with the use of bovine pericardium-reinforced sutures. (J Vasc Surg Cases and Innovative Techniques 2017;3:215-7.)
Placement of a central venous catheter (CVC) in the in-
ternal jugular vein is a common procedure during anes-
thesia. Unfortunately, an accidental puncture in the
adjacent common carotid artery or even the subclavian
artery (particularly in altered vascular anatomy) may
occur, risking pseudoaneurysm formation if it is not
adequately managed.1 Because of the deep cervical or
even intrathoracic location, open surgical repair may be
complex and hazardous. Conversely, important adjacent
side branches may preclude endovascular repair by a
covered stent or local thrombin injection.2-4 We report
a hybrid approach for treatment of a large pseudoaneur-
ysm of the proximal right subclavian artery (RSA) caused
by a puncture lesion during CVC placement for elective
thoracic endovascular aortic repair. The patient con-
sented to publication.

CASE REPORT
A 60-year-old Marfan patient with a history of extensive

thoracic aortic surgery (ascending to proximal descending aorta

and distal descending to aortic bifurcation replacement) pre-

sented with aneurysmal dilation of the descending thoracic

aorta in the segment between both Dacron prostheses. This

was treated successfully with a stent graft bridging these pros-

theses performed under general anesthesia (including CVC),

allowing motor evoked potential monitoring. Recovery was

uneventful, apart from marginal swelling on the lower right
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side of the neck, considered a hematoma and left untreated.

Two weeks later, the patient was readmitted with a progressive,

large pulsating mass on the right side of the neck (Fig, A). Ultra-

sound examination revealed a pseudoaneurysm, without clear

origin. Computed tomography angiography clearly showed

the mass originating from the RSA, displacing the trachea and

adjacent neck structures (Fig, B). Intra-arterial angiography

showed an active blush site close to the ostium of the right

vertebral artery (RVA; Fig, C), suggesting that the pseudoaneur-

ysmwasmost likely caused by an unnoticed, inadvertent arterial

puncture during CVC. Because of its location (deep in the neck),

origin (proximal RSA, near the RVA), and intrinsic vasculopathy

(Marfan syndrome), both open surgery and endovascular repair

were deemed unfeasible. Alternatively, a hybrid approach was

proposed, first securing the origin by endovascular means, fol-

lowed by open surgical exploration and primary closure.

Arterial access for multiple catheters and wires was obtained

by introducing one 16F sheath (DrySeal; W. L. Gore & Associates,

Flagstaff, Ariz) in the distal RSA after surgical exposure through

an infraclavicular incision. After angiography, the costocervical

trunk and the right internal mammary and ascending cervical

arteries were coiled (Complex Helical and Interlock coils

[Boston Scientific, Marlborough, Mass]; Tornado [Cook Medical,

Bloomington, Ind]). A 4F Fogarty over-the-wire occlusion balloon

(Edwards Lifesciences, Irvine, Calif) was placed in the RVA,

without alterations on the intraoperative electroencephalogram.

The RSA segment proximal to the lesion was occluded with a

Reliant balloon (Medtronic, Plymouth, Minn), and the segment

distal to the lesion was occluded with a 5F over-the-wire Fogarty

balloon (Edwards Lifesciences; Fig, D). Unfortunately, a Mo.Ma

device (Medtronic) was not feasible because of the large RSA

and no usable femoral access (due to surgically altered aortic

arch anatomy) for obtaining proximal and distal control.

After exclusion of the segment containing the pseudoaneur-

ysm neck from inflow and outflow, a longitudinal incision of

the cervical skin was made across the swelling. Anterior to the

sternocleidomastoid muscle, between the right common ca-

rotid artery and the internal jugular vein, the now nonpressur-

ized aneurysm sac was exposed and opened. After removal of

blood and clots, a 2-mm defect in the anterior wall of the
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Fig. A, The patient presented with a pulsating mass of around 10 cm on the right side of the neck. B, The
computed tomography angiography scan showed a large pseudoaneurysm, with an apparent connection with
the right subclavian artery (RSA). C, Diagnostic angiography was performed from the groin to determine the
origin of the pseudoaneurysm. A clear blush is visible next to the arrow. D, Angiogram made during the pro-
cedure, showing the coils in the right internal mammary artery and other side branches as well as the balloons
inflated in the right vertebral artery (RVA; 4F Fogarty) and in the proximal (Reliant) and distal part (5F Fogarty) of
the RSA. E, An angiogram showing the result after surgical repair of the puncture hole. The coil that projects
over the RVA is in fact in the ascending cervical artery.
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proximal RSA became clearly visible (near the costocervical

trunk origin). The lesion was closed with a bovine pericardium-

reinforced Prolene 5-0 suture. Next, the distal balloon was

deflated, followed by the RVA balloon, flushing any potential

air or debris toward the arm rather than toward the posterior

intracranial circulation. Finally, the proximal subclavian balloon

was deflated. No active bleeding was noted, and completion

angiography showed complete exclusion of the pseudoaneur-

ysm (Fig, E). The wounds were closed in layers, leaving a Redon

drain in the neck to prevent pseudocyst formation. The patient

was discharged home after 6 days. Computed tomography

angiography after 3 months showed no complications.

DISCUSSION
With an incidence of around 1% to 2%, false aneurysms

of the subclavian artery are slightly more common than
its true aneurysms (0.13%).2,5,6 These pseudoaneurysms
are mainly caused by penetrating injuries or are iatro-
genic in origin, mostly due to incorrect CVC insertion.
Treatment is required to prevent rupture, embolization,
or progressive tracheal compression.
Several techniques have been described to treat this

pathologic process, including open surgical repair by
either sternotomy or thoracotomy3 and ligation of the
proximal part of the RSA with removal of the aneurysm
and placement of an inlay prosthesis.7 However, exposure
may be difficult, with increased risk of nerve damage and
a potentially large amount of blood loss.8 Alternatively,
endovascular repair has been described, with or without
concomitant surgical bypass grafting.3,9,10 These covered
stent grafts require precision placement to prevent occlu-
sion of the RVA or right common carotid artery, risking
cerebral malperfusion. A preplanned supra-aortic bypass
graft may lower this risk but still risks local nerve damage
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and stroke during temporary clamping of the carotids.
Direct injection of thrombin is also described for the
treatment of RSA pseudoaneurysms. Percutaneous
thrombin injections have been shown to be an effective
treatment option for femoral artery pseudoaneurysms.11

Ultrasound guidance is necessary to safely use this tech-
nique for the subclavian artery. Leakage of thrombin
into the systemic circulation could potentially cause
thromboembolic events. Positioning the needle tip
away from the native artery or simultaneous use of a
balloon across the neck of the pseudoaneurysmmay pre-
vent this.4 In our patient, local thrombin injections would
have resulted in a large thrombosed aneurysm, not
relieving the mechanical burden. Full endovascular treat-
ment was ruled out as an option because of the inevita-
bility of covering adjacent vessels, risking a stroke or
endoleak, and also because of the Marfan syndrome.
Owing to the proximal location, it would not have been
possible to safely obtain adequate surgical control of
the bleeding site. Therefore, the bleeding site was
controlled by use of coils and endovascular balloons in
the RSA and the RVA. The test balloon occlusion did
not alter the intraoperative electroencephalogram; other-
wise, the blood pressure would have been temporarily
increased. Although the coils resulted in definitive occlu-
sion of some minor side branches, acute ischemia in the
perfusion areas was not anticipated, and most probably
collaterals will be formed in time, making the right inter-
nal mammary still available for coronary artery bypass
grafting, albeit as a free or Y graft. No long-term data
are available on the use of coils in patients with connec-
tive tissue disease; however, no complications are ex-
pected because of their low radial force.
This hybrid approach proved to be a safe alternative

treatment option for iatrogenic pseudoaneurysm of the
proximal subclavian artery.

CONCLUSIONS
We report a hybrid approach for safe and successful treat-

ment of an iatrogenic proximal RSA pseudoaneurysm in
aMarfan patient. Treatment consisted of endovascular coil-
ing and temporary balloon occlusion of adjacent vessels
followed by open surgical repair.
REFERENCES
1. Ruesch S, Walder B, Tramèr MR. Complications of central

venous catheters: internal jugular versus subclavian
accessda systematic review. Crit Care Med 2002;30:
454-60.

2. Quinones-Baldrich WJ. Right subclavian pseudoaneurysm
secondary to blunt trauma in an arteriovenous malforma-
tion. J Vasc Surg 2010;51:228-9.

3. Sahu KK, Thirtha A, Devgarha S, Mathur RM. Giant pseu-
doaneurysm of right subclavian artery presenting with se-
vere respiratory distress. Ann Vasc Surg 2011;25:1139.e13-5.

4. Yamashita Y, Kimura S, Kurisu K, Ueno Y. Successful treat-
ment of iatrogenic subclavian artery pseudoaneurysm by
ultrasound-guided thrombin injection. Ann Vasc Dis 2016;9:
108-10.

5. Dent TL, Lindenauer SM, Ernst CB, Fry WJ. Multiple arterio-
sclerotic arterial aneurysms. Arch Surg 1972;105:338-44.

6. Mattox KL, Feliciano DV, Burch J, Beall AC Jr, Jordan GL Jr,
DeBakey ME. Five thousand seven hundred sixty cardiovas-
cular injuries in 4459 patients. Epidemiologic evolution 1958
to 1987. Ann Surg 1989;209:698-707.

7. Pairolero PC, Walls JT, Payne WS, Hollier LH,
Fairbairn JF 2nd. Subclavian-axillary artery aneurysms.
Surgery 1981;90:757-63.

8. Castelli P, Caronno R, Piffaretti G, Tozzi M, Laganà D,
Carrafiello G, et al. Endovascular repair of traumatic in-
juries of the subclavian and axillary arteries. Injury 2005;36:
778-82.

9. Saad NE, Saad WE, Davies MG, Waldman DL, Fultz PJ,
Rubens DJ. Pseudoaneurysms and the role of minimally
invasive techniques in their management. Radiographics
2005;25(Suppl 1):S173-89.

10. Ismazizi Z, Zainal AA, Naresh G. Traumatic right proximal
subclavian artery pseudoaneurysm treated with a hybrid
procedure: a case report. Med J Malaysia 2016;71:220-2.

11. Gabrielli R, Rosati MS, Vitale S, Siani A, Caselli G. Thrombin
injection and compression with removable guidewire in the
treatment of postcatheterization femoral pseudoaneurysm.
J Cardiovasc Surg (Torino) 2016;57:510-3.

Submitted Jul 5, 2017; accepted Aug 19, 2017.

http://refhub.elsevier.com/S2468-4287(17)30060-6/sref1
http://refhub.elsevier.com/S2468-4287(17)30060-6/sref1
http://refhub.elsevier.com/S2468-4287(17)30060-6/sref1
http://refhub.elsevier.com/S2468-4287(17)30060-6/sref1
http://refhub.elsevier.com/S2468-4287(17)30060-6/sref2
http://refhub.elsevier.com/S2468-4287(17)30060-6/sref2
http://refhub.elsevier.com/S2468-4287(17)30060-6/sref2
http://refhub.elsevier.com/S2468-4287(17)30060-6/sref3
http://refhub.elsevier.com/S2468-4287(17)30060-6/sref3
http://refhub.elsevier.com/S2468-4287(17)30060-6/sref3
http://refhub.elsevier.com/S2468-4287(17)30060-6/sref4
http://refhub.elsevier.com/S2468-4287(17)30060-6/sref4
http://refhub.elsevier.com/S2468-4287(17)30060-6/sref4
http://refhub.elsevier.com/S2468-4287(17)30060-6/sref4
http://refhub.elsevier.com/S2468-4287(17)30060-6/sref5
http://refhub.elsevier.com/S2468-4287(17)30060-6/sref5
http://refhub.elsevier.com/S2468-4287(17)30060-6/sref6
http://refhub.elsevier.com/S2468-4287(17)30060-6/sref6
http://refhub.elsevier.com/S2468-4287(17)30060-6/sref6
http://refhub.elsevier.com/S2468-4287(17)30060-6/sref6
http://refhub.elsevier.com/S2468-4287(17)30060-6/sref7
http://refhub.elsevier.com/S2468-4287(17)30060-6/sref7
http://refhub.elsevier.com/S2468-4287(17)30060-6/sref7
http://refhub.elsevier.com/S2468-4287(17)30060-6/sref8
http://refhub.elsevier.com/S2468-4287(17)30060-6/sref8
http://refhub.elsevier.com/S2468-4287(17)30060-6/sref8
http://refhub.elsevier.com/S2468-4287(17)30060-6/sref8
http://refhub.elsevier.com/S2468-4287(17)30060-6/sref9
http://refhub.elsevier.com/S2468-4287(17)30060-6/sref9
http://refhub.elsevier.com/S2468-4287(17)30060-6/sref9
http://refhub.elsevier.com/S2468-4287(17)30060-6/sref9
http://refhub.elsevier.com/S2468-4287(17)30060-6/sref10
http://refhub.elsevier.com/S2468-4287(17)30060-6/sref10
http://refhub.elsevier.com/S2468-4287(17)30060-6/sref10
http://refhub.elsevier.com/S2468-4287(17)30060-6/sref11
http://refhub.elsevier.com/S2468-4287(17)30060-6/sref11
http://refhub.elsevier.com/S2468-4287(17)30060-6/sref11
http://refhub.elsevier.com/S2468-4287(17)30060-6/sref11

	Hybrid repair of a large pseudoaneurysm of the proximal right subclavian artery in a Marfan patient
	Case report
	Discussion
	Conclusions
	References


