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Endovascular Repair of Brachiocephalic Pseudoaneurysm
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Figure 1: Brachiocephalic trunk (Green arrow in A, B and C). Right subclavian artery (Yellow arrow
in A). Pseu-doaneurysm (Blue asterisk in A). Amplatzer Vascular Plug II (Yellow asterisk in B).

Infectious or mycotic aneurysm of the brachiocephalic trunk (BCT) is a rare, poten-
tially life-threatening, and challenging condition to manage. Although there is no consen-
sus regarding its treatment, complex endovascular management allows minimally inva-
sive treatment of severe pathology involving the supra-aortic trunks. We treated a 66-
year-old man with no significant past medical history who presented with functional de-
cline and prolonged febrile syndrome. During follow-up, he developed right shoulder
pain and atypical chest pain. Coronary disease was ruled out. CT angiography revealed
an approximately 8 cm distal BCT pseudoaneurysm, and blood cultures were positive for
Staphylococcus aureus (Figure 1A).

Given the lesion’s location and after ruling out airway and esophageal fistula, we
opted for endovascular treatment combined with prolonged, targeted antibiotic therapy.
Through an open approach to the common carotid artery at the base of the neck, two cov-
ered stents (BeGraft 8 x 57 mm and 10 x 57 mm) were deployed from distal to proximal to
accommodate the diameter mismatch between the common carotid artery and the BCT.
Via a brachial approach using a 7 Fr sheath, the ostium of the right subclavian artery was
occluded with a 10 mm Amplatzer Vascular Plug II (VPII®, Abbott, Plymouth, Minnesota,
USA) to eliminate retrograde flow (Figure 1B). The patient showed good clinical and ra-
diological evolution, with exclusion of the pseudoaneurysm and reduction of the hema-
toma. No recurrent infection occurred, and antibiotic therapy was completed after two
months (Figure 1C).
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We treated a similar case several years ago, which facilitated planning in this instance
[1]. We also have experience with this endovascular management using covered stents in
other territories [2]. Most BCT pseudoaneurysms occur after blunt or penetrating thoracic
trauma, with infectious etiology being rarer. Pseudoaneurysms can cause local compres-
sion, thrombosis, embolization, and hemorrhagic shock [3]. There is no consensus on the
management of these lesions in an infectious context, but favorable outcomes have been
reported in patients treated endovascularly. Due to high morbidity and mortality, more
aggressive open surgical management has fallen out of use, although advantages include
the possibility of hematoma drainage and repair with autologous biological material,
which may be superior to endovascular prosthetic material. In areas with more experi-
ence, such as the aorta, management using endografts for infectious lesions is considered
an acceptable alternative to open repair, especially when there is no fistula with digestive
cavities [4]. It can also allow initial management with subsequent open repair under im-
proved clinical conditions.

We present a rare case in which there is no standardized treatment, and we opted for
endovascular resolution with both technical and clinical success. Further studies are
needed to evaluate the long-term outcomes of these endovascular prostheses in infectious
contexts.

Funding: None.

Research Ethics Committee Approval: The patient provided written informed consent for partici-
pation, and the study was conducted in accordance with the ethical guidelines outlined in the Dec-
laration of Helsinki.

Acknowledgments: None.
Conflicts of Interest: None.

Supplementary Materials: None.

References

1.  Gonzalez Duarte SG, Figoli LH, Pufal A, Amorin R, Diamant M. Aneurisma infeccioso subclavio: tratamiento endovascular.
Angiologia. 2017;69(6):379-381. doi:10.1016/j.angio.2016.10.006.

2. Patron M, Russo A, De Sosa F, Gonzalez Duarte SG, Esperén Percovich A. Experiencia en el tratamiento endovascular de pseu-
doaneurismas arteriales infecciosos: presentaciéon de tres casos. Angiologia. 2021;73(2):95-99. d0i:10.20960/angiologia.00235.

3. Hudak M, Kosco M, Rasiova M. Infected False Aneurysm of Brachiocephalic Trunk - Rare but Highly Lethal Cause of Dyspnea.
Vasc Specialist Int. 2023 May 31;39:12. doi: 10.5758/vsi.230023. PMID: 37254669; PMCID: PMC10232210.

4. Wanhainen A, Verzini F, Van Herzeele I, Allaire E, Bown M, Cohnert T, et al. Editor’s choice — European Society for Vascular
Surgery (ESVS) 2019 clinical practice guidelines on the management of abdominal aorto-iliac artery aneurysms. Eur J Vasc
Endovasc Surg. 2019;57:8-93. doi:10.1016/j.ejvs.2018.09.020.

5. Wilson SE, van Wagenen P, Passaro E Jr. Arterial infection. Curr Probl Surg. 1978;15:1-89.

6.  JohnsonJR, Ledgerwood AM, Lucas CE. Mycotic aneurysm: new concepts in surgery. Arch Surg. 1983;118:577-582.

7. Chen YF, Su CS, Liu TJ, Chang MS, Jong GP, Ting CT, et al. Endovascular treatment of a nontraumatic left subclavian artery

pseudoaneurysm. ] Chin Med Assoc. 2012;75:474-478.



