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Aorta’s  pseudoaneurysm  fistulized  to pulmonary  artery
Pseudoaneurisma  de  aorta  fistulizado  a arteria  pulmonar

Á. Orera Pérez a,∗,  A. Riaño Ondivielab, E. Sanz Granado a

a Servicio  de  Medicina  Intensiva,  Complejo  Hospitalario  de  Navarra,  Navarra,  Spain
b Servicio  de  Cardiología,  Hospital  Clínico  Universitario  Lozano  Blesa,  Zaragoza,  Spain

Available online  13  August  2022

Figure  1

DOI of original article: https://doi.org/10.1016/j.medin.2021.02.012
∗ Corresponding author.

E-mail address: aorera11@gmail.com (Á. Orera Pérez).

Figure  2

https://doi.org/10.1016/j.medine.2022.07.018
2173-5727/© 2021 Elsevier España, S.L.U. and SEMICYUC. All rights reserved.

https://doi.org/10.1016/j.medine.2022.07.018
http://www.medintensiva.org/en/
http://crossmark.crossref.org/dialog/?doi=10.1016/j.medine.2022.07.018&domain=pdf
https://doi.org/10.1016/j.medin.2021.02.012
mailto:aorera11@gmail.com
https://doi.org/10.1016/j.medine.2022.07.018


Medicina  Intensiva  47  (2023)  250---251

Figure  3

This is the  case  of  a  62-year-old  man with  lower  back  pain,  bacteremia,  and  isolation  of  Streptococcus  agalactiae  in
hemocultures  (group  B). Nuclear  magnetic  resonance  imaging  is performed  and  a diagnosis  of osteomyelitis  at  L5  level
is  achieved.  The  transthoracic  echocardiography  performed  confirms  the presence  of  severe  pericardial  effusion  without
clinical  signs  of  tamponade  or  signs  suggestive  of  infectious  endocarditis.  The  coronary  computed  tomography  angiography
(CCTA)  performed  reveals  the  presence  of  an image  of  irregular  morphology  around  the  sinotubular  junction  suggestive
of  pseudoaneurysm  (Fig.  1,  axial  view  [A], and  coronal  view  [B])  (Fig. 2 3D  reconstruction)  damaging  almost  its entire
circumference,  a 12  mm  ×  5  mm  aortopulmonary  fistulous  trajectory  (arrow)  including,  in its inner  portion,  the  left coronary
ostium  (arrowhead)  with  high-density  pericardial  effusion  (asterisk)  suggestive  of  infectious  nature.  Suspected  infectious
etiology  due  to  microorganism  isolated  from  the  aortic  pseudoaneurysm  abscess  being  the fistula  due  to  the latter.  Emergency
surgery  for  partial  pseudoaneurysm  repair  is  attempted  (Fig.  3,  direct  surgical  view)  with  heterologous  pericardial  patch,
closure  due  to  direct  suture  of  the fistula,  and  bilateral  ante-phrenic  pericardiectomy  (seropurulent  exudate  with  a great
amount  of  fibrin  and  epicardial  adherences  without  microbiological  isolates).  The  control  CCTA  confirms  the closure  of  the
pseudoaneurysm  and  the lack  of  interatrial  shunt  with  practical  resolution  of  pericardial  effusion.  The  patient’s  disease
progression  is  favorable.
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