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Embolization and bleeding in patients with 
anticardiolipin antibodies
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Background

The patient, a 32-year-old male, was positive for anti-cardio-
lipin antibody syndrome and had a history of smoking for 15 
years. He underwent “inferior vena cava filter implantation + 
catheter hemolysis” 10 years ago due to deep vein thrombo-
sis of the right lower limb. After surgery, he continued to take 
farwarin and aspirin orally. Three years ago, due to thrombosis 
again, intravenous thrombolysis was performed in the lower ex-
tremity. After surgery, pharhualin was taken orally continuously. 
Massive hemoptysis occurred after intense exercise and eating 
spicy stimulating food 5 months ago. DSA showed abnormal 
bleeding in the right bronchial artery and right internal thoracic 
artery, so 300-500 um microsphere was used to embolize the 
peripheral artery. 350-560 um PVA granules embolized bronchi-
al arteries; Three months ago, due to the recurrence of hemop-
tysis after oral administration of TCM blood-promoting drugs, 
angiography showed an increase in the number of responsible 
arteries, abnormal bleeding of the left bronchial artery and the 

right upper lobar bronchial artery of the lung segment, the for-
mation of the middle and lower lobar bronchial artery of the 
right lung segment and the formation of collateral circulation 
of the right internal thoracic artery. Embolization of the above 
arteries was performed, and the patient recovered well after 
surgery and was discharged from hospital.

Discussion

The diagnosis of antiphospholipid antibody syndrome re-
quires continuous elevation of laboratory indicators (lupus an-
ticoagulant, anticardiolipin antibody IgG/IgM, or anti-β2 glyco-
protein I antibody IgG/IgM) for more than 12 weeks and the 
presence of clinical symptoms (thrombus or miscarriage). The 
main clinical features of the disease are small and recurrent ar-
teriovenous (more common) progressive thrombus. It usually 
occurs in young people between 20 and 40 years old [1], and 
the blood test mainly changes the Prothrombin Time (PT) and 
Activated Partial Thrombin Time (APTT), it can involve various 
organs, and the lungs are manifested as pulmonary embolism 
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Figure 1: The first embolization showed hemorrhage in the right 
internal thoracic artery.

Figure 2: Hemorrhage of bronchial artery in middle and lower lobe 
of right lung segment.

Figure 3: Reembolization showed left bronchial artery hemor-
rhage.

Figure 4: Formation of collateral circulation after right internal tho-
racic artery embolization.

Figure 5: Formation of collateral circulation of the middle and 
lower lobar bronchial artery in the right pulmonary segment and 
abnormal bleeding of the upper lobar bronchial artery.

Figure 6: Micro spring ring, left and right bronchial artery, and right 
internal thoracic artery biogel were developed after re-emboliza-
tion.
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or pulmonary infarction, and the probability of hemoptysis is 
very small [2]. The probability of thrombocytopenia in this dis-
ease is about 20%, and the probability of upper respiratory tract 
infection is about 9% [3]. Smoking will aggravate lung infection 
and lead to bleeding. The possible reason is that oxidative stress 
of anti-phospholipid antibodies leads to high concentration of 
C-reactive protein and PGE2 and other inflammatory media-
tors. This patient has anti-cardiolipin antibody type, IgG and 
α-β2GP1 continuously elevated. Systematic treatment of APS 
includes antiplatelet therapy (low-dose aspirin, hydroxychloro-
quine) and long-term postoperative anticoagulant therapy with 
vitamin K antagonists [4,5]. In recent years, direct oral antico-
agulants (rivaroxaban, dabigatrun) have also become an effec-
tive choice for the treatment of this disease [6]. However, for 
patients with acute hemoptysis, the treatment of this disease is 
more effective. Bronchial artery embolization remains the rec-
ommended option for symptom control.
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