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Aortic pseudoaneurysm — Something fishy!
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I Abstract

Accidental ingestion of a fishbone, rarely, when impacted in the
esophagus, can cause an unusual range of complications from esopha-
geal perforation to rare catastrophic vascular injuries like aortic pseu-
doaneurysm and aortoesophageal fistula, necessitating management
on an emergency basis with computed tomographic angiography to
establish the diagnosis and facilitate timely management with broad

spectrum antibiotics and TEVAR with or without combined thoracic
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surgery. Here, we present one such rare case.
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Case report

A 66-year-old male with small volume hematemesis, low He-
moglobin of 7.3 g/dL and stable vitals was referred for a CT tho-
rax with IV contrast with clinical suspicion of a ruptured aortic
aneurysm.

CT imaging showed an approximately 36 mm long thin, lin-
ear, high-density foreign body in the thoracic esophagus, above
the level of the carina, at C4 vertebral level, piercing the lateral
wall of the esophagus and penetrating the adjacent medial wall
of the aortic isthmus, directed anterolaterally and superiorly,
with 9 mm within the aorta (Figures 1 and 3). Resultant forma-
tion of a small 4 mm focal contrast filled outpouching from the
aortic isthmus at the site of aortic penetration, suggestive of a
pseudoaneurysm (Figure 2).

Surrounding mild fat stranding and few subcentimetric lym-
phnodes were seen. No abscess/free air/contrast extravasation
into the mediastinum or esophagus/mediastinal hematoma/
pleural effusion was visualised. Lungs and rest of the medias-
tinal structures were normal. The patient recalled consuming

fish for a meal about 12 days prior and denied any symptoms of
chest discomfort, dysphagia or odynophagia.

The diagnosis of an impacted esophageal foreign body (fish
bone) complicated by direct aortic penetration and aortic pseu-
doaneurysm was made. Possibility of an aorto-esophageal fis-
tula was considered in view of clinical history of sentinel he-
matemesis. An upper Gl endoscopic foreign body removal and
stent-graft repair of the aortic pseudoaneurysm was planned.
However, the patient declined any active intervention and opt-
ed for conservative management elsewhere. Patient was lost to
further follow-up at our institution.

Discussion

Accidentally ingested fishbone, when impacted in the esoph-
agus, can result in unusual complications, including esophageal
perforation (1-4%) and catastrophic vascular injuries like aortic
pseudoaneurysm and aortoesophageal fistula (0.1%), necessi-
tating management on an emergency basis [1].

Impaction at the anatomical narrowing of the thoracic
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Figure 1: High density linear foreign body (white arrow) as seen on plain (A) and post contrast Axial (B) and
Coronal (C) curved multiplanar reformatted images, impacted in the esophagus (marked as E) and penetrating

the aortic isthmus (marked as A). Partial visualisation of the pseudoaneurysm (*) seen just anterior and superior
\ to the site of aortic penetration. /

Figure 2: Axial (A) and Coronal (B) post contrast arterial phase images of the thorax in mediastinal window dem-
onstrate the focal small pseudoaneurysm of the aortic isthmus (white arrow) secondary to direct aortic penetra-
\ tion of the impacted esophageal fish bone. )

Figure 3: 3D Volume Rendering (3D-VR) images of the aorta in a serial clockwise manner from posterior to right
anterior views depicting the location and orientation of the foreign body (white arrow) and pseudoaneurysm

\ (asterisk) with each other.
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esophagus, the second most common site for foreign body im-
paction and perforation, is prone to cause vascular injury, most
commonly from 1 to 5cm distal to the left subclavian artery
origin, due to its proximity to the aorta [2]. Aortic pseudoaneu-
rysms develop from either direct puncture of the aortic wall by
a foreign body, as in our case, or from the extension of medias-
tinal inflammation, which makes the aortic wall weak and fri-
able. Aortoesophageal fistula, a direct communication between
the oesophagus and the aorta, is initially concealed due to oc-
clusion and tamponade of the perforation site by the clot, but
rapidly progresses [3].

CT with oral and intravenous contrast is the modality of
choice for assessment of foreign body esophageal perforation
and its complications, with a sensitivity of 92 to 100% [3].

Rarity precludes standardized guidelines, and management
options depend on the patient’s general condition, severity
of the mediastinitis, recovery from the esophageal fistula and
extent of aortic injury [4], with primary goals being control
of hemorrhage and infection, repair of aortic and esophageal
defects. Conventional treatment of open surgery with aor-
tic neoplasty [1] is now superseded by thoracic endovascular
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aortic repair (TEVAR) as a rapid, effective, minimally invasive
technique for control of exsanguination and as a bridge for de-
finitive repair and in some cases even as the sole intervention
[1,4]. Prompt broad-spectrum antibiotic treatment is essential
to counter the inevitable mediastinitis [1]. Additional open or
thoracoscopic mediastinal debridement may be necessary [4].
Repair of esophageal defect can be performed at a later stage
by open surgery or via thoracoscopic esophageal stenting [5].

Conclusion

In conclusion, urgent computed tomographic angiography is
essential to establish the diagnosis and facilitate timely man-
agement with broad-spectrum antibiotics and early interven-
tion with TEVAR with or without additional thoracic surgery.
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