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In conclusion, we presented a safe, efficient, cost-effective, and rapid 
technique that could be widely used to solve the Impella CP device 
displacement, minimize its potential consequences, and reduce costs.
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Percutaneous closure of aortic pseudoaneurysm
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To the Editor,

Aortic pseudoaneurysm is a rare high-risk complication following 
surgery with aortic manipulation.

This is the case of a 66-year-old male patient with a past medical 
history of aortic valve replacement 16 years ago. He required a 
second surgery 3 months later due to prosthetic valve endocarditis 
with mechanical valve replacement with homograft valve implan-
tation. Since then, the patient has remained asymptomatic until 1 
year ago when he developed progressive dyspnea. The echocardio-
graphic study revealed severe aortic regurgitation with heavily 
calcified valve and ascending aorta. A new surgical intervention 
was performed to replace the homograft by a bioprosthesis. Surgery 
was very complex due to the presence of significant calcification. 
Two months after this last intervention the patient was admitted 
with clinical signs of thoracic pain and hemoptysis. The computed 
tomography scan performed revealed the presence of a narrow-
necked aortic pseudoaneurysm at the ascending aorta lateral wall, 

probably at the level of the cannulation performed during the 
previous surgery with a large periaortic hematoma (figure 1). 
Although the surgical repairment of the aortic pseudoaneurysm is 
the routine treatment, in this case it would have been the fourth 
reintervention. Instead, percutaneous treatment was decided.

Numerous articles have been published, most on isolated clinical 
cases, describing the closure of an aortic pseudoaneurysm with 
occluder devices different to the ones often used for the closure of 
septal defects, vascular plugs, etc. or coil embolization.1,2 No 
comparative studies have ever been conducted on the different 
treatment options available. We only found an article in the medical 
literature published by Lyen et al.3 that described a combined 
strategy in 7 patients with coil release and implantation of an 
occluder device in the same procedure. We also found a simple 
strategy with occluder device implantation in 5 patients with better 
results compared to the combined strategy. In our case, since the 
aortic pseudoaneurysm was large and the entry neck was small, a 
stepped combined strategy was decided of coil embolization and if 
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flow was persistent, followed by a second closure of the entry neck 
with an occluder device.

The procedure of coil embolization was uneventful, but the 
computed tomography scan with contrast performed 24 hours later 
showed flow persistence and progression of the size of the pseudo-
aneurysm (figure 2A), which is why percutaneous closure was 
decided with an occluder device.

The estimate size of the neck of the pseudoaneurysm was 8 mm. 
There are no protocols with criteria on how to choose the most 
suitable occluder device for the management of aortic pseudoaneu-
rysms. However, it was thought that the ones used for the closure 
of atrial septal defects are designed to be implanted into low-pres-
sure cavities, which means that the tissue of the device probably 
cannot stop high-pressure flows. Also, in the devices used to close 
atrial septal defects both discs are asymmetric in size, which would 
result in the implantation of the largest disc into the pseudoaneu-
rysm, which could damage the wall of the sac. Therefore an 8 mm 
Amplatzer VSD Muscular occluder (Abbott, United States) with  
2 discs of the same size was used.

The procedure was fluoroscopy and angiography guided. Because 
of the situation of the aortic pseudoaneurysm—similar to the loca-
tion of anastomosis of right coronary artery grafts—the delivery 
sheath used was an 8-Fr Launcher JR4 guide catheter (0.090 in 
internal lumen) (Medtronic Launcher, United States) as it was the 
most suitable one to place it as coaxially as possible to the neck of 
the pseudoaneurysm. Using a standard 0.035 in guidewire via right 
femoral access the catheter was advanced towards the ascending 
aorta effortlessly. After a slight clockwise rotation, it entered 
directly into the pseudoaneurysm through the neck. No support 
guidewire was required (figure 2B). Afterwards, an Amplatzer VSD 
Muscular occluder device was implanted, 1 disc was placed inside 
the pseudoaneurysm and the other inside the aortic wall. The 
control angiography performed immediately after the implant 
showed no significant residual shunt (figure 2C). No periprocedural 
complications were reported and the patient was discharged 48 
hours later. The patient remained asymptomatic and the computed 
tomography scan confirmed that the aortic pseudoaneurysm 
remained stable at the 4-week follow-up (figure 2D). However,  
6 months after remaining asymptomatic, the patient died of severe 
hemoptysis, probably due to aortic pseudoaneurysm recurrence. 
The patient expressed his consent for his case to be published, 
respecting his right to privacy and the protection of personal data.

Although in our case the short-term outcomes were not satisfactory, 
the percutaneous closure of the aortic pseudoaneurysm with a 
combined technique of coils plus occluder device can be a valid 
therapeutic option for patients ineligible for surgery. That is so 
because it adds the coils prothrombotic effect to the entry flow 
reduction prompted by the occluder device. Further data are 
needed to determine whether this combined technique improves 
long-term survival compared to conservative treatment.
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Figure 1. Coronary computed tomography angiography with contrast. Coronal 
view (A) and 3D reconstruction (B). Extensive atheromatous disease in the 
ascending aorta with diffuse calcification. Solution of continuity in the 
ascending aorta lateral wall with contrast extravasation contained by the 
tunica adventitia or surrounding tissues making up a partially thrombosed 
narrow-necked saccular pseudoaneurysm.
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Figure 2. A: Coronary computed tomography angiography after coil release 
(asterisk) with presence of contrast in the cavity of the pseudoaneurysm 
indicative of incomplete occlusion. The entry neck (arrow) and larger size 
compared to the initial study can be seen. B: fluoroscopic imaging showing 
the distal border of the 8-Fr JR4 delivery catheter inserted into the pseudoa-
neurysm. C: post-implantation aortography. Occluder device (arrow) deli-
vered inside the neck of the pseudoaneurysm. No significant passage of 
contrast to the inside is seen. D: thoracic computed tomography scan without 
contrast performed after 4 weeks. Occluder device (arrow) on the lateral 
wall of the aorta and coil metal artifact (asterisk) implanted in the main cavity 
of the pseudoaneurysm.
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Aortic prosthetic valve endocarditis as a cause of acute 
myocardial infarction

Endocarditis sobre prótesis aórtica como causa de infarto agudo  
de miocardio
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To the Editor,

Compared to other causes, the most common cause of acute 
myocardial infarction (AMI) by far is atherosclerotic plaque rupture 
with its corresponding thrombosis and occlusion of the blood 
vessel. This is called type-1 AMI according to the latest guidelines 
by the European Society of Cardiology (ESC) published back in 2018 
regarding the fourth universal definition of AMI. However, other 
cases reveal different and less common pathophysiological condi-
tions as the cause of AMI. This is a very rare case of a patient with 
AMI associated with embolization of vegetation due to endocarditis 
that would correspond to a type-2 AMI according to the guidelines 
mentioned before.

This is the case of a 69-year-old male patient treated of aortic valve 
disease in 1994 implanted with a 25 mm Medtronic-Hall mechanical 
valve (Medtronic, United States). He was admitted to our hospital 
ER with clinical signs of high fever, poor general health status, and 
confusional syndrome of 48-hour duration. The cranial CT scan 
performed showed multiple images compatible with cortical and 
subcortical ischemic infarctions of possible embolic origin. The 
transthoracic echocardiography performed was inconclusive when 
it revealed vegetation at valve level, which is why a transesopha-
geal echocardiography was performed that did show an image 
consistent with vegetation at valve ventricular level (figure 1A). 
Empirical antibiotic therapy was started with meropenem, dapto-
mycin, rifampicin, and cloxacillin. A wait-and-see approach was 
established to see the patient’s clinical progression and make a 
decision on the next therapeutic approach. Forty-eight hours after 
admission, the patient showed intense precordial pain and sweating, 
which is why an electrocardiogram was performed. It revealed the 
presence of overt ST-segment elevation in leads V2-V5 (figure 1B). 
Infarction code was activated, and the patient was referred to our 
unit to perform an emergency coronary angiography.

The coronary angiography was performed via radial access and 
showed an occluded distal left anterior descending coronary artery 
without other lesions and with mild atherosclerosis in the remaining 
coronary tree (figure 2A). A primary angioplasty was performed 
through percutaneous thrombectomy using a 6-Fr Pronto V4 
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Figure 1. A: the transesophageal echocardiography shows a 7 mm × 2 mm 
long image of vegetation in the aortic valve ventricular side. B: the electro-
cardiogram shows an ST-segment elevation in leads V2-V5.
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