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BACKGROUND Uterine artery pseudoaneurysm is a rare but potentially life threatening pathology that is usually caused 
by obstetric procedures. This is a case of uterine artery pseudoaneurysm manifesting as vaginal bleeding 
after cesarean section (CS) and treated with coil emboli7,ation. 

Case M. 0. is a 26 year old Filipina, with one pregnancy and delivery, who complained of recurrent vaginal
bleeding two weeks post CS for failed induction of vaginal birth to a post-datism baby. Except for a
family history of diabetes, past medical, personal, and social histories were insignificant.
Initial work-up showed unremarkable complete blood count (CBC) and beta-HCG values. Transvaginal
ultrasound (TYUS) revealed an intramural uterine mass suggestive of hematoma. This finding was
confirmed by contrast computed tomography (CT) scan of the lower abdomen. However, TYUS with
Doppler study revealed an arterial waveform within the mass. Thus, CT angiogram of the pelvic vessels
was done, which demonstrated a blind pouch in the left uterine artery. With the diagnosis of
pseudoaneurysm, the patient underwent angiography with endoluminal therapy. The left uterine
artery was embolized with two 22-mm-3-mm x 2 mm Boston Scientific vortex platinum coils, completely
occluding the artery and devascularizing the pseudoaneurysm. The patient was discharged improved
and remained asymptomatic.

DISCUSSION A pseudoaneurysm is an outpouching of an artery encapsulated by periadvencitial tissue that results 
from inadequate sealing of a laceration or puncture of the vessel wall. Pseudoaneurysm of the uterine 
artery is a rare condition usually caused by obstetric interventional procedures and infections. US is a 
valuable initial test that can show a cyst connected to a feeding artery by a neck with a "co-and-fro" 
waveform of blood within, while CT scan and magnetic resonance imaging (MRI) can demonstrate a 
rounded structure arising from a donor artery. However, angiography is the gold standard for the 
diagnosis of this pad1ology. Urgent intervention of uterine pseudoaneurysms is required since they are 
at risk of rupturing or expanding. Traditionally, they have been treated by ligation of the internal iliac 
artery or by hysterectomy. Recently, transcachecer arterial embolization has proven co be a therapeutic 
option with outstanding success rates and low complication rates. Embolic materials, such as gelatin 
sponge or coil, arc introduced into one or both uterine arteries or other feeding arteries until stasis of 
flow is confirmed angiographically. Preservation of fertility and resumption of menstruation are possible 
after embolization of both uterine arteries because of the temporary occlusion by absorbable gelatin 
sponge and the extensive collateral circulation from pelvic arteries. 

CONCLUSION Obstetric procedures can cause uterine vascular abnormalities such as pseudoancurysms. US is an 
appropriate initial modality for detection, diagnosis, and follow-up after intervention. However, 
angiography remains to be the diagnostic gold standard and offers therapeutic option. Arterial 
embolization is a safe and effective method of treating this condition with the advantage of preserving 
fertility, thus it should be an option before resorting to surgery in appropriate cases. 
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Uterine artery pseudoaneurysm is a r are but 

potentially life threatening pathology that is usually caused 

by obstetric procedures. We present a case of uterine artery 

pseudoaneurysm manifesting as vaginal bleeding after CS 

and treated with coil embolization. 

past medical, personal, and social histories were 

unremarkable. 

Two weeks after CS for failed induction of vaginal birth 

to a post-datism baby, the patient was confined for profuse 

vaginal bleeding. CBC showed mild anemia. TYUS 

revealed intrauterine structures of mixed echogenicity 

suggestive of blood or blood clots. With the impression of 

moderate hematometra, she was given intravenous oxytocin 

and methergin and was discharged improved. 

CASE 

M. 0. is a 26 year old Filipina, with one pregnancy

and delivery, who complained of vaginal bleeding two 

weeks post CS. Except for a family history of diabetes, A month later, the patient was readmitted for vaginal 
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spotting. CBC again showed mild anemia while the beta

H CG was within normal l imits. Repeat TYUS 

demonstrated a complex mass measuring 3.4 x 2.4 x 3.0 

cm in the anterior intramural to submucous region of the 

uterus adjacent to the CS scar suggestive of an abscess or 

hematoma (Figure 1). Contrast CT scan of the lower 

abdomen revealed a slightly hyperdense, non-enhancing, 

stru cture in the left side of the u terus along the 

myometrium confirming the impression of a hematoma 

(Figure 2). However, TYUS with Doppler study showed 

arterial waveform pattern within the mass (Figure 3). This 

finding was consistent with a cavernous hemacoma, 

pseudoaneurysm, or arteriovenous malformation (AVM). 

Thus, CT angiogram of the pelvic vessels was done which 

Figure 1. Transvaginal ultrasound showing an intramural 

mass. 

Figure 2. Contrast CT scan of the lower abdomen showing a 
hyperdense, non-enhancing structure in the left side of the 
uterus. 

demonstrated a blind pouch in the uterine branch of che 

left internal iliac artery (Figure 4). 

With the diagnosis of pseudoaneurysm, the patient 

underwent endoluminal therapy. Pelvic angiogram showed 

post-partum tortuous and hypertrophied left uterine artery 

and branches, with a narrow-necked saccular contrast 

medium collection at the mid-segment of che artery (Figure 

5). The left uterine artery, midway between the cake-off 

of the vaginal artery and the pseudoaneurysm, was 

completely embolized with two 22-mm-3-mm x 2 mm 

Boston Scientific vortex platinum coils. Post-intervention 

angiogram demonstrated total occlusion of the uterine 

artery and devascularizacion of the pseudoaneurysm. The 

patient was discharged improved and remained 

asymptomatic. 

DISCUSSION 

A pseudoaneurysm, also known as a false aneurysm, is 

an outpouching of an artery chat is encapsulated by the 

surrounding compacted periadventitial tissue1
• It results 

from inadequate sealing of a laceration or puncture of the 

vessel wall. Under the influence of sustained vascular 

pressure, blood dissects into the tissues around the 

damaged artery and forms a perfused sac that 

communicates with the arterial lumen2
. Pseudoaneurysms 

may be simple (one lobe) or complex (two or more lobes). 

Figure 3. Doppler study showing arterial waveform pattern 

within the mass. 
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They are caused by inflammation, blunt and penetrating 

trauma, and various iatr ogenic causes (surgical, 

endovascular, and percutaneous proceduresP. They may 

be asymptomatic and detected incidentally during 

radiologic investigation of other conditions or during 

surgery·i. Complications include local mass effect on 

adjacent structures causing compromise of function, and 

systemic thromboembolism3• Rupture, the most serious

cause of morbidity from pseudoaneurysms, may lead to 

hemorrhage and potential life threatening shockl . 

Pseudoaneurysm of the uterine artery, although more 

typical than a true aneurysm, is a rare condition and is 

usually due to interventional procedures and infections�. 

A MED LINE search of medical literature from 1997 to 

2006 using the keywords "uterus," "pseudoaneurysm," 

and "aneurysm, false," revealed 10 case reports5·1� and four

case ser ies 15
·
18 with nine cases of uterine artery 

pseudoaneurysm. 

Uterine artery pseudoaneurysm is a very uncommon 

cause of late postpartum hemorrhage (PPH) or excessive 

Figure 4. CT angiogram (A) with reconstruction (8) showing a blind pouch in the left uterine artery. 

Figure 5. Angiogram showing the left uterine artery pseudoaneurysm (A) with closer views before (B) and after (C) emboliza
tion. 
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bleeding more than 24 hours after delivery 14
•
1 7

• PPH 

complicates approximately 2% of births19
• Although the 

effect of pregnancy on pseudoaneurysms is unknown, it is 

believed that the hormonal and hemodynamic 

environment of pregnancy causes changes in arterial 

content and organization chat weaken arterial walls and 

predispose to aneurysmal rupture5
• Recurrent vaginal 

bleeding resistant to treatment is the most important 

clinical manifestation. 

US is a valuable tool in the diagnosis of 

pseudoaneurysms because it is readily available, 

inexpensive, involves no radiation or contrast material, and 

is noninvasive3
, However, it is operator dependent and its 

use is limited by the presence of hematomas. It has a 

sensitivity of 94% and specificity of 97% in the detection 

of peripheral pseudoaneurysms, but sensitivity is lower in 

the evaluation of visceral arteries3
• Gray-scale US 

demonstrates pseudoaneurysm as a hypoechoic cystic 

structure adjacent to a supplying artery, while Doppler 

study shows blood flow within the cyst characterized by a 

typical swirling motion called the ''yinyang sign." The 

diagnostic hallmark is a communicating channel (neck) 

between the sac and the feeding artery with a "to-and-fro" 

waveform. The "to" component represents blood entering 

the pseudoaneurysm in systole and the "fro" component 

represents blood exiting during diastole. 

CT scan may demonstrate a low-attenuation rounded 

structure arising from the donor artery3. Its advantages 

include less operator dependence, shorter acquisition time, 

and visualization of the lesion from all angles including 

adjacent vascular beds. Its disadvantages include the need 

for contrast and poor spatial resolution, limiting its use in 

small visceral arteries3
• 

MRI allows visualization of a lesion in any projection, 

evaluation of intraluminal thrombus, and assessment of 

pseudoaneurysmal sac size, without the use of contrast 

material or radiation3
• However, it is time consuming and 

is not readily available.

Angiography remains to be the gold standard for the 

diagnosis of pseudoaneurysms3
• A significant advantage is 

its capacity for real-time hemodynamic assessment 

including identifying collateral vessels to assess the 

expendability of the donor artery, which is important in 

treatment planning. In addition, it has therapeutic 

potential. Its disadvantages include its i,nvasive nature,

increased risk of procedure-related complications (such as 

development of pseudoaneurysms, arteriovenous fistulas, 

distal embolization, intimal dissection, and thrombosis), 

and use of ionizing radiation and iodinated contrast 

material. Its use is limited in the evaluation of peripheral 

vascular beds and of pseudoaneurysm containing 

thrombus3
• 

Urgent intervention of uterine pseudoaneurysms is 

required since they are at risk of rupturing or expanding3. 

Traditionally, they have been treated with surgical repair 

but chis is invasive and is often associated with significantly 

higher morbidity and mortality rates. Internal iliac artery 

ligation for obstetric bleeding has success rates as low as 

40% because ligation is proximal thus the extensive 

collateral circulation provides alternate blood supply5
. In 

some cases, hysterectomy is considered the therapy of 

choice. 

Transcatheter arterial embolization is-a highly effective 

technique for controlling obstetric and gynecologic 

hemorrhage of different etiologies, including pelvic trauma, 

tumors, vascular malformations, postoperative, 

postabortion, and postpartum bleeding2°. Its advantages 

include outstanding success rates of 90 to 97%, low 

complication rates, avoidance of surgical risks, and 

preservation of fertility2
•
5
•
15

. Complications, particularly 

postprocedural fever and transient ischemia, are extremely 

uncommon and respond to symptomatic treatment10
• 

In endoluminal management, embolic materials are 

carefully introduced into the uterine artery or other feeding 

artery until stasis of flow is confirmed angiographically. 

Ipsilateral internal iliac angiography is repeated to exclude 

the possibility of additional feeding arteries, which 

occasionally become apparent only after the major feeding 

artery is occluded. The contralateral internal iliac and 

uterine arteries are likewise examined. If bleeding does 

not stop or the vascular abnormality does not disappear, 

other feeding arteries, such as the ovarian artery, inferior 

epigastric artery, or middle sacral artery, should be 

examined. The treatment is usually successful after one or 

two sessions. Although various embolization materials have 

been used, including gelatin sponge, coils, isobucyl-2-

cyanoacrylate, detachable balloons, thrombin, and 

polyvinyl alcohol, most iatrogenic uterine vascular 

abnormalities can be safely and effectively treated by 

embolization with pledgets of absorbable gelatin sponge. 

Absorbable gelatin sponge pledgets are usually the material 

of choice for embolization of acquired AVMs, 
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pseudoaneurysms anstng from small branches , cases of 

combined AVM and pseudoaneurysm, and direct arterial 

rupture because of the ease of delivery and the duration of 

effect2
. The 3 to 5-week duration of occlusion by 

absorbable gelatin sponge pledgets is sufficient to stop 

hemorrhage while still permitting slow development of 

collateral vessels. For occlusion of the proximal vessel in 

pseudoaneurysms arising from larger branches or large 

arteriovenous fistulas, metallic coils are preferred because 

of the risk of shunting of particulate embolic materials via 

a fistula into the systemic circulation or into the 

pseudoaneurysm 2• 

Failures of endoluminal therapy may be due to retained 

villi that enhance recruitment of collateral vessels from 

pelvic arteries after embolization , and inadequate 

embolization of the pseudoaneurysm supplied by 

extrauterine feeding artery, such as the internal pudenda!, 

ovarian, inferior epigastric, and contralateral uterine 

arteries2
. Preservation of fertility and the resumption of 

menstruation are possible after embolization of both 

uterine arteries because of the temporary occlusion by 

absorbable gelatin sponge pledgets and the extensive 

collateral circulation from pelvic arteries21
• 

CONCLUSION 

Obstetric procedures can cause uterine vascular 

abnormalities. In particular, uterine artery 

pseudoaneurysm should be considered in late postpartum 

hemorrhage. In pseudoaneurysms, duplex ultrasonography 

is an appropriate initial modality for detection, diagnosis, 

and follow-up after intervention. However, angiography 

remains to be the diagnostic gold standard and offers 

therapeutic option. Arterial embolization is a safe and 

effective method of treating these conditions with the 

advantage of preserving fertility, thus it should be an 

option before resorting to surgery in appropriate cases. 
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