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ABSTRACT

Prevailing over in rotationally unstable pelvic fractures, acetabular fractures or hip dislocations, superior
gluteal artery pseudo aneurysm imperceptibly could be found after blunt force trauma of the pelvic region.

We present a case of superior gluteal artery pseudo aneurysm after blunt force trauma that became gradually
symptomatic in two months following the prime malevolence. Non-resolving gluteal hematoma presented
two months after the incident, disregarding standard treatment methods led the diagnosis to plausible entity
of pseudo aneurysm. Standard protocol was followed. CT angiography was indicated and it confirmed the
suspected diagnosis. Upon indication a treatment plan was established with correspondent angioembolization
of'the pathologic substrate. Pseudo aneurism of the superior gluteal artery should be considered as differential
diagnosis for unexplained hematomas in the posterior pelvic region following a trauma regardless of its nature.
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INTRODUCTION

CASE REPORT

Aneurysms involving the superior gluteal ar-
tery are a rear definite diagnosis. The majority of
the findings are pseudo aneurysms caused by blunt
or penetrating pelvic trauma, with other reported
causes from iatrogenic, infective and atherosclerot-
ic etiology. These lesions commonly present with
gluteal swelling, which can be symptomatic weeks,
months, even years after the initial trauma. Prompt
diagnosis is needed to avoid further complications.
First line of treatment is endovascular transcathe-
teric embolization (coiling). This case report puts
arterial injury in consideration, even in absence of
bone fracture.

A 62 year old male was brought to the emer-
gency department as a polytrauma case following a
fall from height (5m). After hemodynamic stabili-
zation and monitoring of the vital parameters was
proceeded with initial resuscitation, all the necessary
investigations were made, and hospitalization was
obtained in the intensive care unit. He was diagnosed
with serial fracture of 3 ribs in the left hemi thorax
(9-11th), pneumothorax underlying the serial rib
fracture, left humeral shaft fracture, first and third
cervical vertebra fracture without dislocation, frac-
ture of transverse processes from the second to the
fifth lumbar vertebra. After the patient was stabilized,
he was taken to the operating theatre, where chest
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tube was inserted and osteosynthesis was made of
the left humeral shaft fracture with intramedullary
nailing. After the patient was stabilized from the
thoracic injury and the chest tube was extracted,
he was transferred to the Clinic of Traumatology.
Control x-rays were obtained and the rehabilitation
program started. The recovery was uneventful and
the patient was discharged. One month after the
discharge, on the first postoperative follow up, he
presented with tender left gluteal swelling. Ultra-
sonography revealed hematoma in the left gluteal
region. CT angiography was indicated and confirmed
the diagnosis of left superior gluteal artery pseudo
aneurysm (Fig.1). The patient was referred to the
Clinic of Radiology, where digital subtraction angi-
ography and transcatheteric embolization (coiling)
were performed Fig.2). After 3 days of observation
of the tenderness of the hematoma, blood count tests,
a repeated CT angiography confirmed exclusion of
the aneurysm. Because of the potential compressive
effect on important neurovascular structures, espe-
cially sciatic nerve, evacuation of the hematoma was
performed. The gluteal swelling decreased in size
dramatically, and the patient was discharged. Anti-
biotics were giving in the following two weeks. Also
Thrombo-prophylactic therapy with low molecular
weight heparin was conducted in coordination with a
transuziologist. Regular check-ups were made every
week for the first month, where the gluteal swelling
gradually decreased in size over the course.

Fig. 1. CT angiographic verification of the SGA pseudo
aneurysm

DISCUSSION

Pseudo aneurysm of the superior gluteal ar-
tery (SGA) is rare, with only 40 cases reported
since 1970. Blunt or penetrating pelvic trauma are

the most common causes of pseudo aneurysm, but
some less commonly reported ones were iatrogen-
ic causes, infection and atherosclerosis. They oc-
cur due to breaching and thinning of the arterial
wall, after which these aneurysms are enclosed
only by the adventitial layer [1, 2, 3, 4 ]. Gluteal
artery aneurysms are found to be more common
on the left side with a male predominance. These
lesions are considered as an emergency as they are
liable to rupture at any time with life-threatening
hemorrhage [3, 5]. There are two pitfalls concern-
ing the presentation of pseudo aneurysms of the
SGA. First, because all symptoms are nonspecif-
ic, such as localized swelling, pain and pressure
in the buttock [8], patients may be misdiagnosed
with an abscess, sciatic pain or lumbosacral plex-
opathy [6, 7]. The second pitfall is the variable
time of presentation. The symptoms may occur at
any time after initial trauma, even weeks, months
or years later [9]. Thus, physicians must be aware
of old trauma in the history of patients with a but-
tock mass.

The recent advances in computer tomog-
raphy technology, with the development of CT
angiography, allow detailed evaluation of vas-
cular trauma. Digital subtraction diagnostic an-
giography allows further evaluation of vascular
injury and simultaneous endovascular treatment.
The treatment of these aneurysmal lesions has
been, for a long time, exclusively surgical [11].
Advances in endovascular techniques have im-
proved management of patients with vascular in-
jury [10]. There are many endovascular treatment
options including stent graft exclusion and embo-
lization. Selective embolization is considered the
treatment of choice, because it has minimal to no
complications, and its less exposure and risk for
sciatic nerve iatrogenic damage [12, 13], where-
as direct gluteal surgical intervention has the ma-
jor risk of severe hemorrhage and trauma to the
sciatic nerve [14]. To perform embolization of a
false aneurysm, selective hypogastric angiogra-
phy is mandatory to localize the bleeding vessel
[15]. When choosing embolization, the choice of
embolic agent is equally important, as this can be
a good predictor of tissue ischemia. Embolization
can be performed with coils, gel foam, vascular
plugs, particles or a combination of these agents.
The chosen size of the embolic material should
be large enough to prevent distal capillary oc-
clusion but small enough to perform a selective
embolization. Smaller the embolic agent, greater
is the chance of tissue ischemia. Embolization
can cause skin breakdown, poor wound healing,
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lower limb paresis, bladder necrosis and rectal
necrosis [16, 17]. Extravasation is diagnosed on
the basis of irregular extravascular collections of
high-density contrast. In order to have success-
ful outcomes of these endovascular techniques,
there must be a multidisciplinary approach in
which both trauma surgeons and interventional
radiologist collaborate to understand the indica-
tions and complications of embolization.

Fig. 2. Part of the coiling embolization of the pseudo
aneurysm

CONCLUSION

Superior gluteal artery pseudo aneurysms
are rare, but yet challenging for both trauma sur-
geons and interventional radiologists. Combina-
tion of initial evaluation, careful follow up of the
patient, CT angiography and timely embolization
are the key for successful treatment without further
complications and patient's faster rehabilitation.
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Pe3ume

PEJOK CJIYYAJ HA IICEBJJIOAHEBPU3MA
HA I'OPHATA TJIYTEAJIHA APTEPUJA T10 TAITIA TPAYMA

Cume Tpneckn', Mapuja Muxajnosa WiueBa', Huna AnocrosnoBcka’,
Anan AnnonoBcku', Anapeja l'aspuioBckn', Hana [lon-Jopaanosa®

! YHuBep3uTeTCKa KIMHKKA 32 Tpaymaroioruja, Ckomje, Peryonuka Makenonuja
2 Make/IOHCKa akaJMeHnja Ha HayKuTe 1 ymeTtHoctuTe, Ckomje, PeryOnuka Makenonuja

AneraOynapHuTte (PpakTypH HIIH TUCIIOKAIIMH Ha KOJIKOT ITPEBaIMpaart Mpu POTAIUCKH HECTAOUTHUTE
(bpakTypu Ha KapJMIaTa; IIceBI0aHeBpU3MaTa Ha TopHara IyTeallHa apTepuja MoxKe J1a Oujie HajeHa 1o
Tama Tpayma Ha KapJiMyHara peruja.

[IpukaxxyBame cirydaj Ha TICEBJOAHEBPU3Ma Ha rOpHaTa IIIyTeajHa peruja 1o tama Tpayma, Koja
CTaHa ITOCTENEeHO CUMIITOMaTHYHa BO POK O /1B MECEILH 0 MPUMAPHOTO OLITETYBAbE.

HepecopOupan riyreaneH xeMaroM, KOj C€ jaBU 110 1Ba MECEIH O MHIIMJCHTOT, ITOKPaj CTaHAap-
HUTE METO/X HA TPETMaH, JOBEJIE 10 IjarHo3a Ha COOJIBETEH EHTHTET — IICEBI0aHeBpru3Ma. bele cneaen
crangapaeH nporokoi. KT-aurunorpadujara Oeme nHAMIMpaHa U Taa ja HOTBPAM AujarHo3ata. Bo muiaHoT
3a JIeUCHE ce MHIUIMPa aHTH0eMOOIM3Upab-e Ha MaTOIOIIKHOT cyncTpar. [IceBnoaneBpru3Mara Ha ropHara
DIyTealHa apTepHuja Tpeba Ja ce 3eMe Kako IudepeHrjanHa IujarHosa.

Kuiyynu 360poBu: TiceBI0aHEeBpHU3Ma, TOpHA TITyTeaHa peryja, ITyTeajeH XeMaToM, Tana TpayMma



