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  CC: Infected Carotid Pseudoaneurysm 
 

  43-year-old female 

  T4 N2c M0 squamous cell carcinoma of the supraglottis 

   Status post total laryngectomy and neck dissection  

   Neck radiation therapy    

  Pharyngocutaneous fistula and chronic non-healing wound 

   Required closure utilizing various flaps and hyperbaric 
  oxygen treatment.  

 

  Was subsequently admitted for exposed carotid and 
 wound infection with draining sinus on right side of neck. 
 (had 3 failed various flaps so far)  

    



Carotid 
pseudoaneurysm 



Incomplete Circle of Willis  



Exposed Carotid 
Pseudoaneurysm 



 

Covered stent 
graft repair 



6 weeks later = acute exsanguination 

Continued drainage from neck-no option for 
correcting saliva drainage per ENT. 

 



Emergent Diagnostic Angiogram 

 

Hemorrhage has stopped  

Concern about proximal CCA as 

source of carotid-pharyngeal 

fistula. 



Extended the 
covered stent graft 
toward innominate 
artery 



10 days post 2nd stent  (8 weeks from initial 
presentation) 

 

she acutely and massively hemorrhaged during 
a workup for carotid embolization 

***No surgical options due to uncontrolled 
infection and salivary fistula 

 



Location of 
proximal stent 
graft extended to 
innominate artery 





10 minute Balloon occlusion = No neurological changes 



Simple Coils into ICA 
and ECA immediately 
following balloon 
occlusion 



 

Amplatzer Plug 
Proximal  
Preserving right 
vertebral/innomin
ate 



8 weeks post initial 

exsanguination 

Hemostasis with 

complete coil 

embolization right 

carotid system 

preserving right 

vertebral and left 

carotid and vertebral 



Post-Coil Embolization 

 -Postop Day 2: Developed Left 
Hemiparesis 

   

 -2 Weeks: mild residual left 
hemiparesis 

 

 *6 months 

  (8 months post initial presentation): 

    Died massive hemorrhage 
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• Update on endovascular management of the carotid 
blowout syndrome. 

 
• Mazumdar A, Derdeyn CP, Holloway W, Moran CJ, Cross DT 3rd. 
• Mallinckrodt Institute of Radiology, Washington University School of Medicine, St Louis, MO 63110-1093, 

USA. 
 

• Carotid blowout syndrome can be a life-threatening late complication of surgical and 
radiation therapy for head and neck tumors in the vicinity of the cervical carotid artery. The 
syndrome spans a spectrum of pathology from impending to acute rupture of the artery. 
These cases are uncommon, can be dramatic in terms of blood loss, and are often true 
emergencies. The optimal management of these patients requires quick recognition, and 
often advanced trauma life-support skills and creative endovascular solutions. Definitive 
endovascular treatment is the therapy of choice in this condition; open surgical options are 
very limited. In this article, we present some background information regarding the clinical 
and pathologic aspects of the syndrome and our experience in endovascular management. 
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