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Abstract: Uterine artery pseudoaneurysm (UAP) is a rare and potentially life-threatening vascular
anomaly caused by inadequate sealing of a ruptured wall of a uterine artery. It mainly occurs after
a traumatic lesion and can lead to delayed postpartum hemorrhage. We report a rare case of UAP
after an uncomplicated vaginal delivery in a patient with a history of deep-infiltrating endometriosis.
Selective coil embolization was successfully performed. UAPs should always be considered in cases
of unexplained abdominal pain after surgery or childbirth with or without vaginal bleeding.
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Uterine artery pseudoaneurysm (UAP) is a rare and potentially life-threatening vascular anomaly caused by inadequate sealing of a ruptured wall of a uterine artery. The pain
can vary from mild to acute abdominal. Thus, it may mimic and mask other entities, such
as adnexal masses, septic miscarriage or endometritis. UAPs mainly occur after traumatic
delivery, including caesarean section or surgical procedures such as hysterectomy, myomectomy, curettage or conization. It can be a rare cause of delayed postpartum hemorrhage,
and occurs in approximately in 2–3/1000 births [1,2].
2. Case Presentation
A 30-year-old woman, gravida 1, para 1, was readmitted to our clinic because of
increasing right lower abdominal pain that had started the previous day. She had an
uncomplicated vaginal delivery 7 days ago with an estimated blood loss of 500 mL. Eighteen
months ago, the patient had undergone laparoscopic endometriosis remediation for deep
infiltrating endometriosis (rASRM IV; ENZIAN B3 FA) with adhesiolysis and excision of a
right-sided ovarian cyst. During this operation, a chromopertubation was also performed
due to a desire to have children. In the postoperative course, she initially had no pain.
When presenting in our clinic, there were no signs of circulatory compromise (blood
pressure 115/73 mmHg, pulse 72 bpm), no fever and no vaginal bleeding. Hemoglobin was
10.4 g/dL on the day of the new admission, and leucocyte levels were 7.3 G/l and 12.5 G/l,
respectively. There was no free fluid in the abdominal cavity on transabdominal ultrasound.
There was a pressure pain over the lower right abdomen with discrete guarding. An acute
abdomen was ruled out. Upon transvaginal ultrasound, however, there was an echogenic
mass of 8.6 cm in diameter on the right side, adjacent to the uterus, with a double-headed
anechoic structure in the center, each cavity of approximately 3–4 cm in diameter. Color
Doppler revealed a swirl of colors (Yin–Yang sign) and a pulse-synchronous blood flow
from one cavity to the other as in arterial perfusion (Figure 1a–c).
Incidentally, the uterine cavity was slightly extended due to lochial stasis and the
right ureter was mildly dilated. The CT scan revealed two hypodense, confluent lesions
with complete contrast in the venous phase surrounded by a densely raised fringe with
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a total extension of about 9.4 × 6.8 cm corresponding to an intramural, double-lobed
pseudoaneurysm with surrounding hematoma within the right lateral uterine wall. An
angiographic intervention was performed. After cross-over probing of the right hypogastric
artery, angiographic overview images were obtained, revealing the large, double-lobed
pseudoaneurysm originating from the right uterine artery. The uterine artery was probed
superselectively to the site of the findings, using a microcatheter system in a coaxial fashion.
After unsuccessful embolization attempts with temporary and permanent particles (gelatin
Clin. Pract. 2022, 13, FOR PEER REVIEW
sponge and Embozene® (900 µm)), the pseudoaneurysm was excluded from the circulation2
by coil embolization (6 microcoils in total) (Figure 2a–c).
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Four months later, a control MRI showed a regressive finding, now 5.2 cm in diameter,
with no evidence of contrast and a clear diffusion restriction of the switched-off UAP. Even
after 18 months, the patient is doing well. She has breastfed her child and has a normal
menstrual period.
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contrast-associated allergy or nephrotoxic effects. However, during pregnancy, MRI should
be preferred due to radiation exposure [13,14].
In our case, the patient had undergone laparoscopy 18 months before the event due to
infertility and an ovarian cyst. Deep infiltrating endometriosis was found during surgery.
Whether endometriosis itself or the operation 18 months prior to delivery was a causing
factor in the development of this UAP remains elusive. However, cases of UAP with
endometriosis have already been described [15,16]. During pregnancy, endometriosis
activity generally decreases and decidualization occurs. Neovascularity may develop
in the decidualization reaction triggered by gravidity. It is possible that decidualization
and subsequent neovascularity may have led to the development of a pseudoaneurysm.
Moreover, there is a positive correlation between endometriosis and placenta praevia [17].
UAPs are potentially life-threatening, and must always be considered in cases of unexplained abdominal pain after surgery or after childbirth with or without vaginal bleeding.
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