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LEARNING POINTS
■■ Ectopic thyroid should form part of 

the differential diagnosis for patients 
with mediastinal lesions of unknown 
aetiology, especially in the absence of 
B-symptoms.

■■ Ectopic thyroid can be non-functional 
and therefore scintigraphy alone cannot 
be relied upon to diagnose all cases.

■■ Endobronchial ultrasound-guided 
transbronchial needle aspiration is 
an effective diagnostic technique in 
mediastinal diseases of this nature.

A 
47-year-old man with chronic 
pancreat i t i s  potent iated 
by  long- t ime a lcohol 
consumption was admitted 
to the emergency medicine 

department for haematemesis. Emergency 

Upper gastrointestinal bleeding caused by fistula 
of the stomach and splenic artery pseudoaneurysm
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oesophagogastroduodenoscopy revealed 
a spherical growth on the posterior wall of 
the proximal third of the stomach corpus 
with three adherent clots, two of which were 
irrigated with water. Emergency computed 
tomography angiography of the abdomen 
showed a pseudocyst of the pancreatic tail with 
a pseudoaneurysm of the splenic artery. This 
was causing active extravasation of contrast 
material into the stomach lumen (Figure 1) 
(Tessier et al, 2003; Budimir et al, 2012).

A right transfemoral approach was used to 
perform angiography of the visceral branches 
and showed the truncus coelicus. The splenic 
artery was selectively catheterized using the 

Sidewinder 6F guiding catheter. Embolization 
was performed using the ‘sandwich’ technique 
before and after the pseudoaneurysm by 
installing pushable coils of various dimensions, 
6–10 mm wide. The arteriogastric fistula was 
permanently occluded using glue (Figure 
2). Control angiography showed a good 
embolization effect and prompt creation of 
collateral circulation (gastroduodenal artery) 
to the spleen.  BJHM
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Figure 1. Volume-rendering computed 
tomography image of the splenic artery 
pseudoaneurysm.

Figure 2. Follow-up oesophagogastro-
duodenoscopy showing the location of the 
obliterated arteriogastric fistula, about 1 mm in 
diameter, in the proximal third of the stomach.
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