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Study design: A case report.
Objectives: To report and discuss a case of pseudoaneurysm of the aortic arch presenting as
hemoptysis following a cervical spondylodiscitis. The pseudoaneurysm was remote and any direct
extension of the abscess was not observed from the cervical lesion.
Setting: Hamamatsu Medical Center.
Case report: A 73-year-old male being treated with antibiotics for a cervical spodylodiscitis
deteriorated tetraplegia. Following a posterior decompression of the cervical spine and subsequent
neurological recovery, hemoptysis occurred and a pseudoaneurysm of the aortic arch was identified.
Emergent vascular graftings combined with dèbridement of the pseudoaneurysm and the infected
cervical intervertebral disc were performed. The patient recovered gradually and the cervical
spondylodiscitis disappeared.
Conclusions: The septicemia originating from the remote cervical spondylodiscitis was thought to
contribute to this pseudoaneurysm. Attention should be paid to the systemic septicemia as well as the
focal spinal infection. As for cervical spondylodiscitis, posterior decompression without drainage cannot
be recommended as the initial treatment.
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Introduction

Mycotic pseudoaneurysm was defined as a dilation of an

arterial wall resulting from infection.1 Mycotic pseudoaneur-

ysms concomitant with spinal osteomyelitis were usually

the result of direct abscess extension2,3 from the adjacent

spinal lesion and were diagnosed easily. Here, we report on

a rare case of pseudoaneurysm of the aortic arch following

a remote cervical spondylodiscitis.

Case report

A 73-year-old male was admitted for a severe neck pain

concomitant with high fever. He had no history of disease

except hypertension. The findings of the neurological

examination were normal. Laboratory screening showed

leukocytosis (18.4�103 per 100ml) and marked elevation

of C-reactive protein (22.63 mg per 100ml). Magnetic reso-

nance imaging (MRI) revealed a pus-like mass originating

from the C5/C6 disc. Therefore, cervical spondylodiscitis was

diagnosed. Klebsiella pneumoniae was detected in the blood

culture, and ceftriaxone was administered. On the fifth day

in hospital, the patient began to complain of hypesthesia

and weakness of his hands. Next day, the weakness

progressed to the forearms, arms and to the lower limbs as

well. The second MRI revealed an epidural abscess extending

into the spinal canal (Figure 1). Emergent decompression

surgery was performed that evening. Through a posterior

approach, double hinge laminoplasty was performed at

C3–C7. Suction was attempted through the posterolateral

corner of the spinal canal; however, the needle could not

reach the abscess. On the seventh day in hospital, the muscle

power in his extremities began to recover. However,

leukocytosis (11.0�103 per 100ml) and C-reactive protein

elevation (10.35 mg per 100ml) persisted despite continuous

ceftriaxone treatment. A third MRI revealed a remaining

abscess surrounding the C5/C6 disc. We therefore planned

an additional anterior débridement and fusion of the C5/C6.

On the seventeenth day, the patient began to complain of

bloody sputum. He did not complain of any chest or back

pain; however, the frequency and the amount of hemoptysis

increased. A chest X-ray showed a saccular shadow, which
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was not seen on admission in the left upper pulmonary lobe

(Figure 2). A thoracic computed tomography scan confirmed

a ruptured aortic arch at a calcified wall (Figure 3). The

cervical surgery was replaced with an emergent vascular

treatment. Vascular grafts were placed first by vascular

surgeons from the ascending aorta to the bilateral femoral

arteries. Then the ruptured aortic arch and surrounding

pulmonary parenchyma were removed. They were not

obviously infected. Following these procedures, orthopedic

surgeons performed the anterior débridement of the cervical

spine. A volume of 5ml of yellow serous fluid erupted from

the C5/C6 disc. Because ventricular fibrillation occurred,

bone graft was not performed. The patient was transferred

to the intensive care unit immediately after the skin

closure and his cardiovascular condition improved gradually.

Bacterial examination of the aortic arch was negative.

A Gram-positive organism was detected from the cervical

pus, but was not specifically identified because the amount

of the organism was very small. Within 3 months C-reactive

protein decreased to a normal level. Cervical MRI revealed

the disappearance of the abscess. The patient had hypesthe-

sia in both hands, but could walk using a cane. No

recurrence of infection has been seen for 2 years post-

operatively.

Discussion

There has been no report of a case of mycotic pseudoaneur-

ysm remote from the spinal infection site, especially from

Figure 1 Sagittal T2-weighted magnetic resonance imaging (MRI)
showing the extension of the abscess from C5/C6 intervertebral disc
into the spinal canal and compressing the spinal cord (white arrow).

Figure 2 Chest radiograph showing a saccular shadow (white
arrow) in the upper lobe of the left lung.

Figure 3 Contrast-enhanced computed tomography (CT) scan
showing a pseudoaneurysm ruptured into the left pulmonary
parenchyma from the calcified aortic arch.
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the cervical spine. The athelosclerotic lesion of the aorta

could have caused it accidentally. The patient though had

been quite healthy and had no history of any cardiovascular

event before admission. Atherosclerotic plaques or direct

vascular injury facilitates colonization by circulating organ-

isms.4 This saccular appearance which developed during

hospitalization is very characteristic of mycotic pseudo-

aneurysm.5 Considering these circumstances, we speculate

that the septicemia originating from cervical spondylodisci-

tis contributed to this pseudoaneurysm. Actually, the

organism detected from the cervical pus was different from

Klebsiella. We speculate that continuous cefriaxone treat-

ment for 2 weeks obscured the bacterial test. The collected

pus was approximately 5ml; however, we could detect only a

very small amount of Gram-positive organism. This might be

due to a contamination.

Infections in the cervical spine have a higher risk of

complications, and surgical treatment is often required in

addition to antibiotic therapy. Because of the rapid progress

of the paralysis, we chose a laminoplasty to rescue the whole

spinal cord first. The posterior components were compro-

mised by this laminoplasty and subsequent spinal instability

might have prolonged the spondylodiscitis as well as the

septicemia. Anterior drain with fusion should be done earlier.

Conclusion

Although mycotic pseudoaneurysm is a very rare complica-

tion of spondylodiscitis, the mortality rate is very high.3

As for cervical spondylodiscitis, posterior decompression

without drainage cannot be recommended as the initial

treatment.
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