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CASE REPORTS

Radial Artery Pseudoaneurysm in a Neonate with Hemophilia A
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Background: Pseudoaneurysm formation is a rare complication of arterial puncture. Case
characteristics: 3-week-old male developed an enlarging mass over the anterior aspect of
left wrist following radial arterial puncture. Observation: Doppler ultrasonography revealed
mass to be left radial arterial pseudoaneurysm. Subsequent presentation of ecchymoses
and investigations confirmed factor VIII deficiency (Hemophilia A). Outcome:
Pseudoaneurysm removed with primary end to end anastomosis. Patient is presently on
regular factor VIII replacement therapy. Message: Hemophilia A can present as
pseudoaneurysm in neonatal period.
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T
rauma to the wall of an artery can lead to the
formation of pseudoaneurysm, a painful
expanding mass overlying the damaged vessel
[1]. 30% of severe factor VIII deficiency

presents in neonatal period [2]. There are infrequent case
reports of hemophilia presenting as pseudoaneurysm in
children, more so in neonates [3]. We describe a case report
of radial artery pseudoaneurysm following arterial
puncture in a newborn infant with hemophilia A.

CASE REPORT

A 3-week-old large-for-gestational age male neonate
admitted for presumed sepsis, presented with an enlarging

mass at the anterior aspect of left wrist. A week prior to this,
an arterial puncture with 24-guage needle had been
attempted at the site for blood collection.  Physical
examination showed a 1×1 cm, firm, non-pulsatile, non-
warm swelling over left radial artery, with good capillary
refill of distal upper extremity (Fig.1a). Doppler
ultrasonography revealed 1.4×1.4×1 cm cystic lesion with
moving internal echoes situated adjacent to left radial
artery with small connection with the artery suggestive of
left radial arterial pseudoaneurysm (Fig. 1b). The mass
progressively increased in size and the patient underwent
an operative repair consisting of excision of
pseudoaneurysm with primary end to end anastomosis.

FIG.1 (a) Left radial artery pseudoaneurysm-  pre- and post- repair; and (b) Sonogram showing cystic lesion with
doppler color flow image showing internal echoes (white arrow).
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There were three puncture marks over left radial artery with
no evidence of inflammation or infection and there was no
difficulty in achieving intra-operative hemostasis. Post-
operatively, palpable pulses and good doppler flow were
established in the left radial and ulnar artery.

The child subsequently developed spontaneous bruises
and ecchymoses at lower limbs. The activated partial
thromboplastin time was prolonged (>180 secs) and
diagnosis was confirmed as hemophilia A (factor VIII
levels < 1%). Factor IX, XI, XII, von-willebrand factor and
ristocetin factor levels were in acceptable range. Mother's
activated partial thromboplastin time and factor VIII levels
were within normal range, and there was no family history
of hemophilia. Post-discharge, the child was started on
regular factor VIII replacement therapy. On follow-up at
one year of age, clinical examination revealed palpable left
radial pulses and normal growth of the left upper extremity
without any neurological deficit.

DISCUSSION

Arterial trauma may lead to occlusion of the vessel by
thrombosis, development of arterio-venous fistula or the
formation of an arterial pseudoaneurysm [4].
Pseudoaneurysm formation is a delayed complication
arising due to disruption of the vessel wall with
containment of blood by surrounding tissues and
appearance of sac in direct continuity with arterial lumen.
The most common cause of pseudoaneurysm is blunt or
penetrating trauma to artery from cannulation or puncture,
while less common etiologies are connective tissue
disorders, bleeding tendencies, infection and inflammation
[5]. Severe factor VIII deficiency mainly presents in
neonatal period as excessive hematomas, post-delivery
cephalhematomas, post-surgical bleeding and intracranial
bleed [2]. Pseudoaneurysm in hemophilia is known, but
there has been a limited description of bleeding disorders
presenting as arterial pseudoaneurysm in the neonatal
period [6].

Most common means of presentation of
pseudoaneurysm is that of a palpable pulsatile or non-
pulsatile expanding mass with palpable distal pulses and a
vital extremity. Pressure applied to the mass will result in
decompression of the blood filled sac whereas release leads
to rapid refill, thereby distinguishing from a solid mass and
it should be carefully examined for a palpable thrill and
audible bruit. An effort should always be made to look at
other diagnosis like connective tissue disorder,
coagulopathy or arteritis [7]. In our case, the appearance of
spontaneous bruises and ecchymosis along with the
formation of left radial artery pseudoaneurysm lead us to
investigate further and confirm the diagnosis of bleeding
diathesis. Doppler sonography or CT scan is required to

assess the presence of vascular flow within the mass and to
differentiate the lesion from either a tumor or abscess [8].
Traditionally arterial pseudoaneurysms are managed in
various ways: observation, compression bandages,
ultrasound-guided compression, ultrasound-guided
thrombin injection, and surgical repair [9]. Factors
requiring urgent surgery include bleeding, evidence of
vascular compromise or increasing size of the
pseudoaneurysm (as in our case). Patients with arterial
pseudoaneurysm need to be followed up for a prolonged
period to assess possible development of growth
disturbances, neurological deficit, and limb length
discrepancies [10].

To conclude, radial artery cannulation being a very
common procedure in clinical practice for arterial blood
gas analysis and cardiovascular monitoring in neonates and
infants, physicians and nurses in pediatrics units should be
aware of the possibility of incurring arterial injuries,
necessitating early diagnosis and prompt intervention of
pseudoaneurysms. Though a small-caliber needle was used
for radial arterial puncture in our case, his underlying
bleeding diathesis contributed to the formation of radial
arterial pseudoaneurysm. One should be vigilant to rule out
other rarer causes of pseudoaneurysm like bleeding
disorders, inflammation and infection.
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Type 0 Spinal Muscular Atrophy with Multisystem Involvement
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Background: The classical forms of severe Spinal Muscular Atrophy  type is well
recognized by pediatricians.  Case Characteristics: A hypotonic neonate with severe
respiratory distress at birth. Observation: Homozygous absence of exons 7 of the Survival
Motor Neuron I gene. Outcome: Died 108 days after admission when respiratory support
was withdrawn at the request of the parents. Message: Spinal Muscular Atrophy should be
kept in mind in the differential diagnosis for unexplained severe generalized hypotonia and
severe respiratory distress immediately after birth in the neonates.
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T
he classical form of severe Spinal Muscular
Atrophy (SMA) type 1 (Werdnig-Hoffmann
disease) has a very consistent clinical
phenotype that is well recognized by

pediatricians. We report a case of Type 0 SMA. The other
notable features in this case report are a rare multi-
systemic presentation of SMA associated with intractable
seizures not due to hypoxic ischemic encephalopathy
(HIE), asymptomatic congenital heart disease, congenital
contracture, spontaneous long bone fracture and
osteopenia.

CASE REPORT

A male neonate was born to a primigravida mother from a
non consanguineous marriage by elective cesarean
section at 39 wk of gestation. The pregnancy was
unremarkable (except for borderline polyhydramnios)
and  history of reduced fetal movements reduced for one
week before delivery. The neonate did not make any
respiratory efforts after delivery and had a weak cry
requiring intubation and mechanical ventilation at birth,
however bradycardia was never noticed. He was
ventilator-dependent, hypotonic, alert and responsive to
tactile stimuli with absent deep tendon jerks. Extraocular
and facial muscles were spared. He had a bell shaped
chest and tongue fasciculation. He was noticed to have
contractures of wrist and knee joint immediately after
birth (Figs. 1, 2). No other dysmorphism or obvious
congenital anomalies were noted.

Serum creatine kinase was 110 IU/L. He required
sustained mechanical ventilation. Subtle seizures were
noticed on day 4 of life, which required multiple
antiepileptic drugs and were refractory. The electrolytes
and blood sugar levels were normal on multiple
occasions. The seizures were not fully controlled with
Injectible Phenobarbitone, Sodium Phenytoin, and high
dose Inj Midazolam infusion initially. Later on he was
started on oral Sodium Valproate and Levetiracetam
without sustained seizures control. Transcranial
Ultrasonography was unremarkable. Since the baby was

FIG. 1 Infant on ventilator with alert expression, pithed frog
posture, splinted fracture left femur, bell shaped chest and
contracture of wrist and knee joint.
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