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INTRODUCTION

The common femoral artery and the proximal superficial 
femoral artery (SFA) are common sites for pseudoaneurysms 
because these vessels are frequently punctured during en-
dovascular catheterization and recreational drug use [1,2]. 
However, non-traumatic pseudoaneurysms of SFAs are 
relatively uncommon. Diagnosis of bilateral, non-traumatic, 
simultaneous SFA pseudoaneurysms is an extremely remote 
possibility. Here we present a patient who had this presen-
tation as a complication of a central venous catheter asso-
ciated bacteremia. During operative exploration on the left 
side, the SFA was found to be completely transected. This 
case report aims to highlight the rare pathological findings 
as well as the challenges faced during management of this 
patient. 

Written informed consent was obtained from the rela-
tives prior to the publication of the case report. This case 
report was exempt approval by the Ethics Committee at the 

National Hospital of Colombo, Sri Lanka.

CASE

A 51-year-old male patient with type 2 diabetes mellitus 
complicated by end stage kidney disease (ESKD) presented 
with painful swelling of his left thigh for 1 week. Three 
months earlier, he had undergone emergency hemodialysis 
via a temporary central venous catheter inserted into the 
left internal jugular vein. After 10 days, he developed fe-
ver and purulent discharge from the catheter exit site. Pus 
and blood cultures were positive for methicillin-sensitive 
Staphylococcus aureus (MSSA). The infected catheter was 
removed, and the patient was treated with appropriate 
intravenous (IV) antibiotics for 2 weeks. The repeat blood 
culture after 7 days of antibiotic therapy yielded no bacte-
rial growth. The current presentation was one and a half 
months after this episode. He denied a history of trauma 
to the thigh. No attempts had been made to cannulate the 
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femoral vein for central venous access.
On admission, the patient was afebrile. The left thigh 

and leg were swollen. A tender, pulsatile bulge was noted 
on the medial aspect of the mid-thigh. Popliteal and pedal 
pulses were not felt on the affected side, but the foot was 
completely viable. His white blood cell count was 15,000/
µL, with 82% neutrophils and the C-reactive protein level 
was 20.6 mg/dL. A duplex ultrasound scan of the left thigh 
revealed a 4 cm pseudoaneurysm arising from middle seg-
ment of the left SFA. The adjacent segment of the femoral 
vein was thrombosed. Computed tomography angiography 
revealed bilateral SFA pseudoaneurysms (Fig. 1). The left-
sided lesion was located 16 cm below the inguinal ligament, 
and measured 4.8 cm×6.2 cm. On the right side, it was 10 
cm below the inguinal ligament and measured 1.5 cm×1.5 
cm. The two-dimensional echocardiogram was negative for 
infective endocarditis.

Infected pseudoaneurysms as a consequence of previous 
MSSA sepsis were suspected, and the patient was restarted 
on 6 hourly IV flucloxacillin at a dose of 500 mg. Repeated 
blood cultures were negative. We decided to operate on 
the symptomatic left pseudoaneurysm with pain and deep 
vein thrombosis (DVT). The SFA was explored proximal 
and distal to the lesion. The artery was extremely calcified. 
After administering 5,000 IU of IV heparin, the artery was 
clamped, and the pseudoaneurysm was opened. Surpris-
ingly, the SFA was completely transected within the capsule 
of the pseudoaneurysm (Fig. 2). The vessel was ligated on 
either side of the rupture, and thorough debridement of the 
surrounding tissue was performed. The contralateral great 
saphenous vein (GSV) was harvested, reversed, and tun-

neled lateral to the surgical field just beneath the deep fas-
cia. Vein-to-SFA end-to-side anastomoses were performed 
proximally and distally to restore limb perfusion.

Histology of the pseudoaneurysm capsule revealed in-
flamed fibrous tissue. Bacteriological culture and special 
staining of debrided tissue failed to identify an organism. 
Postoperative recovery was complicated by the breakdown 
of the thigh wound. A decision was made to warfarinize the 
patient for 3 months for DVT and to conservatively follow 
up the pseudoaneurysm on the contralateral side for the 
time being. The patient was discharged on oral flucloxacil-
lin for 3 months.

Two months later, the patient presented with massive 
bleeding from the left thigh. The prothrombin time interna-
tional normalized ratio (INR) were within therapeutic limits. 
Anticoagulation was reversed, and re-exploration revealed 
dehiscence of the distal anastomosis of the bypass. The 
graft was ligated for hemostasis. Considering the physi-
ological parameters at that time, we felt that he was not 
a candidate for a repeat bypass. The limb rapidly became 
ischemic. Despite extensive counseling, the patient refused 
amputation and died 2 days later.

DISCUSSION

A pseudoaneurysm occurs when focal damage to the 
wall of an artery is contained by the surrounding hemato-
ma. Penetrating trauma is the leading cause of such lesions. 
Traumatic pseudoaneurysms frequently occur in the com-
mon femoral artery and proximal SFA because of arterial 
punctures performed during endovascular procedures and 

Fig. 1. Computed tomography image shows bilateral pseu-
doaneurysms in superficial femoral arteries (black arrows).

Fig. 2. The opened pseudoaneurysm cavity shows complete 
transection of the superficial femoral artery (proximal end, 
white arrow; distal end, black arrow).
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recreational drug use. Simultaneous, non-traumatic, infect-
ed pseudoaneurysms affecting bilateral SFAs, such as this 
case, have rarely been reported in the literature. Elzein et al. 
[3] described such a presentation in a patient with miliary 
tuberculosis. In contrast, unilateral infected pseudoaneu-
rysm of the SFA is relatively common, and Staphylococcus 
aureus, Salmonella spp., and E.coli have been described as 
causative organisms [4-6]. As our patient had a history of 
MSSA sepsis, we suspected infection as the root cause of 
his presentation. However, blood and tissue cultures from 
the debrided pseudoaneurysm capsule failed to isolate an 
organism. This could be due to the antibiotics he received 
for the recent bacteremia.

Spontaneous transection of the SFA is rare. Spontane-
ous rupture of this vessel has been reported in patients 
with connective tissue disorders, atherosclerosis, and se-
vere vessel wall calcification [7,8].  Our patient was diabetic 
and, had ESKD. Both these conditions are risk factors for 
accelerated atherosclerosis and vessel wall calcification. In 
fact, during surgery, we found that the SFA was heavily 
calcified. Possible bacterial seeding of the vessel wall or an 
atherosclerotic plaque may also have contributed to further 
weakening of the vessel wall.

The bulk of the literature on the management of in-
fected pseudoaneurysm of the femoral artery is based on 
the experience derived from managing such lesions at the 
groin in IV drug abusers. Ligation of the artery above and 
below the pseudoaneurysm with debridement of the in-
fected tissue is the most common management strategy 
performed in these cases. This is because of the prohibitive 
risk of graft infection and rupture when reconstruction is 
performed using prosthetic material. Native superficial or 
deep veins are unsuitable conduits in these patients be-
cause they tend to be thrombosed owing to previous drug 
injections [2,9,10]. Arterial ligation appears to be fairly well 
tolerated in this group, probably because of abundant col-
lateral vessels that form as a response to the chronic arte-
rial injury associated with repeated needle punctures [10]. 
Reconstruction using a vein patch, reversed saphenous vein 
graft bypass, endovascular stenting, and ligation of the 
artery have been used as options for managing proven or 
suspected infected pseudoaneurysms of the SFA that are 
not caused by IV drug abuse [6,7,11,12]. Covered stents de-
ployed in a potentially infected field can be associated with 
stent infection and devastating outcomes [13]. In our case, 
we performed a reversed saphenous vein bypass graft to 
restore arterial continuity, as ligation of the SFA was not a 
viable option, as proven by the subsequent clinical events. 
To avoid traversing the graft through an infected field, we 
tunneled it laterally under the deep fascia of the thigh. De-
spite taking such precautions to avoid graft infection, our 

patient suffered disruption of the distal anastomosis, which 
was probably a consequence of infection secondary to his 
thigh wound breakdown.

SFA pseudoaneurysms, which are small, asymptomatic, 
and without pressure effects, can be managed conserva-
tively [7]. However, this strategy may not be suitable for 
an infected pseudoaneurysm, and our patient would have 
eventually required intervention for the right-sided lesion. 
The decision to warfarinize the patient was based on cur-
rent recommendations to treat provoked, proximal DVT 
with therapeutic anticoagulation for 3 months [14]. Consid-
ering the history, location of the bleeding, and the thera-
peutic INR level, immediate re-exploration was performed, 
suspecting secondary hemorrhage from the graft.

When the patient presented with bleeding, removal of 
the infected graft and a repeat bypass using an autologous 
vein would have been an option. Considering the DVT in 
the right femoral vein and the previous wound breakdown 
directly over the course of the right GSV, the ipsilateral GSV 
was not a suitable conduit. Alternative options would have 
been to harvest an arm vein or create a composite graft 
using the residual segment of the contralateral GSV. Both 
these procedures would have been time consuming, and 
at that time, we felt that the patient’s physiology would 
not have permitted such an extensive procedure. Despite 
following the ‘life before limb’ principle, the patient un-
fortunately passed away due to multiple comorbidities and 
complications of an ischemic limb.
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