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A 39-year-old man who used intravenous fentanyl pre-
sented to the emergency department with a 1-month 
history of a painful, progressively enlarging pulsatile 

mass in his right antecubital fossa (Figure  1). He did not 
report fever. We auscultated a bruit over the mass and sus-
pected an aneurysm. We ordered computed tomography 
angiography and Doppler ultrasonography of the patient’s 
right arm. The findings were consistent with a pseudoaneur
ysm of the brachial artery with retained needle fragments 
(Appendix  1, available at www.cmaj.ca/lookup/doi/10.1503/
cmaj.201843/tab-related-content). We made a presumptive 
diagnosis of an infected (mycotic) pseudoaneurysm. 

After ordering 3 sets of blood cultures, from which no 
organism was grown, we prescribed empiric therapy with van-
comycin and piperacillin–tazobactam, which was transitioned 
after several days to amoxicillin–clavulanate (875  mg/125  mg 
administered orally every 12  h) for a total of 4  weeks. The 
pseudoaneurysm was bypassed surgically. Potentially infected 
tissue and needle fragments were left in situ because of the 
high operative risk associated with their removal. Our patient 
recovered uneventfully.

The term pseudoaneurysm describes a collection of 
blood that is not bounded by all 3 layers of the arterial wall; 
the cause is usually trauma, which may include intravenous 
drug use.1 In this setting, infection may occur through direct 
inoculation of microorganisms into the vessel wall or via 
seeding of a pre-existing pseudoaneurysm through the sys-
temic circulation.2 Mycotic pseudoaneurysms classically 
present as painful, pulsatile, enlarging masses with local 
signs of infection. In 1 case series involving 50 patients with 
mycotic aneurysms secondary to intravenous drug use, the 
following findings were reported: fever (48%), a tender 
indurated mass (92%), a pulsatile mass (52%) and presence 
of a bruit (48%).2 Results for blood cultures are positive in 
50%–85% of cases.3 

Management comprises antibiotic therapy and surgical inter-
vention, including excision when possible, and revascularization 
as required.2 Differentiating mycotic pseudoaneurysms, particu-
larly when not pulsatile, from abscesses, is important because 
attempted incision and drainage of a pseudoaneurysm can 
result in catastrophic hemorrhage. 
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Figure 1: Right arm of a 39-year-old man who uses intravenous drugs 
showing a pulsatile mass (8 cm in diameter) superior to the antecubital 
fossa with a visible puncture site and overlying erythema.
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