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Abstract
We describe a case of an 88-year-old female patient with several cardiovascular risk factors presented with diameter 

increase of the right iliofemoral pseudoaneurysm during the follow-up, after TEA of the CFA. DUS and CTA showed a large 
pseudoaneurysm (approximately 3 × 5 cm) at right thighs from distal external iliac artery with DFA connection. Because the 
severe comorbidity and the bilateral occlusion of the superficial femoral artery (SFA), the left percutaneous femoral path 
was undertaken following the cross-over technique. At the beginning two nithinol self-expanding stents and subsequently 
other endo-stents within the proximal portion of the deep femoral artery were implanted, with the successful exclusion of the 
pseudoaneurismatic sac. The endografts remain patent at 12 months with clear regression of the iliofemoral pseudoaneurysm. 
This case demonstrates that an endovascular approach can be an excellent treatment for aneurysms of the iliofemoral artery, 
thereby avoiding an open surgical procedure while preserving the patency of the deep femoral artery.

Introduction
The pseudoaneurysm can be determined on any site where 

there is an anastomosis between a prosthesis and ad arterial vessel, 
but the inguinal site is the most commonly encountered.

Despite the remarkable advances in recent years for of the 
reconstructive vascular surgery, with the related reduction in 
the complications of these interventions, the formation of false 
aneurysms in anastomosis of arterial prostheses still remains with 
a significant incidence of 4-6%, as described by Szilagyi [1].

About the etiology, already in the past, a great deal of 
importance has been attached to the suture materials used: in fact, 
a degeneration secondary to phagocytosis by monocytes due to 
the silk sutures has been highlighted. Silk abandonment in favor 
of synthetic material has greatly reduced the incidence of this 
complication [2]. The infection is undoubtedly one of the most 
important etiologic factors: bacterial proteases inactivate the 
arterial wall and cause collapse along the anastomotic line [3-4].

Although there are considerable changes in arterial 
prostheses, structural reactions still occur in them determined by 

a reaction of the organism, thus determining the easy overlap with 
chronic bacterial actions. Mechanical causes play an important 
etiological role in the failure of anastomosis: this is demonstrated 
by the greater inguinal incidence where there is an active joint, 
especially if the prosthesis is subjected to excessive tension. 
Even the stiffness of the prosthesis itself may require the arterial 
suture, but modern materials are, however, much more soft and 
elastic. Still among the mechanical factors, but not least, it must 
be considered a bad haemodynamic flow at anastomosis level [5]. 
However, the most important factor in the etiology of anastomotic 
pseudoaneurysm is the artery degeneration in which the prosthesis 
is sutured [6]. The treatment of the pseudoaneurysms is mainly 
surgical to avoid the risk of increase in volume up to the rupture 
and consequent hemorrhage. The frailty of some patients has a 
particular negative influence on the results of major elective surgery 
compared to minor surgery with a percentage of complications in 
major surgery close to 43.5% [7]. We report an 88-year-old female 
with several cardiovascular risk factors who presented with a right 
iliofemoral pseudoaneurysm (IFPA), found 1 year after femoral 
endarterectomy, complicated 4 months later from a fistulous 
cutaneous tract, negative at each microbiological examination.
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Presentation of Case
Our patient is an 88-year-old female with significant cardiac 

comorbidity, diabetes mellitus, hypertension, dyslipidemia, 
presented with diameter increase of the right iliofemoral 
pseudoaneurysm during the follow-up, found 1 year after a femoral 
endarterectomy (bovin pericard patch) complicated 4 months later 
from a fistulous cutaneous tract.

Duplex Sonography (DUS) showed a large pseudoaneurysm 
(approximately 3 × 5 cm) at right thighs from distal external iliac 
artery with DFA connection; no clinical and laboratory signs of 
infection were detected by bacteriological culture.

Computer Tomographic Angiography (CTA) showed an 
iliac-femoral-pseudoaneurysm (IFPA) bilobed starting after a tight 
stenosis at the distal external iliac artery (EI) and about 6 cm to the 
deep femoral artery (DFA) origin.

Due to the severe comorbidity and the bilateral occlusion 
of the SFA, the left percutaneous femoral path was undertaken 
following the cross-over technique under local anesthesia (Figure 
1), with prior deployment of two nitinol self-expanding stents 
6mmx4cm and 6mmx6cm (Boston Scientific Innova™ Over-the-
Wire Self-Expanding Stent System) for greater stabilization and 
the presence of tortuosity on the ileoprofunda axis, and then with 
subsequent use of two 6mmx10cm and 6mmx5cm peripheral 
endografts (Viabahn; W.L. Gore & Associates, Flagstaff, AZ) 
via the left limb into the proximal right deep femoral artery, with 
successful exclusion of the pseudoaneurysm (Figure 2). The 
endografts remain patent at 6 and 12 months at the ultrasound 
check, with regression noted in the pseudoaneurysm itself.

Arteriography

Figure 1: The left percutaneous femoral path was undertaken following 
the cross-over technique under local anesthesia.

Figure 2: Successful exclusion of the pseudoaneurysm.

Discussion
Arterial reconstructions including primary suture closure or 

by-pass surgery with venous or prosthetic grafts may lead to a Para-
Anastomotic Aneurysm (PAAs) as a late and rare but challenging 
complication [8]. As already mentioned, PAAs are often related 
to graft infection, but they may be caused by sterile degenerative 
processes [9]. They can have some life-threatening consequences, 
such as erosion of adjacent tissues, distal embolization from mural 
thrombus and rupture of the aneurysmal sac [10].

In recent studies the incidence of femoral aneurysms has 
been reported as 0.1-5% after groin procedures such as cardiac 
catheterization [11] and 1-10% after vascular reconstructions [12]. 
The etiology of the anastomotic aneurysms includes prosthetic 
graft infection, an ongoing previous dilatation process [13] or 
peripheral occlusive disorders [14].

In our case, femoral reconstruction (TEA) was sterile and by 
taking information from previous imaging studies, the growth of 
aneurysmatic sac was shown during the follow up.

The achievement of a greater support for the endografts 
(Viabahn; W.L. Gore & Associates, Flagstaff, AZ) due to the 
preliminary deployment of two nitinol self-expanding stents 
(Boston Scientific Innova™ Over-the-Wire Self-Expanding Stent 
System) associated with dilatation of upstream stenosis it was 
the goal of the procedure. One of the main reasons for using this 
type of peripheral endografts (GORE® VIABAHN®) in our case is 
because it effectively covers and seals off diseased tissue, enabling 
high potencies regardless of lesion length, as well as being made of 
nitinol, a flexible and very resistant metal especially at the flexions 
of the inguinal region.
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During the procedure, we routinely used an intra-arterial 
bolus of 5,000 IU of unfractionated heparin which attenuates 
within one hour (dose that can be adjusted from 30 to 80 IU/kg 
depending on the patient’s body weight).

The dual antiplatelet therapy, constituted from ASA in 
combination with clopidogrel or ticlopidine, used in most studies 
[15], was maintained for at least 3 months. We recommend ASA 
as a therapy periprocedural and maintenance therapy depending on 
the concomitant clinical condition of the patients.

Intravascular therapy using stent grafts is a highly effective 
choice for the treatment of the anastomotic aneurysms. However, 
it has some important limitations, such as aneurysms located in the 
close vicinity of major arterial orifices [16]. In this case, the orifice 
of the DFA was included in the aneurysmal segment.

This procedure demonstrates that an endovascular approach 
can be an excellent treatment for aneurysms of the iliofemoral 
artery, thereby avoiding an open surgical therapy while preserving 
the patency of the DFA.

The treatment of complications should be based on the 
least possible invasiveness, but at the same time, at maximum 
effectiveness, avoiding the complication of the complication, 
especially in elderly patients.
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