
Femoral Artery Aneurysm Repair at Aorto-femoral 
Anastomotic site

Abstract
Vessels are considered aneurysmal when it enlarges to about 1.5-2x the normal size of the vessel. True aneurysms 
include all layers of the vessel wall and pseudoaneurysms , which are more commonly seen following iatrogenic 
trauma from arterial cannulations, do not involve all layers of the vessel wall. True femoral artery aneurysms are 
very rare. The main risks associated with femoral artery aneurysms include occlusion, distal embolization and 
rupture. Femoral artery aneurysms are bilateral in 70% of the cases and 25% have an associated abdominal aortic 
aneurysm or iliac artery aneurysm (1). Risk factors include smoking, hypertension, connective tissues disorders and 
atherosclerosis. Most of these are discovered on physical exam or incidental imaging findings. They present as a 
bulge or mass in the groin which is pulsatile and cause edema due to venous compression, pain or a DVT. When 
these are discovered a thorough physical exam and history is performed to assess for distal embolization, infection 
or trauma. Femoral artery aneurysms are further interrogated with ultrasound and/or CTA when there is question 
about the diagnosis or when planning of future repair.   
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Discussion
Femoral artery aneurysms are rare but the second most common peripheral artery aneurysm behind popliteal artery 
aneurysms. The accurate incidence of the disease is unknown due to the number of cases encountered with the vast 
majority being case reports (4). Most femoral artery aneurysms occur following endovascular access and 
interventions but chemotherapy has been linked to the rupture of abdominal aortic aneurysms(5). Possibly the 
patients chemotherapy was a contributing factor to the aneurysm’s development or the fall he sustained prior to 
presentation. One case report suggests screening for patient with vascular reconstructive surgery (6). Further 
studies are needed to determine whether screening is beneficial or if there is an indication.  

Case
67M with a past medical history of COPD, coronary artery disease and currently undergoing chemotherapy and 
radiation for stage IV lung adenocarcinoma and a past surgical history of an aortobifemoral bypass graft for severe 
aorto-iliac occlusive disease in 2020 presents to the Emergency Room with weakness and fatigue causing a fall at 
home. He had recently been treated for pneumonia with antibiotics and presented with a cough, fever and 
tachycardia. He received a trauma CT scan and an incidental, 6cm left femoral artery aneurysm at the end to side 
anastomosis of the left limb between his aortobifemoral bypass graft and his common femoral artery. No fluid 
collection was appreciated on CT but there was concern for seeding of the graft of infection from to his concurrent 
pneumonia which caused the aneurysm to develop. Another etiology was from trauma. He was seen by the 
Medicine, Hematology/Oncology, Pulmonology and Palliative services and optimized for repair of his aneurysm. 

An oblique,  suprainguinal incision was made followed by deep dissection into the per-peritoneal space. The 
pulsatile PTFE graft was identified. Circumferential dissection was performed and proximal control was obtained. 
A second longitudinal incision was made over the femoral aneurysm one inch below the first incision. The 
aneurysm was entered and bleeding was immediate. Direct pressure was applied to prevent backbleeding from the 
graft. A Fogarty was advanced and inflated with a three-way stopcock for hemostasis. The sac was debrided, sent to 
pathology and cultures were obtained. No purulence was identified and the wound was irrigated. The femoral 
anastomosis was disrupted 15mm and was repaired with a running 5-0 proline. The vessel was flushed and the skin 
was closed. Cultures grew Corynebactrium and Pseudomonas and were sent to Mayo Clinic for further studying. 
ID was consulted. (Case still in progress at time of poster)
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