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INTRODUCTION 

A true deep femoral artery aneurysm (DFAA) is extremely 
rare. It is difficult to find a true aneurysm of small size 
because of its anatomically deep location. The symptoms 
of an aneurysm could be a thigh pain, toe ischemia, leg 
swelling, or numbness derived from the mass effect of an 
aneurysm or rupture [1–6]. A true DFAA grows slowly than 
a false aneurysm. There are several treatment options, such 
as ligation, resection of the aneurysm with or without a 
vascular reconstruction, and endovascular treatment. We 
successfully treated a patient with a true DFAA who had an 
aneurysmectomy without a vascular reconstruction.

CASE

A 55-year-old man with a pulsatile mass and pain in his 
left thigh was presented to us. Thirty years ago, he had 
suffered a right clavicle fracture, which was fixed with 
an implant. Otherwise, he has been healthy except for the 

mass in his thigh. He does not smoke. He has no history of 
other traumas in his leg, or any interventions, operations, 
diabetes mellitus, or hypertension. No local or systemic 
infection was reported. An ultrasonography indicated 
a 10 cm sized DFAA with calcification. The computed 
tomography (CT) showed that the aneurysm had originated 
from a left deep femoral artery, sparing the proximal 
first branch. The DFAA was 10 cm×7 cm in size with a 
mural thrombus (Fig. 1). There are many calcifications 
only in the left femoral artery. The surgical operation was 
planned because of the large size of the aneurysm without 
considering the endovascular intervention. The surgery 
was performed through a longitudinal incision along the 
deep femoral artery. The common femoral artery and deep 
femoral artery were isolated. The proximal neck of the 
aneurysm was isolated at a 2 cm distal from the origin of 
the first branch of the deep femoral artery. An aneurysm 
sac was dissected from the surrounding tissues (Fig. 2). The 
aneurysm sac was opened without any control of the distal 
neck of the aneurysm. There was a massive blood flow 
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A 55-year-old man with a palpable pulsatile mass and pain in his left thigh 
was presented to us. He had no history of trauma in his left leg, interventions, 
operation, or medical diseases, including cardiac valve disease, endocarditis, 
and systemic infection. The size of the aneurysm was 10 cm×7 cm with a mural 
thrombus in ultrasonography and multidetector computer tomography. There 
was no evidence of other aneurysms or occlusive lesions in the other arteries. The 
aneurysm was resected without a vascular reconstruction of the deep femoral 
artery. The patient’s symptom improved rapidly. The patient had an uneventful 
postoperative recovery without complications. We report a case of true deep 
femoral artery aneurysm, which was successfully treated with resection of an 
aneurysm without a vascular reconstruction.
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from the distal neck. The distal neck was dissected and 
ligated. An aneurysm was resected without a reconstruction 
between the proximal and distal deep femoral artery. He 
recovered without any leg swelling, distal ischemia, or 
other sequelae. In postoperative CT, the proximal and distal 
branches of the deep femoral artery were opened and the 
portion of DFAA was not visible. He has not complained of 
any kind of discomfort, pain, or swelling in his left leg.

DISCUSSION

DFAAs have usually been reported as a case report. To 
date since the first report of Pappas et al. [1], approximately 
140 DFAAs have been reported in the English literature [2–
4]. Two cases have been reported in the Korean literature 
[5,6]. Although the etiology of DFAA is quite similar to 
an aneurysm at other sites, a false aneurysm caused by a 
penetrating injury, fracture, or iatrogenic injury is much 
more frequently found than a true aneurysm. It has been 
postulated that the deep femoral artery surrounded by 
the adductor muscle is resistant to atherosclerotic and 
aneurysmal change. The pulsatile mass with or without pain 
is the most frequent complaint. The other less frequent 
symptoms are leg swelling [7] by venous compression, toe 

Fig. 3. In postoperative computed tomography, the mid 
portion of the left deep femoral artery is not seen. However, 
the distal branch is visible by the collateral flow. There are 
many calcifications at the common femoral, superficial and 
deep femoral arteries in comparison with the right femoral 
artery or aortoiliac artery.

A B

Fig. 1. (A) In preoperative com-
puted tomography, an axial scan 
shows a 7.3-cm-sized aneurysm 
in the left deep femoral artery 
with mural thrombi. (B) A re-
constructed image shows a 10-
cm long aneurysm in the left 
deep femoral artery.

A B

Fig. 2. (A) Intraoperative image 
shows a left deep femoral artery 
aneurysm. (B) The resected athe-
rosclerotic aneurysm with mural 
thrombus. The arrow indicates 
the inner wall of the aneurysm.
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