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Upper extremity arterial aneurysms are rare. They are mostly false
aneurysms. True brachial artery aneurysms are even rarer than false
aneurysms.1 They usually occur after trauma or may be idiopathic.

We report a case of brachial artery true aneurysm which developed in a pa-
tient with history of polio and depended on a crutch to support his walking.

CASE REPORT

A 51-year-old male patient was admitted to the clinic with coldness, numb-
ness and pain in the right forearm and hand which began five hours previ-
ously. His clinical history revealed paresthesia of the right hand which
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began one month ago. His right leg was shorter and
thinner due to a complication of childhood polio
infection. He walked using a home-made crutch.
He placed the crutch at a point over the mid-upper
part of his right arm, held the crutch with his left
hand to support his left leg (Figure 1).

Right brachial artery pulse was absent on
physical examination. The axillary artery pulse was
present and strong. There were no bruits, pulsatile
masses or tenderness at the lateral region of the
right neck which would otherwise make us think
of thoracic outlet syndrome. His cardiovascular,
respiratory and other system examinations were
normal. No abnormalities were found in the elec-
trocardiogram or laboratory tests. 

The patient was operated anticipating acute
embolism of the right upper extremity. The right
brachial artery and its branches were exposed via
an oblique incision after local anesthesia of the an-
tecubital region obtained using prilocaine. Em-
bolectomy was performed proximally and distally
through an arteriotomy of the brachial artery.
Abundant amount of fresh thrombus was extracted
both proximally and distally including both distal
branches. Flow and backflow were restored. The
arteriotomy was closed using a 6-0 propylene su-
ture. Distal pulses were strongly palpable after the
operation. 

Echocardiography was performed on postop-
erative first day to rule out intracardiac thrombus.
There was no intracardiac thrombus. The patient
was discharged with 150 mg of acetylsalicylic acid
per day. 

The patient was again admitted to our hospi-
tal with symptoms similar to his preoperative
complaints 15 days postoperatively.  This time,
an urgent right upper extremity computerized to-
mographic angiogram was performed. A saccular
right brachial artery aneurysm beginning just dis-
tal to the axillary artery was detected (Figure 2). He
was operated again. The right arm was explored
making a 5 cm incision on the medial side along
the brachial artery line under local anesthesia with
sedoanalgesic support. The brachial artery had lost
its integrity. A 6 cm segment of the artery was

aneurysmatic with a maximum diameter of 2.5 cm.
After administration of 5,000 units of intravenous
heparin, the proximal and distal ends of the
aneurysm were clamped. The aneurysmal sac was
opened. There was organized mural thrombus. The
intima was irregular. The proximal flow was satis-
factory. There was no thrombus proximal to the

FIGURE 1: The patient is seen with the homemade crutch which caused
repetitive trauma to the brachial artery.

FIGURE 2: The surgical exposure of the aneurysmatic right brachial artery.
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aneurysm. A 4F Fogarty embolectomy catheter was
introduced to the distal segment. The catheter
could be barely proceeded 5 cm distally. Upon sus-
picion of distal stricture, the previous bifurcation
incision was reopened. An intimal flap of 1 cm
length belonging to a dissected segment progress-
ing onto the ulnar artery and organized thrombus
were detected at the bifurcation of radial and ulnar
arteries. Thrombectomy was performed to the ra-
dial and ulnar arteries. Backflow was satisfactory.
The intimal dissection was repaired using propy-
lene sutures. The distal incision, which was the site
of the previous embolectomy, was closed using a
saphenous patch in order to prevent a possible
stenosis. The aneurysmal brachial artery segment
was resected and a saphenous vein greft interposi-
tion was performed. Brachial, radial and ulnar
pulses were strongly palpable after operation. 

The patient was informed of the etiology of
the aneurysm. He was told that the aneurysmal de-
velopment in his right brachial artery and subse-
quent thromboses were due to his self-made
crutch. He was instructed to buy a new orthopedic
crutch. The patient was discharged on 150 mg
acetylsalicylic acid and 30 mg of diltiazem t.i.d on
postoperative second day. He was examined two
months after the operation. His brachial, radial,
and unlar pulses were palpable. There was no ad-
ditional problem. 

DISCUSSION 

Upper extremity arterial aneurysms are uncommon
lesions and most of them are false (pseudo)
aneurysms.1,2 True brachial artery aneurysm is a
rarely observed entity which may, in time, cause
ischemic complications in the forearm and hand
with occasional venous and median nerve com-
pression leading to edema and neurological com-
plaints. Etiology mostly includes repetitive trauma
and atherosclerosis, or the aneurysm is classified
as idiopathic.3.4 Sometimes etiology of a true
brachial artery aneurysm may include congenital
or metabolic disorders such as Kawasaki’s syn-
drome, Buerger’s disease, Kaposis’s sarcoma, neu-
rofibromatosis (von Recklinghausen’s disease) and
cystic adventitial disesase.1,5,6 A Raynaud’s disease

patient who used crutches and had a brachial ar-
tery aneurysm has been reported.7 Most of the lit-
erature related to true brachial artery aneurysms
consist of case reports because they are seen spo-
radically.8-10

Our case had a short and slim left leg due to a
complication of polio and needed a crutch to walk.
The patient obtained balance by propping the
home-made crutch against the upper middle part
of his right arm. However, the repetitive chronic
trauma and possible turbulance in arterial flow
caused by this compression may have led to a dis-
ruption in the arterial wall in his right brachial ar-
tery. Although the mostly encountered cause of
true brachial artery aneurysm is repetitive blunt
trauma, iatrogenic causes may also be seen.3,11 For
example, repetitive arterial punctures may cause
true aneurysms by disrupting the arterial wall7 al-
though they usually cause pseudoaneurysms.12 Ar-
teriovenous fistulae may also cause brachial arterial
dilatation and aneurysm.9 Periquet et al. reported a
very unusual case in whom a distal entrapment
type brachial artery aneurysm developed due to an
anomaly of the insertion of the pronator teres mus-
cle.9

True brachial artery aneurysms can easily be
treated by surgical methods. They can be repaired
by aneurysm resection. When the length of the
aneurysm precludes end to end anastomosis be-
tween remaining healthy arterial ends, saphenous
or other autologous vein greft interposition may be
used. There are also reports of percutaneous en-
dovascular treatment in poor surgical candidates.11

This type of management is costlier. 

Patients diagnosed with brachial artery
aneurysm should undergo surgical treatment with-
out delay because distal thromboembolism may
cause loss of a digit and even an extremity. Rupture
is also an impending possibility.5

In our patient, emergency embolectomy was
carried out in the first place because the symptoms
of the patient were interpreted as acute embolus.
Because the underlying pathology was not diag-
nosed in the first hospitalization, the patient had to
undergo a second operation. Therefore the possibil-



ity of brachial or axillary artery aneurysm should
come to mind in patients presenting with upper ex-
tremity edema, median nerve symptoms or embolic
complaints, if history of trauma or use of crutches
is present. Timely diagnosis and early surgery are
important. In this way, we can decrease complica-
tion risks and prevent possibility of repetitive em-

boli, rupture or loss of extremity and also prevent
additional operations, as we had to perform in our
case.
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