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Unusual presentation of a tibial artery false aneurysm
Paul Rowe, Peter Taylor, Alfred Franklin, Ian McColl, Anthony Missen and John
Spencer
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Peripheral aneurysms of the leg are rare, and nearly always involve the popliteal artery.
Summary:
We describe the unusual presentation of a swollen leg caused by a large false aneurysm of a branch of the
posterior tibial artery. This developed in the absence of either a history of trauma, local infection or
infective endocarditis.
Introduction

Swelling in the calf with no history of trauma is usually
secondary to deep vein thrombosis, ruptured Baker's
cyst, tumours of the bone or soft tissue. We report the
case of a patient with a swollen calf due to a large false
aneurysm of a branch of the posterior tibial artery.
Case report

A 67 year old man presented with a two year history of
a progressively enlarging painless swelling of the right
calf. There was no history of rheumatic heart disease,
infective endocarditis, intermittent claudication, local
infection, trauma or previous surgery. On examination there was a firm, non-pulsatile swelling involving
the whole of the right calf, sparing the popliteal fossa.
All peripheral pulses were present and equal. He was
hypertensive (blood pressure 160/100mm Hg), but
there were no cardiac murmurs or audible peripheral
bruits. No abnormality of cardiac valves was revealed
by echocardiography.
Radiographs showed some expansion and bowing
of the shaft of the right fibula with periosteal elevation
and bony erosion (Figure la, lb). A bone scan (Figure
2) revealed increased uptake of technetium methylene
diphosphonate (9TcMDP) in the shaft of the fibula
and in soft tissues posterolateral to it. In addition the
dynamic phase of the scan demonstrated increased
blood flow in this region. Contrast enhanced computerized axial tomography (Figure 3) showed a large,

well demarcated soft tissue mass involving the soleus
muscle. There was increased vascularity in the inferior
portion of this mass which also contained fat and soft
tissue. On the basis of these radiological features the
lesion was thought to be a benign tumour. However, at
exploration of the right calf a large aneurysm, probably originating from a branch of the posterior tibial
artery was found. This was excised (Figure 4).
It measured 130 x 90 x 66 mm. No obvious artery
of origin was seen with the naked eye. Bisection
showed it to have a leathery wall, 3 mm thick. While
the greater part of its lumen was filled with woodyhard laminated thrombus, there was a residual lumen
at one end, close to which the wall showed a constriction. Microscopy showed the wall to be densely
fibrous and devoid of arterial elements. There was
negligible organization of the thrombus confined to its
periphery. No inflammation was present. The
appearances were those of a false aneurysm of long
standing.
There were no post-operative complications and the
pedal pulses remained unchanged. Post-operative
angiography revealed no abnormality in the arterial
vasculature of the right leg. A post-operative bone
scan, in essence an isotope arteriogram, showed the
absence of the 'accumulation' of radionuclide seen in
the pre-operative scan (Figure 2), which was, in
retrospect, in the lumen of the false aneurysm.
Discussion
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Painless progressive swelling of the calf of 2 years
duration would exclude deep vein thrombosis or a
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Figure 1 (a and b) Straight and lateral radiographs showing an abnormal bowed right fibula with marked periosteal
elevation and bony erosion.

ruptured Baker's cyst as causes, since both have an
acute painful onset. The physical signs, length of
history and investigations indicated that this was a
benign lesion originating in either the bone or soft
tissues of the calf; by contrast the vascularity of the
lesion suggested sarcomatous changes.
The final diagnosis was unsuspected. The absence of
palpable pulsation was most likely attributable to
throsimbotic occlusion of most of the lumen of the
aneurysm, while the constrictive effect of the fascial
compartment below the knee may have been a contributing factor.'2 Computerized tomography failed to
reveal any connection to an artery but did, in retrospect, show contrast present in the small residual lumen
of the aneurysm. Angiography often fails to demonstrate peripheral aneurysms,' and while this procedure
might have been helpful in making a diagnosis, it was
declined by the patient.

The most commonly encountered peripheral
aneurysms occur in the popliteal artery.3'4 Aneurysms
of the leg may be secondary to atherosclerosis,' a
penetrating or other traumatic injury,6 or infective in
origin, either from local sepsis or septic embolism.7
Despite the absence of any focus of infection, history
of trauma, and the normality of the heart valves, the
size of the aneurysm, its fibrous wall, and the normal
post-operative arteriogram were in keeging with a
false aneurysm. Although no history o4 trauma was
obtained, the patient was a poor historian: consequently this possibility cannot be eliminated as false
aneurysms can certainly develop in the absence of a
penetrating injury.8
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Figure 2 The dynamic phase of the bone scan showing
abnormal tracer accumulation in the shaft of the fibula
and in soft tissues postero-lateral to it (arrowed), interpreted as the residual lumen of the false aneurysm.

Figure 3 Contrast-enhanced computerized tomogram of both calves demonstrating the abnormal, flattened,
deformed fibula and large well defined soft tissue mass involving the soleus muscle on the right. Contrast is present in
the small residual lumen of the aneurysm whose sac is delineated by arrow.
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Figure 4 The bisected aneurysm showing obliteration of the lumen (except at one end) by hard laminated thrombus of
long standing. Both above and below the constriction, the wall proved wholly fibrous.
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