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Abstract  Case Report 
 

Purpose: To represent the clinical usefulness of duplex-guided compression in the evaluation and treatment of 

iatrogenic femoral pseudo- aneurysms. Case Report: A 14 year old female patient presented to Department of Vascular 

Surgery BSSMU with a complaint of swelling on the left medial aspect of thigh since birth. She underwent surgical 

intervention twice at the age of 7 years and 12 years. However the lesion kept growing recurrently over the left medial 

thigh after two surgical interventions over the period of 7 years. The lesion was present on left medial aspect of thigh, 

extending from mid thigh to knee joint. The swelling was measuring around 7.5 cm × 4.0 cm. The overlying skin was 

normal. There was longitudinal scar marks of the previous surgery were seen. The swelling was soft, compressible and 

non tender on palpation. The overlying skin was normal borders were ill defined and diffuse. There was no bruit, thrill, 

pulsation or rise in temperature. Duplex ultrasound scanning was done to confirm the diagnosis, which revealed and 

MRI was done before planning for surgery to see the extent and nature of the lesion. Conclusions: This case revealed 

that In case of vascular malformation, soft tissue and skeletal overgrowth is a common problem with lesions specially 

when sited around the growth plates of the long bones. Surgical excision should be the line of treatment and ensures 

least down time, morbidity and recurrence rate. Clinicians dealing with vascular problems should be aware of this 

lesion where early surgical intervention provides optimal results, however should also keep in mind that recurrence of 

such kind of lesion is high. 
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INTRODUCTION 
Vascular lesions are among the most common 

congenital and neonatal abnormalities. Many terms are 

used to refer to this lesion, notably, arteriovenous 

aneurysm, cavernous haemangioma, central 

haemangioma, pulsatile haemangioma, angioma, 

arteriovenous shunt, arteriovenous malformation [1]. 

Before 1980s, vascular lesions were referred to as 

“haemangiomas” [2]. An understanding of vascular 

lesions has been greatly facilitated by the work of 

Mulliken and Glowacki [3]. Thereafter the vascular 

lesions were subdivided into haemangiomas and 

vascular malformations [4]. These lesions are the result 

of an embryologic abnormality of the vascular system. 

Haemangiomas are caused by a failure of differentiation 

in the early stages of embryogenesis. Usually they are 

extraosseous, more commonly appear in childhood and 

tend to regress or disappear in adolescence. They are 

rarely associated with fatal haemorrhages [5]. Venous 

malformations are caused by a disturbance in the late 

stages of angiogenesis (trunal stage) and result in the 

persistence of arteriovenous anastomosis present during 

embryonic life [3] they may be capillary, lymphatics, 

venous, arterial or mixed. They occur equally in males 

and females. All vascular malformations are present at 

birth. Although not clinically evident initially they may 

appear at different stages of life. The main 

characteristic feature of vascular malformations is that 

they never show signs of involution [6]. Capillary, 

lymphatic and venous malformations are classified as 

“low-flow” lesions. Arterial and arteriovenous 

malformations are often referred as “high-flow” 

vascular malformations and are often the cause of 

massive, sometimes fatal haemorrhages [6]. There are 

different treatment modalities, depending on the depth 

of the vascular malformation present, its anatomical 

location and extent.  
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CASE REPORT 
A 14 year old female patient presented to 

Department of Vascular Surgery, BSMMU with a 

complaint of swelling on the left medial aspect of thigh 

since birth. She underwent surgical intervention twice at 

the age of 7 years and 12 years. However the lesion 

kept growing recurrently over the left medial thigh after 

two surgical interventions over the period of 7 years, 

details of the surgical findings were not known. 

Currently she presented with the swelling and pain for 

last one year. Swelling was increasing in nature and 

disappear specially while lying flat and after 

compression. Pain occurs specially while walking for 

long period of time. However there was no history of 

discoloration of the swelling and ulceration over the 

swelling. For pain she was having NSAIDS regularly. 

The lesion was present on left medial aspect of thigh, 

extending from mid thigh to knee joint. The swelling 

was measuring around 7.5 cm × 4.0 cm. The overlying 

skin was normal. There was longitudinal scar marks of 

the previous surgery were seen. The swelling was soft, 

compressible and non tender on palpation. The 

overlying skin was normal borders were ill defined and 

diffuse. There was no bruit, thrill, pulsation or rise in 

temperature. The following investigations were carried 

out to reach the diagnosis. Duplex Scan revealed 

multiple hypo-echoic areas within the swelling, Hypo-

echoic areas contains venous type of blood flow. No 

arterio-vennous connection was detected Shown in 

Figure 1-4. MRI revealed mild swelling on the medial 

aspect of knee joint. Multiple nodular and tubular 

structures denoting dilated and tortuous vessels giving 

seperntine like appearance within the muscles of the 

anterior medial aspect of lower part of thigh involving 

vastus medialis, vastus intermedius and part of the 

adductor magnus muscles, hypointense on T1 against 

the muscular high signal fatty tissue. On T2 and T2 

FATSAT sequences the structures are hyperintense. 

This area is measured about 7.98cm X 3.87cm. 

Impression suggestive of vascular malformation. FNAC 

report suggested that the swelling was vascular 

malformation. 

 

 
Fig-1: Flow within swelling left knee 

 

 
Fig-2: Color flow within swelling in left knee 

 

 
Fig-3: Color flow with swelling on the left knee 

 

 
Fig-4: Flow within swelling in left knee 

 

 
Fig-5 
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Fig-6 

 

 
Fig-7 

 

 
Fig-8 

 

DISCUSSION 
Vascular lesions can be divided into two major 

types with distinct clinical characteristics. The first type 

is designated as hemangiomas. These lesions are 

present at birth 40% of the time, usually appearing as a 

small red mark, with a female predilection of 5:1. They 

typically show rapid neonatal growth characterized by 

endothelial cellular hyperplasia and proliferation in the 

proliferative phase, followed by slow regression to a 

variable extent characterized by diminished cellularity 

and fibrofatty deposition in the involuting phase. The 

second type is designated as vascular malformations. 

These lesions are recognized at birth 90% of the time 

with no sex predilection. They grow commensurately 

with the child and do not regress. Histologically they 

are characterized by “mature” endothelium that are not 

hypercellular and show a normal endothelial cell cycle. 

They may have any combination of capillary, venous, 

arterial, and lymphatic components, with or without 

fistulas, although most of these lesions are 

predominantly venous in type. This cell-oriented 

analysis has since gained wide acceptance because of its 

diagnostic applicability, which helps in planning 

therapy [7]. Venous malformations have an incidence of 

one to two in 10,000 births, prevalence of 1%, are 

present at birth and grow proportionately with age 

causing various clinical presentations [8]. Histological 

abnormalities of the smooth muscle–pericyte 

component within vascular channel walls of VMs are 

hypothesised as a potential cause of many VMs [9]. 

There are many approaches to treat the vascular 

malformations. In this case total excision of the 

vascular malformation with ligation of the vessel were 

done. In general, laser therapy and an embolization 

followed by surgical excision are the most favourable 

treatment modalities. Embolization consists of 

occluding the vessel contributing to the lesion. Several 

materials such as Polyvininyl alcohol, particles, muscle, 

Gelfoam, Cynoacrylate, metal coils, collagen etc have 

been used [8]. Blood is redirected to the collaterals 

which are angiographically invisible due to limited 

perfusion, dilate as a result of the haemodynamic 

change and reirrigate the malformation, because of this 

lesion may occur. Hence the embolization confined 

with surgical treatment is still the most conventional 

modern approach [10].  

 

CONCLUSION 
In case of vascular malformation, soft tissue 

and skeletal overgrowth is a common problem with 

lesions specially when sited around the growth plates of 

the long bones, lower limb overgrowth causes a limp 

and a painful scoliosis may develop if the leg 

discrepancy is not recognized and corrected. Surgical 

excision should be the line of treatment whenever the 

clinical entity is recognized. Surgery ensures least down 

time, morbidity and recurrence rate. Clinicians dealing 

with vascular problems should be aware of this lesion 

where early surgical intervention provides optimal 

results, however should also keep in mind that 

recurrence of such kind of lesion is high.  
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