Case report

Mycotic Aneurysm of Brachial Artery: A Rare Sequelae of Septicaemia



.     
.
              . 
                     
	.
..


.



ABSTRACT

	Introduction: We present a rare case of brachial artery mycotic aneurysm caused by Staphylococcus Aureus. It is a potentially limb or life threatening condition1. Most cases described in literature are related to drug abuse, catheterization procedure or infective endocarditis. We would like to highlight an unusual complication of brachial artery mycotic aneurysm in arteriovenous fistula that was never been cannulated. 

Case Summary : 18 years old girl with end stage renal failure was referred from district hospital with impending rupture of left brachiocephalic fistula pseudoaneurysm which was yet to cannulate. She complaint of fever, redness, numbness and pain over left brachiocephalic fistula site for two days. Five months prior to current presentation, she was admitted for Methilin-Resistant Staphylococcus Aureus septicaemia complicated with parapneumonic effusion. Three months prior, left brachiocephalic fistula was created. Examination revealed a 5x5 cm pulsatile, tender mass with blistering skin over left cubital fossa. Ultrasound doppler confirmed a pseudoaneurysm over left brachiocephalic fistula. Patient underwent surgical exploration and repair. Intraoperatively, large pseudoaneurysm at the site of previous anastomosis line was found with pus collection. Overlying skin and pseudoaneurysm were excised en mass and arterial defect was repaired by transection and end-to-end anastomosis. A week post operation was complicated by brachial artery anastomosis dehiscence. She then underwent surgical exploration and ligation of left brachial artery. During hospitalization, multiple bedside debridement was done to aid in wound healing.  Intraoperative culture grew Staphylococcus Aureus which was sensitive to Cephazolin. Upon discharge, wound was healing, paresthesia improved and she was discharge with 6 weeks course of antibiotic.
Discussion: It is important to recognize mycotic aneurysm of brachial artery. Early antibiotic and surgical intervention after a prompt diagnosis are essential to avoid further sequelae of infective endocarditis and mycotic aneurysm.
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1. INTRODUCTION 

An aneurysm is an abnormal focal arterial dilation. Pre-existing aneurysms can become secondarily infected, but aneurysmal degeneration of the arterial wall can also be the result of infection that may be due to bacteraemia or septic embolization, as in the case of mycotic aneurysm. 
The name mycotic aneurysm was coined by Osler to describe aneurysms associated with bacterial endocarditis [1,2]. These were noted to have the appearance of "fresh fungus vegetations"; however, the majority of mycotic aneurysms are caused by bacteria. 
Mycotic aneurysm is a serious clinical condition that is associated with significant morbidity and mortality. The infection weakens the vessel wall, making it susceptible to dilation, and can lead to potentially life or limb-threatening complications if not promptly diagnosed and treated. 
Mycotic aneurysms are uncommon in the extremities, and it is especially rare for them to occur in the brachial artery. Therefore, it is crucial to have prompt diagnosis, intervene early to improve survival. In this case report, we describe our encounter of this uncommon condition presented to us in Sarawak General Hospital.

2. case presentation

We present a rare case of brachial artery mycotic aneurysm (BAMA) caused by Staphylococcus Aureus. It is a potentially limb or life threatening condition [1]. Most cases described in literature are related to drug abuse, catheterization procedure or infective endocarditis [2,3] . We would like to highlight an unusual complication of BAMA in arteriovenous fistula that was never been cannulated. 
A 18 years old girl with end stage renal failure was referred from district hospital with impending rupture of left brachiocephalic fistula pseudoaneurysm which was yet to cannulate. She complaint of fever, redness, numbness and pain over left brachiocephalic fistula site for two days. Five months prior, she was admitted for Methicillin-Resistant Staphylococcus Aureus septicaemia which was complicated with parapneumonic effusion. Three months prior, left brachiocephalic fistula was created in district hospital. 
Examination revealed a 5x5cm pulsatile, tender mass with blistering skin over left cubital fossa. Ultrasound doppler confirmed pseudoaneurysm over left brachiocephalic fistula.
Patient underwent surgical exploration and repair. Intraoperatively, large pseudoaneurysm at the site of previous anastomosis line was found with pus collection. Overlying skin and pseudoaneurysm were excised en mass and arterial defect was repaired by transection and end-to-end anastomosis. 

One week post operation was complicated by brachial artery anastomosis dehiscence. She then underwent surgical exploration and ligation of left brachial artery. (Figure 1)
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Figure 1: Schematic diagram of intra-operative findings. Pseudoaneurysm was excised then primary repair of brachial artery was done. Post repair, left radial artery and ulnar artery pulses intact. 
During hospitalization, multiple bedside debridement was done to aid in wound healing.  Intraoperative culture grew staphylococcus aureus which was sensitive to Cephazolin. Upon discharge, wound was healing, paraesthesia improved and she was discharge with six weeks course of antibiotic.
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Figure 2: Unhealthy wound base with slough and blood clot covering underlying brachial artery and cephalic vein
Figure 3: Wound condition over left cubital fossa healthy prior discharge.


3. discussion

Mycotic aneurysm in upper extremity peripheral arteries are rare. Unlike the more typical atherosclerotic aneurysms, these infected aneurysms result from bacterial entry into the artery via direct puncture [1,2]. Missed or delayed diagnosis carries potentially devastating morbidity resulting in limb loss or even posing a life-threatening condition.

Clinically, peripheral mycotic aneurysms are identified by their expanding, throbbing, and painful swelling, often accompanied by redness and induration of the surrounding tissue. These symptoms are typically observed in individuals with a history of intravenous drug use [3]. However, fistulas that have never been cannulated, can undergo aneurysmal dilatation [4,5]. 

Physical examination might uncover decreased temperature, a palpable thrill or audible bruit, discoloration, loss of pulsation, and paraesthesia in the affected area due to limb-threatening ischemia or, less commonly, nerve compression. Pseudoaneurysms can be distinguished from true aneurysms by the absence of all three layers of the blood vessel walls and by analyzing the waveform in duplex Doppler ultrasound [3,6]. These aneurysms also will present with local infection and sometimes generalized bacteraemia as part of the aetiology of the aneurysm if local infection [7,8].
Creation of arteriovenous fistula in patient with recent MRSA septicaemia should be avoided. 
In our case, source of sepsis should be eliminated completely before creation of fistula take place. 
Most mycotic aneurysms are treated with antibiotic therapy combined with surgical debridement with or without revascularization [5,6]. For our patient, we had excised and ligated the brachiocephalic fistula then initiated antibiotic therapy while closely monitor wound condition. Multiple wound debridement was done to aid in wound healing. 
Complications of mycotic aneurysms are bleeding and, to a lesser extent, limb-threatening ischemia. Due to its aetiology and risk of infection, rupture of a mycotic aneurysm is treated with emergency ligation and debridement of the wound (when necessary). However, in case of threatened distal circulation, revascularization needs to be considered to avoid amputation in the future [7,8].
Although peripheral mycotic aneurysms are uncommon, delayed treatment or nontreatment can lead to serious complications such as sepsis, spontaneous aneurysm rupture, and death [6,8]. Maintaining clinical suspicion for peripheral mycotic aneurysms is essential for early diagnosis, and coordination of timely medical and surgical management is critical to prevent these severe complications [9-12].


4. Conclusion

This case report demonstrates a patient with mycotic aneurysm of brachial artery after brachiocephalic fistula creation following recent MRSA septicaemia. It is important to ensure patient has no recent infection before creation of arteriovenous fistula. Early antibiotic and surgical intervention after a prompt diagnosis are essential to avoid further sequelae of infective endocarditis and mycotic aneurysm.
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