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LETTER TO THE EDITOR

True Radial Artery Aneurysm Presenting With Behçet's Disease
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Iatrogenic (cannulation), penetrating trauma, 
vascular tumors, connective tissue diseases, and 
Behçet’s disease (BD) are the main etiological 
factors for true radial artery aneurysms (RAA). 
The prevalence of RAA is 2.9%, which is the 
rarest in upper limb aneurysms.1 RAA may 
present as pulsatile swelling with or without 
pain, distal ischemia, spontaneous rupture, and 
thrombosis. BD is also a systemic vasculitis 
which is mostly seen in Mediterranean, Middle 
East, and Japan and commonly in young males.1 
Panvasculitis (vasculitis of the vasa vasorum with 
the infiltration of the perivascular lymphocytes) 
and fibrosis are determined by histopathological 
examination.1 Major manifestations of vascular 
BD are venous occlusion, arterial occlusion, and 
rapidly expanding aneurysms formation. Arterial 
association including both aneurysm and occlusion 
is about 7%.2 However, arterial occlusions are 
seen more often than the aneurysms.2

In this article, we present our experience in 
the coexistence of RAA with BD. A 25-year-
old male patient was referred to our hospital 
with pain and mass on his right thigh. Patient 
had history of bilateral deep venous thrombosis 
and taking anticoagulant medication. His physical 
examination revealed a pulsatile mass at his left 
wrist concurrently. The lesion had rapidly increased 
in size in a couple of weeks. Radial and ulnar 
pulses were present. Positive Allen’s test showed 

domination of the ulnar supply to the palmar 
arch. A Doppler ultrasound revealed 10¥12 cm 
hematoma in his right thigh, acute thrombosis in 
his right common femoral vein, and true saccular 
RAA. Routine preparation for surgery was made 
and a written informed consent was obtained from 
the patient. Under local anesthesia, the aneurysm 
site was incised. A 2¥2 cm saccular aneurysm 
was excised at the distal part of the radial artery 
(Figure 1). The histopathological report showed 
clusters of lymphocytes neutrophils, plasma cells, 
fibrin infiltration, and destruction in the intima and 
medial layer of the arterial wall. The postoperative 
course was uneventful and he was discharged 
with oral anticoagulation and oral prednisolone at 
25 mg twice daily.

The initial diagnosis can be made clinically. 
Duplex ultrasound, and computed tomography 
and magnetic resonance angiographies can also be 
used for diagnosis. Digital subtraction angiography 
is not recommended due to its invasive nature 
which may lead to new pseudoaneurysm on the 
puncture site. Arterial ligation, excision of the 
aneurysmal sac or arterial reconstruction (end to 
end or graft interposition) are the surgical treatment 
options. Aggressive immunosuppressive therapy 
may prevent complications such as recurrent 
anastomotic, puncture site pseudoaneurysm 
formation in patients with BD.3 Endovascular 
treatment stent placement is not recommended 
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in patients with BD, which may result in new 
pseudoaneurysms both on puncture site and on 
the aneurysm sac due to metallic hooks of the 
stent penetrating into the aortic wall.

In conclusion, surgery is still the gold standard 
treatment method in patients with RAA with 
BD. In our patient, we excised the aneurysmal 
sac and ligated the radial artery due to the 
positive Allen’s test that confirmed the ulnar 
artery dominancy and findings of intraoperative 
Doppler ultrasound.
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Figure 1. (a) External view of left radial artery aneurysm. (b) Intraoperative view of thrombosed 
radial artery aneurysm. (c) Exclusion of radial artery aneurysm. (d) Ligation of proximal radial artery 
and distal radial artery.
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