Open Journal of

Clinical & Medical Volume 11 (2025)
Case Reports Issue 03

Case Report ISSN: 2379-1039

Femoral artery reconstruction with profunda reimplantation
using femoral vein interponation following prosthetic patch
infection: A case report and review of the literature

Yanina Kozovska; Robert Finichi; Elena Ulloa; Beatrix Cucurux; Georgios Sachsamanis*

*Corresponding Author: Georgios Sachsamanis
Department of Vascular and Endovascular Surgery, Martha Maria Hospital, Niirnberg, Germany.

Email: sachsamanis@hotmail.com

(Abstract A

Introduction: Atherosclerotic lesions at the femoral bifurcation are a frequent cause of lower extremity
claudication or chronic limb threatening ischemia. Endarterectomy of the common femoral artery and the
profunda femoris is a well-established procedure with low mortality and morbidity rates, providing ex-
cellent long-term patency outcomes. It can be additionally executed as hybrid procedure, combined with

recanalization of atherosclerotic lesions of the superficial femoral or crural arteries [1-3].

Arteriotomy closure is typically performed with an autologous or prosthetic patch, as primary closure of
the vessel can lead to narrowing of the lumen. Commonly used materials include saphenous vein or bovine
patches [3,4].

Nevertheless, infection of prosthetic patches can result in severe complications, such as vessel erosion and
acute bleeding, frequently necessitating emergency surgical intervention for patch removal and recons-

truction of the femoral bifurcation [5].

Herein we present the case of a patient who underwent femoral endarterectomy for acute limb ischemia,
followed by wound dehiscence and patch infection, ultimately managed through reconstruction of the fe-

moral bifurcation using the superficial femoral vein as interponation with reinsertion of the profunda fe-

moris. Additionally, we discuss the possible treatment modalities for prosthetic femoral patch infection.

\_
Case Presentation

J

A 68-year-old male was admitted in our accidents and emergencies department complaining of
acute pain of his right lower extremity for the last three to four hours. Past medical history included hy-
pertension, chronic kidney disease and severe alcohol abuse. He had additionally a below-the-knee ampu-

tation of his left lower extremity due to peripheral artery disease. No vascular surgery procedures were
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reported on the right side. Clinical examination revealed a cold, pale lower right extremity with absent
femoral pulse. A computer tomography angiography showed a complete obstruction of his right common
femoral artery due to extensive atherosclerosis. The right iliac axis was free of obstruction. The superficial

femoral, the anterior tibial and the posterior tibial arteries were patent but heavily calcified.

After written informed consent, the patient was taken to the operating theater for femoral revascu-
larization. An endarterectomy of the right common femoral artery, the profunda femoris and the proximal
superficial femoral artery was performed after exposure of the femoral bifurcation. A biological prosthetic
patch was used for closure of the arteriotomy. During the postoperative period, the patient developed a sur-
gical site infection, which was initially managed conservatively through intravenous antibiotics, local de-
bridement and negative pressure wound therapy. However, the condition of the patient deteriorated with
rising infection parameters and pus secretion from the surgical site. Additionally, due to the alcohol abuse,

the patient was severely incompliant regarding the antibiotic and the negative pressure wound therapy.

A surgical management was decided with exploration of the operative trauma and deep wound de-
bridement. Additionally, a complete resection of the femoral bifurcation was performed with removal of
the prosthetic graft and reconstruction of the femoral bifurcation using the distal superficial femoral vein
from the contralateral extremity. The profunda femoris was reinserted in the vein interponation in an end-
to-side fashion (Figure 1). Primary closure of the wound was performed with deep subcutaneous sutures.
During the post-operative period, the patient developed acute kidney injury, which was managed without
dialysis. He was discharged on the 8" postoperative day with good healing tendency of the surgical wound.

After approximately 6 months no reinterventions were required.
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Figure 1: Intraoperative figure deplctlng the femoral vein interponation with reinsertion of the profunda femoris
\\in an end-to-side fashion. Y,
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Discussion

Patch angioplasty with either prosthetic or autologous material following femoral endarterectomy
is a common surgical procedure associated with good long-term patency rates. However, postoperative in-
fection of the surgical site can lead to infection of the prosthetic patch, which can be a potentially disastrous
complication with high mortality rates [6]. In a recent report from 2025, Okadome et al. compared the early
outcomes of patients undergoing femoral endarterectomy with patch angioplasty using vein and bovine
pericardial patches. Their study showed a 2.5% rupture (4/157 limbs) of vein patches and 4.7% (4/86) of
bovine pericard patches (p=0.46) [7]. In another report from 2017, Dobrilovic et al. reported a 29% (2/7)

early rupture rate of extracellular matrix patch following femoral artery repair [8].

A number of therapeutic approaches have been described for management of surgical site infection
following femoral endarterectomy. A conservative approach with antibiotic therapy is rarely a viable option
and is associated with high complication rates and increased mortality of approximately 50% [9]. Negative
Pressure Wound Therapy (NPWT) following deep tissue debridement is another therapeutic alternative
which can promote tissue granulation and accelerate wound healing. In a systematic review from Acosta et
al., a number of different negative pressure wound therapy methods have been described for management
of vascular surgical site infections, with the results being promising regarding prophylactic care of closed
incisions [10]. NPWT is however also associated with complications such as bleeding and uncertain eradi-

cation of the infection [11].

Surgical management with removal of the infected patch and eventually reconstruction of the femo-
ral artery is the best approach in cases of deep tissue infections where the prosthetic patch is very likely in-
fected. In these cases, either autologous grafts (saphenous vein, femoral vein), cryopreserved allografts or
in some cases even prosthetic materials can be used for femoral reconstruction. In a retrospective analysis
between 2012 and 2018, Sapienza et al. reported the results of 26 patients who underwent operative ma-
nagement of prosthetic patch infection following femoral endarterectomy. They used great saphenous vein
in 22 cases (85%) and cephalic vein in four cases (15%) for femoral reconstruction with a 5-year primary
patency rate of 70% and limb salvage rate of 81% [5]. In another report from Furlough et al. cryopreserved
arterial allografts were used in a number of infected vascular beds (57 cases), demonstrating a 30-day and

late conduit complication rate of 14% and 15.8% respectively [12].

In our case, due to the medical history and incompliance of the patient we have decided that the
best course of action was the complete removal of the infected vessel segment including the prosthetic
patch and the reconstruction of the femoral bifurcation with reimplantation of the profunda femoris using
the distal femoral vein from the contralateral lower extremity. Under the authors opinion this method has
the best results in heavily infected vascular beds, effectively minimizing postoperative complications and
maintaining vessel patency. A reconstruction using the great saphenous vein is a viable alternative and

technically easier method, it can lead however to mismatch of the vessel lumen in the reconstructed area.
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Conclusion

Prosthetic graft infection following femoral endarterectomy can pose a serious complication with
high mortality rates. Femoral reconstruction with complete removal of the infected vessel segment inclu-
ding the patch and interponation using the femoral vein can be a viable alternative, minimizing postopera-

tive complications and maintaining vessel patency.
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