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Abstract: False aneurysm of the common carotid artery is regularly reported, but 

here we report a rare case of false aneurysm induced by tuberculous mycobacteria 

of the common carotid artery. This is a 26-year-old patient with a pulsatile left 

cervical lobe. The patient had a history of cervical lymphadenopathy, the biopsy 

of which revealed a tuberculous mycobacterium infection. The rapid increase in 

the size of the mass motivated the realization of an ultrasound then a cervical 

CTA that made it possible to make the diagnosis of a false aneurism of the 

common carotid artery. The patient underwent open surgery of the false 

aneurysm with placement of a venous patch. The postoperative course was 

simple. 

Keywords: Carotid, Infection, Tuberculous mycobacteria, false aneurysm, 

vascular surgery. 

 

INTRODUCTION 

The lesions of the carotid arteries are rare, although their incidence 

increases. The arterial aneurysm is defined as an increase in size of at least 50% 

of the expected caliber of the vessel, with loss of normal parietal symmetry [1]. 

However, this definition is poorly applied to aneurysms of the bulbar carotid 

segment, given the anatomical dilatation of the carotid artery; For this reason, the 

carotid aneurysm is defined as a dilatation of the bulb greater than 200% in 

relation to the diameter of the Internal Carotid Artery or greater than 150% of the 

diameter of the common carotid artery [2]. 

 

Sometimes these lesions reach particularly 

large dimensions (more than 70 mm), but these are, of 

course, exceptional cases [3]. The etiologies of false 

aneurysms are rare; it is often a bacterial infectious 

endocarditis, mycotic false aneurysms, penetrating 

trauma, iatrogenic causes (artery or vein puncture), and 

postoperative infections especially secondary to carotid 

endarterectomy [4]. 

 

We report a case of a common carotid 

aneurysm operated in the visceral surgery department of 

the Hubert Koutoukou Maga National University 

Hospital in Cotonou. 

 

MEDICAL OBSERVATION 

This is a patient of 26 years old, single without 

children admitted for the management of a false 

aneurism of the left common carotid. The history of the 

disease recovers a beginning that dates back to about a 

year by the appearance of adenopathies under 

mandibular and mentally, motivating a consultation in a 

hospital center 400km from the capital after excision 

and pathological examination of a lymphadenopathy 

under mentally, the diagnosis of ganglionic tuberculosis 

was retained and she was put on anti-tuberculosis 

treatment for 6 months, treated and declared cured. 

 

The evolution under this treatment was marked 

two months later by the appearance of a mass in left 

lateral cervical region, painless, gradually increasing in 

volume, an ultrasound and a cervical scanner made it 

possible to conclude to an aneurysm of the carotid 

common left and She was referred to the CNHU for 

better care. She has been hypertensive for 2 months 

under beta-blocker (RETERSIAL) 5mg / day. Locally 

there was a mass, sitting in left lateral cervical region, 

about 8cm long axis and 4 cm short axis, flapping with 

a continuous systolic-diastolic murmur (Fig. 1). 

 

The Doppler echo of the vessels of the neck 

revealed the appearance of a pseudoaneurysm of the left 

carotid carotid of (45) mm x 52.60 mm (Fig. 2). CT 

angiography of supra-aortic trunks revealed a left 

carotid aneurysm of 4.5 cm x 5 cm (Figure 4). 

Anatomo-pathological examination concluded with a 

histological aspect suggestive of a follicular follicular 

granuloma: ganglionic tuberculosis. Antituberculous 

treatment had led to clinical and laboratory 
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improvement with cervical lymph nodes disappearing but persistent carotid aneurysm. 

 

 
Fig-1: Physical aspect of the left lateral cerebral swelling (profile view photo) 

 

 
Fig-2: Ultrasound appearance of left cervical pseudoaneurysm 

 

 
Fig-3: Intraoperative view of the surgical cure 
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Fig-4: CT scan of the left cervical pseudoaneurysm 

 

 
Fig-5: Post operative aspect 

 

Under general anesthesia, the exploration 

found a false aneurysm of 6 cm x 5 cm at the expense of 

the common left common carotid. Resection of the 

pouch, emptying of the clots, debridement of the 

infected tissues and placement of a 1.5 cm diameter 

venous patch by two proline 5/0 hemi-sites. The 

postoperative course was simple. No anti-tuberculous 

treatment was administered 

 

DISCUSSION 

Carotid aneurysms are a rare event with an 

incidence of 0.5 to 1% in the surgical literature [5]; they 

represent 3.6% of peripheral arterial aneurysms [6], 0.4 

to 1% of all arterial aneurysms [7] and 0.1% to 2% of 

all carotid surgery [8,9]. 

 

The observation that we report is that of a 26-

year-old patient, a young subject, contrary to data from 

the literature, who found an average age of discovery 

varying between 53 and 56 years [10, 11]. This could be 

explained by the infectious context of our patient 

because the etiologies of carotid aneurisms extra cranial 

are multiple. 
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Our patient first presented adenopathies under 

mandibular and mentally. She then presented a cervical 

tumefaction this poses the problem of the precocity of 

the infra-clinical diagnosis which should be helped by 

the imagery notably the arterial echo-Doppler and the 

angioscanner which were of great interest in our patient. 

 

In general, carotid aneurysms or extra-cranial 

aneurysms are diagnosed in 83% of cases with central 

or peripheral neurological symptoms or with local 

symptoms (swelling, pain, compression of neighboring 

organs) [12]. However ectasia can be dumb and chance 

discovery. The positive diagnosis of carotid aneurysms 

is based on clinical examination. Doppler echo is the 

complementary exploration that we carry out with first 

intention. Arteriography has given way in recent years 

to other forms of arterial opacification and particularly 

to spiral CT angiography [13]. 

 

In the context of infectious diseases and the 

risks of rupture, thromboembolic complications and the 

results of conservative treatment, which exposes a high 

risk ranging from 16% to 100% of neurological events 

of thromboembolic origin [14], we opted for straight to 

conventional surgery. It consisted of debridement of the 

infected tissues to make a venous patch 1.5 cm in 

diameter because of the reduced size of the collar 

because one could have made an interposition of venous 

graft if the aneurysm involved a segment of the artery. 

 

However, it is important to know that 

endovascular treatment is possible and has been 

reported in the literature and often in the form of 

clinical cases [15]. The short-term results of this 

treatment option appear to be satisfactory, but the long-

term remains to be evaluated particularly in terms of 

permeability. 

 

The evolution of surgical management is 

satisfactory with perioperative mortality is less than 

6.1% and the stroke rate varies from 1.6% to 7.6% [9, 

12]. Our patient did not have any complications with 

ultrasound control that did not show vascular lesions. 

She is currently in the third postoperative month but her 

follow-up remains regular because the late mortality is 

estimated at 14.6% after an average follow-up of eight 

years, 0.3% of the deaths were attributable to a stroke 

and 47.7% were secondary to myocardial infarction [12, 

16]. The ischemic cerebral accidents occurred in 1.3% 

of the cases and are most often secondary to an 

anatomic degradation of the bypass [12, 16]. 

 

However, late mortality has significantly 

decreased since the shift from a palliative occlusive 

therapeutic attitude to a restorative one [16, 17, 18]. 

This rate, which is much lower than that observed in the 

natural history of these false aneurysms, bears witness 

to the indisputable benefit of the surgical cure. 

 

 

CONCLUSION 

Carotid aneurysms are rare with a natural 

evolution marked by complications. The diagnosis is 

made through clinical examination and paraclinical 

explorations (ultrasound and CT angiography). 

 

Surgical treatment remains the reference 

treatment because it allows a morphological carotid 

reconstruction. 
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