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Cystic Adventitial Di ACD or CAD) Demographics
ystic ventitia isease, or " . . ——
First described in 1947 involving Arterial ACD predominantly affects males (M:F=4:1).

the right external iliac artery, \ Venous ACD has a male to female ratio of 1 to 1.6:1.

ARTERIES

History of Adventitial Cystic Disease (or

T ma

Around 600 reports have been / o al age of presentation is mid-40s.

published since then. VAN The prevalence of cystic adventitial disease is found to
The popliteal artery is affected [ Japme be 1:1200 cases of claudication.

in >80% of cases, : * The etiology of ACD remains a matter of controversy
Other vascular sites including zat e and several theories have been proposed.

veins have been reported.

Theories of Pathogenesis of ACD Developmental Theory

The trauma theory: a chronic degeneration caused by repetitive trauma Connections between the adventitial cyst and the capsule of the adjacent joint
; have been found on imaging and identified intraoperatively in up to 17% of

slar branches cases, supporting some form of developmental anor

A modified developmental theory suggested that
are responsible for cystic adventitial disease.
The systemic disorder theory: degeneration and cyst formation of the

L N . . . . Simultaneous development of both nonaxial arteries and joints supports the
adventitial layer occ part of a generalized connective tissue disorder

The developmental theory: mucin secreting mesenchymal cells from nearby
Jjoints are in the adventitia of vessels during the embryogenesis and mucin

secretion leads to cyst formation.
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Clinical Presentation .
Presentation

Typically affects popliteal artery (over 80% cases) and symptoms of
claudication tha‘! is usually of short distance or sudden onset or after an Cystic adventitial disease
episode of exertion. fe . N
Unlike typical claudication the symptoms may completely resolve for a period aﬁectmg veins leads to limb
of time, and re ent later or progr apidly. swelllng (due to par tlal/complete
Recovery time from pain is prolonged compared with the typical occlusion),
claudicants.
May ent with pain behind the knee due to pressure effect
te calf pain on a background of long-standing exertional pain. Patients may present with deep
e or pulsatile mass. vein thrombosis, when the vein is
totally occluded.

Clinical Assessment

Detecting ACD clinically is difficult and requires a high index of suspici sence of risk Ultrasound
factors. Most adventitial cysts will appea
and predominantly have

Age of the patient, Site of lesion, and presenting history, as patients may have a sudden Appearance of these cysts depends on the mucin content (gre

X ) . A L ccho- density).
onset of symptoms or rapid progression of claudication symptoms. T a————
Ishikawa sign: Easily palpable distal pulses, that disappear when the knee is flexed, due to CaolbenizleulraR IRy
the complete occlusion of the vessel during the manoeuvre. y

s IvVUS

Ankle-brachial pressure index and exercise test may demonstrate a drop in pressure. Has a higher frequency than transcutane sound (20 MHz
us 10 MHz) and differe es circumfe ly between the

Venous CAD clinically is much more difficult, as patients usually present with leg swelling and advent ue and a normal intima.
that can easily be diagnosed as deep vein thrombosis.

artery compression syndrome). e Y o A

VeI Investigations

Investigations

Angiography

C TA nglogr dp h.‘ Diagnosis of CAD was made based on arteriography.
CT-Angiography allows three-dimensional reconstructions to / 'ljhe clnssig appearance was described as "Scimi(_ar
demonstrate the cystic nature of the lesion and vessel == LR sign,”” which shows a curvilinear smooth narrowing of
occlusion. the vessel. An ‘‘hourglass’ configuration may be noted

in cases of circumferential lesions.
Noninvasive, give reproducible results, and most importantly, Replaced as the primary diagnostic modality by other
is useful at demonstrating connections between adventitial angiographic techniques (CTA and MRA) that have the
cysts and the adjacent joint capsule. The non-angiographic capacity to show not only the lumen but also the lesion
sequences typically show homogenous low signal intensity on within the vessel wall
T1-weighted images and high signal inte) on T2-weighted
images. Steady s{ale MR:\ imaging is mnch'mog‘e useful in Conventional venography has been shown to be useful
cases of venous CAD, which is associated with limb edema in demonstrating the cla 1 smooth luminal
and where conventional venography may not be reliable. compression suggestive of




Management

Conservat

Management should be based on
clinical symptoms and radiological
findings.

Symptoms of claudication may be transient and
spontaneously resolve.

Patients may be diagnosed incidentally and
remain asymptomatic.

Percutaneous Endovascular Interventio

Mostly unsuccessful.

Failure of angioplas stenting is att

extraluminal nature of the disease and the absence of

atherosclerotic process.

No long-term data for stenting across joints in young

patients.

Percutaneous intervention (aspiration
found to be a risk fact

ngioplasty)
or cyst recurrence (odds

Surgical Management

If communication with the adjacent joint is

ligate the connections, which may be responsible
for recurrence.

For Venous CAD Resection of the affected seg-
ment or excision of the cyst has been the preferred
approaches.

DECISIONS AHEAD

CHOOSE YOUR PATH WISELY

$+ & 3

VEIT

11/22/24

Percutaneous Aspiration

Variable response to image guided aspiration, some

with complete s ind long term follow-up.

But also recurrence, possibly due to incomplete

aspiration or recollection of contents.

Also suggestion of ethanol injection into cysts. Figure & The color-coded sonogram (A) and
pulsed-wave Doppler analysis (B) recorded 11
years after percutaneous ultrasound-guided aspi-
ration showed normal flow pattern. No cyst re-
currence was detected.

Percutaneous intervention (as

be a risk factor for cyst recurrence.

. VEITHr o
Surgical Management
Popliteal artery CAD best treated b;

n of the diseased segment of artery with an
] using a vein graft

artery in all possible cascs.

and preserv. of the native artery. s

n follow-up of 1

Our Experience

11 patients were identified with CAD, over the last 10 y

10 arterial cases involving the Popliteal Artery and one patient with common femoral
venous disease.

Aged between 33 and 64 years, male, and otherwise healthy without cardiovascular risk
factor.

Four arterial patients presented with long distance claudication, five with short distance
claudication and one presented with acute limb ischaemia.

The venous patient had right leg swelling and a femoral DVT.

Patients were identified because of unusual clinical presentation and investigations

(ultrasound, CTA or MRI and angiography).
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Our Experience Thank you

Arterial patients had local resection and interposition vein grafts
The median follow up was 5 (range 26 to 113) months.
Nine (9) patients did well with normal post-operative ABI.

1 patient developed recurrence at the surgical site and underwent local
re-excision and redo bypass.

The patient with venous ACD presented with a right common femoral

vein obstruction. He was treated with resection of the diseased venous
segment, and interposition vein grafting.

intraoperative photos of the femoral vein with ACD, and a sinus > 2
VEITm communicating posteriorly to hip joint and ligated s vmf\




