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Giant Venous Aneurysm after Brachiocephalic Arteriovenous
Shunt for Hemodyalisis Access

—A case report—

Soon-Ho Chon, M.D.*, Chul Burm Lee, M.D.*

We report a case of a 46-year-old man with end-stage renal failure who developed a giant aneurysm after a bra-
chiocephalic arteriovenous shunt. The patient had complaints of pulsating pain and swelling of his left upper extre-
mity. The patient had abandoned use of the arteriovenous shunt and had a second arteriovenous shunt procedure
over his right extremity. The giant venous aneurysm was removed just distal to his anastomosis. The patient’s po-

stoperative course was uneventful.

(Korean J Thorac Cardiovasc Surg 2006;39:861-863)
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CASE REPORT

A 46-year-old man had visited our outpatient clinic with
complaints of pulsating pain and swelling of his left upper
extremity of 1 year onset. The patient had a history of esop-
hageal cancer and had undergone an Ivor Lewis procedure 7
years earlier. Thereafter, he was diagnosed with end-stage re-
nal failure, had an upper arm brachiocephalic arteriovenous
shunt operation, and has been on dialysis ever since. One
month prior to his visit he had undergone another arterioven-
ous shunt operation (Brescia-Cimino) in his right arm and
had abandoned the shunt in his left extremity. Although

inquiries were done, unfortunately, the details of the initial
operation, done at another hospital, could not be obtained.
The venous aneurysm was growing rapidly and required sur-
gical intervention under general anesthesia, and thus, he was
referred to our hospital. The arteriovenous aneurysm in his
left arm was functional. The local hospital, where he was un-
der dialysis, was unaware of the need for the operation and
due to the patients neglect, there was a delay until the patient
could no longer tolerate the pain and swelling.

The operation was done under general anesthesia. The ope-
ration commenced with an incision made just over the anast-

omosis site extending 1 cm over both ends. The aneurysm
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Fig. 1. The surgical field of the giant venous aneurysm, showing
the divided anastomotic end (grabbed by the Ellis Clamp).

measured at about 14 cm in length and 6 c¢cm in width and
was pulsatile (Fig. 1). The proximal brachial artery was
clamped and the venous aneurysm was clamped just distal to
the anastomosis site, divided, and sutured with 6-0 continuous
and over and over Prolene sutures. The venous aneurysm,
itself, was removed after a longitudinal incision, leaving a
bridge, thereby avoiding a “T’ incision. There were two main
branches and they were also divided in a similar method.
Routine closure was done after placement of a Hemovac

drain. His postoperative course was uneventful.

DISCUSSION

Although the most common complication of autogenous
arteriovenous fistulas is thrombosis, which accounts for 90%
of the complications[1], venous aneurysmal dilatation is not
uncommon and occurs in 5~10% of all arteriovenous fistulas

after access surgery for hemodialysis[2]. The indications for

operation of such venous aneurysms or pseudoaneurysms are
progressively increasing size, thrombosis, or the presence of
an overlying skin lesion[3]. This particular patient neglected
treatment and the consequence was a rapidly enlarging ven-
ous aneurysm with impending rupture.

Treatment modalities of venous aneurysms include partial
resection, interposition graft, bypass, or stent-grafts[3]. In our
case the patient had already abandoned the use of the shunt
and had a new arteriovenous shunt performed in his other
arm; thus, decision for partial resection without a salvage te-
chnique was made. Although there are less invasive moda-
lities, such as manual ligation and compression under ultraso-
nographic guidance, endovascular graft implantation, embo-
lization, and thrombin injection under ultrasonographic guida-
nce, surgical intervention is the therapy of choice due to the
risks of rupture[4].

We believe that an operation, such as in this case, under
general anesthesia could have been prevented and a salvage

technique without abandonment is an appealing option.
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