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1. Summary
An aneurysm is defined as a permanent localized dilatation of an 
artery with an increase of at least 50% in diameter compared with 
the expected normal diameter [12].

The association of a pseudoaneurysm with an arteriovenous fistula 
is rare [1-4]. However, in our developing country context, compli-
cations of arteriovenous fistulas are not uncommon, due to the pro-
liferation of dialysis centers and the lack of experience in handling 
them. In this case, a 67-year-old patient known to be hypertensive 
and followed in the nephrology department for 05 years for re-
nal insufficiency due to angioclerosis on arterial hypertension, and 
dialyzed for 03 years at a rate of 03 sessions per week in a local 
dialysis center, was referred to us for the management of a large 
swelling of the left forearm. The patient reported that the swel-
ling had been evolving for about 1 year, had increased in volume 
over the past 1 month and was becoming increasingly painful. On 
admission, she presented with a large mass on her left forearm. It 
consisted of 3 swellings, the largest measuring around 8 cm.  The 
swellings were throbbing and expansive, and a very intense sys-
tolic murmur was noted on auscultation, indicating that the fistula 
was functional. They were very painful to palpate, and the skin 
was taut and shiny. 

We therefore performed a cure by flattening and closing the necks.

The approach was based on a check upstream and downstream of 
the swellings. We then made an arciform incision taking the 03 
swellings before carefully dissecting them. Opening them allowed 
us to evacuate numerous clots and reveal the three necks, which 

ranged from 1 cm to 3 cm. The 3 necks were closed with a 5/0 
prolene overjet and ligation of the arteriovenous fistula. Closure 
was followed by drainage. Progress was favorable.

2. Introduction
An aneurysm is defined as a permanent localized dilatation of an 
artery with an increase in diameter of at least 50% over the expec-
ted normal diameter [12].

The association of a pseudoaneurysm with an arteriovenous fistu-
la is rare [1-4]. However, in our context of developing countries, 
complications of arteriovenous fistulas are not uncommon, due to 
the proliferation of dialysis centers and the lack of experience in 
handling them. The appearance of a pseudoaneurysm or arteriove-
nous fistula represents a major functional risk for the limb, requi-
ring early diagnosis and management [1-4].

We report the case of a 67-year-old female patient who developed 
a large aneurysm in the path of her arteriovenous fistula after 3 
years of use.

3. Observation
 This 67-year-old patient, known to be hypertensive and followed 
in the nephrology department for 05 years for renal failure due to 
angioclerosis on arterial hypertension, had been dialyzed for 03 
years at a rate of 03 sessions per week in a local dialysis center. 
She was referred to us for the management of a large swelling of 
the left forearm. The patient reported that the swelling had been 
evolving for about 1 year, had increased in volume over the past 1 
month and was becoming increasingly painful.
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On admission, she presented with a large mass in the left forearm. 
It consisted of 3 swellings, the largest measuring around 8 cm.  
The swellings were throbbing and expansive, and a very intense 
systolic murmur was noted on auscultation, indicating that the fis-
tula was functional. They were very painful to palpate, and the skin 
was taut and shiny. 

Finger sensitivity and motricity were preserved, and there were no 
signs of ischemia. Biological tests were normal.

In this patient, we performed a cure by flattening and closing 
the necks. The approach was based on a check upstream and 
downstream of the swellings. We then made an arciform incision 
taking the 03 swellings before carefully dissecting them. Opening 
them allowed us to evacuate numerous clots and reveal the three 
necks, which ranged from 1 cm to 3 cm. The 3 necks were closed 
with a 5/0 prolene overjet and ligation of the arteriovenous fistula. 
Closure was followed by drainage.

Progress was favorable. The patient continued her dialysis ses-
sions with a femoral catheter. Another fistula was planned for the 
other limb, once the false aneurysm had been cured.

Figure 1: Voluminous, tortuous aneurysm in the path of the arteriovenous 
fistula

Figure 2: Aneurysm control and dissection

Figure 3: Post-cure skin closure

4. Discussion
Aneurysms arising in the upper extremities can be classified into 
two broad categories categories: false aneurysms and true aneu-
rysms. False aneurysms are also known as pseudoaneurysms. 
They may arise after traumatic penetration of the vessel, resulting 
in hemorrhage and extravasation. The hematoma that forms leads 
to fibrosis and recanalization of the soft tissue. The false vessels 
thus formed resemble true vessels, but are characterized by a coa-
ting of endothelial cells. Unlike the sac-like shape of true aneu-
rysms, pseudoaneurysms have a uniform shape and form easily at 
the site of repetitive trauma, such as puncture sites in our case [13].

Complications of arteriovenous fistulas require rapid diagnosis 
and management to prevent and avoid complications including 
rupture, infection, heart failure or limb ischemia [3, 6, 7]. Masses 
in the path of an arteriovenous fistula should raise the suspicion of 
a pseudoaneurysm. Diagnosis is fairly straightforward, with the 
presence of a pulsatile mass, palpable thrill and distension of the 
superficial veins [1-4]. In Bakran A and Mickley’s [11] study of 
aneurysms on AVF, they referred to segments of dilated vein whose 
diameter exceeded 1.5 to 2 times the diameter of the adjacent vein 
[10]. Several types of aneurysm can develop, either on the arte-
rial, anastomotic side, or along the drainage tract. The frequency 
of aneurysms on AVFs reported in the literature has been 0% [11].

In advanced forms, arteriovenous fistulas result in significant vas-
cular volume, leading to limb ischemia, which is potentiated by 
the compressive effect of the pseudoaneurysm [1-4]. However, it 
should not delay treatment [8]. If the false aneurysm is small, it can 
be treated by ultrasound-guided compression; otherwise, treatment 
consists of flattening the false aneurysm, with or without venous 
bypass [2-7-9]. In our case, flattening was combined with closure 
of the various collars.  From a technical point of view, it is impor-
tant to insist on primary vascular control to avoid fatal hemorrhage 
in the event of early rupture of the false aneurysm [9]. Endo-vas-
cular treatment can be proposed with the placement of a covered 
stent that excludes the false aneurysm and fistula. This has been 
proposed for popliteal artery lesions [4]. In theory, placement of a 
covered stent has the advantage of reducing morbidity and morta-
lity, and shortening hospital stays.
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5. Conclusion
False aneurysms on arteriovenous fistulas are fairly common in our 
developing country. This is due to the proliferation of dialysis cen-
ters and the limited availability of skilled human resources, which 
necessitates ongoing training of nursing staff. This implies good 
coordination between the surgeon, the nephrologist, the nurses and 
the patient. Endovasvular stenting could also have a place in our 
country, but at the cost of consumables.
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