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We present a SAE rate similar to those described in the few
existing series in the medical literature,5,6 although it depends
what is considered as such, while Wong et al.5 describe it as
a life-threatening event, Tennankore et al.6 consider it, like
we did, as one requiring some kind of medical action. As for
MAEs, data are also limited,7,8 again depending on what is
considered a minor event, but our report is similar to previous
publications.
We consider that in each HHD unit there should be an ongoing record of AEs that occur,9 if possible in real time, in order to
establish the control and feedback methods for said events, to
generate strategies and action protocols in order to minimise
them. In our case, we set lower ultrafiltration limits, always
at 10 ml/kg/h. The exploration of the possibilities offered by
telemedicine can provide great assistance in this regard.10
Furthermore, in all HHD units there should also be a series
of dialysis stations that ensure sessions are available at times
when the patient cannot do it at home.
We conclude that, despite being impossible to eradicate the
possibility of AEs, the rate thereof is more than acceptable,
making HHD a safe technique that can offer many benefits to
patients.
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Juxtaanastomotic venous aneurysms in arteriovenous
fistulas for hemodialysis夽
Aneurismas venosos yuxtaanastomóticos en fístulas arteriovenosas
para hemodiálisis

Dear Editor,
Venous aneurysms in the arteriovenous fistulas (AVF) are common, between 5% and 60% according to the series and the

definition of aneurysm being used.1–3 In the majority of cases
there is secondary weakness in the vessel wall due to repeated
punctures. They are true dilations of the vessel, which conserves all its layers, unlike pseudoaneurysms, in which a
rupture of the vascular wall.
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Fig. 1 – Case 3: Humerocephalic AVF. Resection and reconstruction with median accessory cephalic vein

There are circumstances that favor the development of
aneurysms, such as vessel weakness associated with conditions such as Alport syndrome4 or polycystic kidney disease.5
The presence of proximal stenosis also fosters the onset and
growth of aneurysms.6–8
The diagnosis of venous aneurysm is based on clinical findings, but conducting a Doppler ultrasound helps the diagnosis;
it allows the measurement of the calibre and detects the presence of associated stenosis and intraluminal thrombus.
Juxta-anastomotic venous aneurysms (JVA) are rare (less
than 2% of the total) and are distinguished from the rest by
their pathogenesis and evolution.9,10
We present 4 cases of JVA treated with different surgical
techniques since anatomical and clinical situations were different in each case.

They all grew and presented signs of cutaneous ischaemia.
Case 1: Radiocephalic AVF. Transplanted patient.
Treatment: JVA resection after fistula ligation, since access
was not needed.
Case 2: Radiocephalic AVF. JVA and poor blood flow in dialysis sessions.
Treatment: new proximal anastomosis after aneurysm
resection.
Case 3: Humerocephalic AVF.
Treatment: JVA resection and reconstruction with median
accessory cephalic vein (Fig. 1).
Case 4: Humerocephalic AVF.
Treatment: initially, angioplasty of a stenosis proximal to
the aneurysm. The result was not satisfactory and it was
decided a new intervention.
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due to compression of surrounding structures, epidermal
necrosis, infection, stenosis due to partial thrombosis, inability to puncture the AVF, venous hypertension, or negative
cosmetic effects.1
The various therapeutic options can be grouped into conservative, intravascular, or surgical treatment: exclusion with
or without resection, aneurysmorrhaphy, with a possible need
for a new autogenous or prosthetic AVF. In the event that the
AVF is not going to be used, ligation is indicated.1
Endoprosthesis offers the advantage of correcting the
stenosis associated with VA in the same procedure. But the
subsequent punctures are more difficult and, occasionally, it
still require aneurysmorrhaphy or simultaneous excision.1
The JVAs are rare and can be identified because they are
not due to weakening of the vessel wall secondary to punctures.
The literature on this type of aneurysm and its treatment is scarce. Our experience differs from that published by
Valenti et al., who advise an expectant attitude since growth
of the aneurysm occurred and signs of cutaneous ischaemia
appeared in all cases, which required intervention. This
evolution seems logical, since the existence of proximal stenosis was demonstrated in all cases.
Angioplasty of the proximal stenosis was only conducted
in case 4, to allow an expectant attitude, but a relapse of the
stenosis occurred and the aneurysm grew up again. In case
3, an angio CT scan was necessary to analyze the anatomy of
the aneurysm. Given the characteristics thereof, intervention
by radiology was not advisable.
In the radiocephalic AVFs, it was decided to proceed with
surgical treatment, in one case because the AVF was unnecessary and in the other case we followed our protocol that
includes the performance of a new proximal anastomosis.

Conclusions
JVAs are rare and the pathogenesis is different to that of
aneurysms secondary to puncture.
In our experience, they are associated with proximal stenosis, and they grow up and require treatment due to the risk of
cutaneous ischaemia and rupture.
Fig. 2 – Case 4: Humerocephalic AVF. Exclusion of the
aneurysm with PTFE-coated humerocephalic stent.
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