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Fig. 1 A: CT scan after intravenous contrast enhancement demonstrates |arge pseudoaneurysm
formation at the proximal anastomosis of the left axillobifemoral bypass.
B: Anterior.
C: posterior view of 3D-CT scan.
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B

C

Fig.2 Intraoperative view of dis-

rupted proximal anastomosis.
The PTFE graft was com-
pletely “pulled out” from the
subclavian artery. Intraopera-
tive photograph (A). Magnifi-
cation of arteriotomy site (B)
and torn PTFE graft end (C).
Note that the graft was torn
through one half of its circum-
ference adjacent to the anasto-
mosis (arrowheads) with the
sutures pulled through the graft
for the remainder of the cir-
cumference of the anastomosis.
A small fragment of graft was
left intact on the artery (arrow-
heads).
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A Case Report of Axillary Pullout Syndrome

Daihiko Eguchi and Shinsuke Mii

Department of Vascular Surgery, Nippon Steel Yawata Memorial Hospital
Key words: Axillary pullout syndrome, Axillobifemoral bypass, Complication

We report a case of acute disruption of the proximal anastomosis of axillobifemoral bypass graft, which isreferred
to asaxillary pullout syndrome. A 68-year-old man with diabetes mellitus and mild cerebrovascular dementiahad a left
axillobifemoral bypass for recurrent blue toe syndrome. The graft, 8 mm standard-walled PTFE with removable rings,
was anastomosed at 90° lateral to the first portion of the axillary artery, and tunneled through a subcutaneous route. He
recovered uneventfully and was discharged 10 days after operation. When he visited our department for wound care 16
days after operation, he was found to have a large pulsating mass in left infraclavicular region. The patient was
hemodynamically stable. CT scan showed a pseudoaneurysm at the proximal anastomosis of the graft. An emergency
operation was performed. Subclavian artery was first controlled by supraclavicular approach, and an incision was
made through the previous scar. After alarge hematoma was evacuated, heavy arterial bleeding was encountered.
Following the clamping of the proximal subclavian artery, back bleeding was controlled by direct pressure until distal
control was obtained. The anastomosis was noted to be completely disrupted. The graft material had torn leaving a
small fragment of graft intact on the anastomosis. It was also apparent that several sutures had cut through the graft.
The disrupted arteriotomy site was trimmed and repaired with a saphenous venous patch, and a new segment of 8 mm
PTFE graft was anastomosed to the patch. The distal end of the new graft was sutured end-to-end to the previous
prosthetic graft. There was no evidence of sepsis, and culture obtained from the anastomotic site was found to be
negative. Postoperatively, the donor arm was immobilized adducted with elastic bandage to avoid excess graft tension.
The patient did well postoperatively and was discharged 18 days after the second operation. His graft remains patent
2 months after the revision. 0 Jpn. J. Vasc. Surg., 13: 683-686, 200401
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