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A B S T R A C T

We describe a patient in whom a stab wound to the right supraclavicular fossa led to a subclavian
artery false aneurysm and an arterio-venous fistula (AVF) between the right subclavian artery
and the right internal jugular vein. The diagnosis was made clinically and with computerised
tomographic angiography (CTA). Open vascular repair was successful. We postulate that this
presentation was the result of the knife being inserted then partly withdrawn and reinserted at a
different angle. This pattern of injury has been reported previously following central venous line
insertion, but rarely following a stab injury.

Case report

A 29 year old male sustained a stab wound, five years previously, to the right supraclavicular fossa, 2 cm above the clavicle and
close to the lateral border of sternocleidomastoid. The patient had been asymptomatic until a single episode of loss of consciousness
three weeks before presentation. The patient was assessed in a district hospital where ultrasound confirmed the presence of a false
aneurysm. He was transferred to the referral hospital. On arrival the patient was clinically stable. Physical examination findings
included a single 2 cm scar in the right supraclavicular fossa with an underlying mass which was 3 cm in diameter, smooth, non-
tender, pulsatile, expansile and with a machinery murmur. CTA confirmed the diagnosis of a false aneurysm of the right subclavian
artery and an AVF between the right subclavian artery and internal jugular vein (Fig. 1).

The patient underwent open surgical repair. The intra-operative findings were of a 1 cm defect in the superior surface of the
second part of the subclavian artery, resulting in a false aneurysm of 2 cm by 3 cm passing superiorly and medially and connected
with a 1 cm defect in the lateral surface of the right internal jugular vein in zone 2 of the neck to form the AVF. The internal jugular
vein from the level of the aneurysm down was widely dilated and pulsatile.

The subclavian artery and internal jugular vein were controlled either side of their connections with the false aneurysm and the
sac was opened. The defect in the subclavian was repaired with an autologous long saphenous vein patch to avoid narrowing the
lumen and the defect in the internal jugular vein was directly sutured. The patient was discharged three days later with normal
physiological parameters. Follow-up as an outpatient confirmed a successful outcome and he was discharged.

In this case a false aneurysm and an AV fistula resulted from a single penetrating wound with anatomically distant injuries to the
right subclavian artery and internal jugular vein. The opening in the vein was perpendicular to and relatively distant from that in the
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artery. This raises the question of how a single skin entry wound could have caused the dual injuries. To explain this paradox we
postulate that the sharp instrument was partly withdrawn during the attack and reinserted at a different angle. The initial vertical
thrust would have caused the perforation of the subclavian artery, and a second, more medially directed, the perforation of the
internal jugular vein. A false aneurysm involving the subclavian artery with an AVF to the internal jugular vein has been reported
commonly following central venous line insertion. To our knowledge this pattern of injury following a single stab wound is very
unusual.

Discussion

Traumatic AVF fistulae and false aneurysms have been known for centuries. In 1762 William Hunter described the pathophy-
siology associated with an AV fistula and the management of this problem has challenged many surgeons [1,2]. In addition to case
reports from the 19th century there have been published series from wartime experience acquired from treating and diagnosing AVF
and false aneurysms during World War II, Vietnam and Korean wars [1,3,4]. Combined false aneurysms and AV fistulae accounted for
7% of the casualties in Vietnam [2,4].

The standard treatment of quadruple ligation of AVF was introduced by surgeons such as Halsted and Holman at the beginning of
the twentieth century [2,4,5]. Subsequent advances increased the feasibility of immediate repair of acute arterial injuries: experi-
ences in treating war injuries, the development of new vascular surgery techniques, and non-invasive investigation. These advances
decreased the prevalence of chronic post-traumatic AVF as well false aneurysms [6]. When AVF and false aneurysms have developed
after vascular injury, restoration of arterial anatomical continuity is now the gold standard treatment [4,5,7].

When classifying aneurysms the first distinction to be drawn is between ‘true’ and ‘false’. True aneurysms involve all three layers
of the arterial wall. False aneurysms are differentiated from true aneurysms by the presence of blood flow outside the normal layers of
the arterial wall. The wall of the false aneurysm is therefore composed of compressed surrounding fibrotic tissue, not arterial wall
[5,8,9]. Common causes of false aneurysm are post-invasive vascular manipulations (catheterization), vascular surgery (synthetic
graft anastomosis), post-traumatic (from blunt or penetrating injury), infection (e.g. syphilitic, mycotic and HIV) [5,7] and in-
travenous drug abuse [5,7].

A number of classification schemes for AVF and AV shunts exist [10], based on: location (e.g. in the cranium), congenital or
acquired, and the arterial blood flow rate [11]. In the present case the fistula must have been acquired and may well have allowed
substantial shunting, as witness the episode of syncope. Traumatic AVF caused by penetrating trauma account for as many as 90% of
cases. Blunt trauma is more rarely the cause and it is responsible for the remaining 10%. Gunshot wounds are the most frequent
traumatic incidents, but stab wounds and iatrogenic lesions also account for traumatic AVF [1,2,4,5,7,11–15].

In the current case both pathologies appear to have been caused by a penetrating injury in the right supraclavicular fossa.
False aneurysms present as pulsatile, expansile swellings, and may be mistaken for abscesses particularly in view of their tendency

to expand. Clinical examination of AVF shows a pathognomonic triad: palpable tumefaction, thrill above this change, and continuous
systolic-diastolic murmur on auscultation [1,2,5,12,14,16]. In the current case the expansile, pulsatile mass indicated a false an-
eurysm; the machinery-like murmur alerted us to the possibility of a concurrent AV fistula. A further pointer was the reported episode
of syncope, which may have been due to decreased blood flow in the carotid system.

The major complication of false aneurysms is spontaneous rupture. The risk of rupture is related to the size (3 or more cm),
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Fig. 1. CT angiogram in the arterial phase demonstrating the early filling and dilatation of the internal jugular vein(I), the sac of the false aneurysm
(F) and the subclavian artery pushed posteriorly by the aneurysm sac(S).
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