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Prevalence of ESRD is increasing

Data Source: Reference Table D.1. Abbreviation: ESRD, end-stage renal disease. 2017 Annual 
Data Report



Background

• Access surgeons encounter ESRD patients who 
– developed recalcitrant central venous obstruction
– have exhausted options for upper extremity access

• Lower extremity access is often the next option



• 11 studies
• 660 upper thigh prosthetic grafts
• 48% mean primary patency at 1 year
• 18.4% infection leading to graft loss



Femoral Vein Transposition

• Described in 2000 

– Huber T et al. J Vasc Surg 2000 1 case
– Jackson MR et al. J Am Coll Surg 2000 2 cases

• Popularized by Wayne Gradman

– Gradman WS et al. J Vasc Surg 2001, 2005 55 cases



No re-operation for ischemia
No access infections
94% 2 year secondary patency



• 72 procedures (1984-2011)
• 13 (18%) patients had major cx (steal, bleeding, CHF)
• à 6 ligated

• 59 (82%) of AVF matured
• Primary patency @ 9 yrs: 45%
• Secondary patency @ 9 yrs: 56%



Current State of Affairs

• Femoral vein transposition is not commonly 
performed
– Fear of major wound complications
– Fear of ischemic steal
– Fear of leg edema



Boston Medical Center
• Started to perform procedure in 2006
• Considered in patients who exhausted arm options 
• Work up

– Pre-operative femoral vein duplex and arterial non-
invasive tests

• Exclude
– frail and moribund patients
– femoral vein occlusive disease
– moderate-severe arterial ischemia



How I Do It!



Boston Medical Center

• Retrospective study

• Femoral vein transpositions performed 2006 to 
2017

• Demographics, comorbidities, vascular access 
history, perioperative and long-term outcomes 
were collected



Demographics

• 21 patients 
• Mean age: 55 � 11 years
• 24% Female
• 75% African-American
• Mean BMI: 29 (17-46)
• 95% had prior arm access 

– 62% had > 3 prior AVF/AVG
– 33% had > 4 prior AVF/AVG

• 100% were dialyzing via catheter



Comorbidities
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Periprocedural Details

• Average pre-op ABI: 1.12
• Average pre-op femoral vein minimal diameter: 6.6 cm
• General anesthesia: 100%
• Median operative time: 250 mins
• Estimated blood loss: 141 mL
• Pre-anastomotic banding/tapering: 95% of cases



30 Day Post-operative Complications
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Post-operative Outcomes
• Return to the OR within 30 days

– 1 (5%) for thigh abscess
– 1 (5%) for revision and thrombectomy
– 1 (5%) for hematoma
– 1 (5%) for open colectomy

• Distal arterial ischemia (req revascularization): 1 (5%)
• Mortality

– 0 at 30 days
– 1 (5%) at 90 days

• Resource Utilization
– 2 readmissions
– 3 ED visits



Maturation and Patency

• Maturation: 16/18 (89%)  patients (followed > 6 
months post-procedure) have successfully used FVT 
for HD

• Primary Patency at 1 year: 69%
• Secondary Patency at 1 year: 94%



Summary

• Femoral vein transposition can be successfully used 
in patients with limited dialysis options 

• Self limited wound complications are common 
• Ischemic steal is rare with anastomotic banding
• Maturation rates are high
• Patency rates are high



Conclusions

• Femoral vein transposition is a durable access that 
has a concrete role in the armamentarium of an 
access surgeon




