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Introduction: The treatment goal for patients awaiting a kidney transplant is to optimize care and minimize morbidity,
making the choice of long-term vascular access for hemodialysis of utmost importance.[1] Despite the superior
longevity, lower incidence of thrombosis and decreased rate of infection, arteriovenous fistulas (AVF) remain less
frequently utilized than central venous catheters (CVC) for hemodialysis in the pediatric population. The reasons most
cited for AVF avoidance include: marginal anatomy, limited surgical expertise, and the length of time required for
fistula maturation.[2] Brachial plexus blockade (BPB) has the potential to improve both short and long-term outcomes
following AVF creation, as the resultant increase in venous diameter improves surgeon ability to identify the optimal
graft site. In addition, the subsequent increase in blood flow through the AVF is beneficial to graft maturation.[3] The
safety and efficacy of performing BPB under general anesthesia has recently been reported as being not only safe, but
perhaps more effective than when performed in an awake patient, leading to an increase in the number of pediatric
patients receiving BPB while under general anesthesia.[4] We report our experience utilizing BPB for AVF creation or
revision in the pediatric population requiring hemodialysis in an effort to further discern whether the utilization of BPB
during AVF creation or revision has lead to any significant improvements in outcomes in pediatric patients with endstage renal disease requiring vascular access for hemodialysis.
Methods: After obtaining IRB approval, the medical records of all patients who underwent AVF creation or revision at
CCHMC since 2008 were reviewed. A total of 28 medical records were reviewed, with BPB utilized during AVF
creation or revision in a total of 14 cases. An equal number of cases not receiving BPB were chosen at random for
comparison.
Results: While no significant differences existed between the groups, there was a moderate positive correlation
between receiving BPB and graft maturation, r=0.321, n=28, p=0.096. Double the number of patients achieved graft
maturation when BPB was utilized during the intraoperative phase when compared to those who did not receive BPB.
Conclusion: While this is a limited sample, the results are encouraging as over half of the patients who received BPB
experienced graft maturation. Our results reinforce the contention that BPB is not only useful and safe, but may have a
positive impact on AVF creation. Should BPB be employed, postoperative AVF failure rates may be reduced. As this
is an ongoing study, we will report further outcomes from a larger sample at the annual meeting.
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