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Primary Axillary Venous Aneurysm: Report of a Case
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Abstract

We report a case of nontraumatic, spontaneous venous
aneurysm of the left axillary vein. This case may repre-
sent only the second such case ever reported in the
English-language medical literature. Venous aneurysms
are often associated with trauma, arteriovenous fistula,
or other venous abnormal hemodynamic conditions,
but true primary venous aneurysms are very rare.
Surgical excision was uncomplicated and performed
easily.
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Introduction

Venous aneurysms are relatively uncommon and usu-
ally caused by trauma, arteriovenous fistula, or previous
vascular procedures. Conversely, true spontaneous
venous aneurysms are very rare. These lesions are gen-
erally asymptomatic and easily misdiagnosed as soft
tissue tumors. Most of the venous aneurysms reported
in the English literature were located in the jugular vein
or the popliteal vein. We report a case of an aneurysm
arising from the proximal axillary vein, which we ini-
tially thought was a chest wall tumor. The mass was
excised successfully via an infraclavicular approach.

Case Report

A 53-year-old man was admitted to our hospital for
investigation of an enlarging painless soft tissue mass,
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which had been palpable for several months, located in
the infraclavicular region. He had no history of systemic
disease or any traumatic experience. Physical examina-
tion revealed a soft, round, nonpulsating mass of 5 X
7cm in diameter in the left infraclavicular area. The
overlying skin appeared normal, except for some di-
lated superficial venules. Blood analysis, including a
hemogram, a white blood cell differential count, renal
and hepatic function tests, and an electrocardiogram
yielded normal results. An ultrasonic study of the left
upper chest wall revealed a well-defined cystic mass (44
X 17mm) without an active blood flow signal. Sono-
guided biopsy was performed, but only blood was ob-
tained. Computed tomographic (CT) scanning revealed
an oval 2 X 4-cm cystic mass with a smooth outline, over
the left infraclavicular region, adjacent to the left chest
wall (Fig. 1). The lesion was completely excised through
an infraclavicular incision, and found to be a venous
aneurysm arising from the left proximal axillary vein
(Fig. 2). The aneurysm was easily dissected free from
the surrounding tissue. A single vessel about 3mm in
diameter connecting to the proximal axillary vein was
suture-ligated smoothly, followed by excision of the
whole aneurysm. The resected specimen measured 5.5
X 4.5 X 1.5cm. Pathologic examination of the aneurysm
revealed a collection of large, thick-walled veins. The
patient had an uneventful postoperative course and was
discharged 3 days after the operation. He was followed
up at a vascular surgery clinic for 2 years, with no signs
of recurrence.

Discussion

Primary venous aneurysms are rarely seen in clinical
practice. The etiology of venous aneurysms can be trau-
matic, inflammatory, congenital, degenerative, or iatro-
genic. Spontaneous venous aneurysms are infrequently
discovered and several causes of venous aneurysm
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development have been proposed, such as endoveno-
hypertrophy, endovenosclerosis, congenital weakness,
and degenerative change. These lesions can be classified
according to their anatomic location. Aneurysms lo-
cated in certain anatomic positions, such as the face and
neck and the extremities, are easily accessible surgi-
cally, whereas those located in the thoracic and abdomi-
nal areas are more difficult to diagnose and manage.
The most common areas of venous aneurysm, according

Fig. 1. Computed tomographic scanning showed a 2 X 4-cm
cystic mass with a smooth outline, over the left infraclavicular
region adjacent to the left chest wall

Fig. 2. A saccular venous aneurysm (B) arising from the ante-
rior wall of the proximal axillary vein (A) was carefully dis-
sected free and totally excised
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to past reports, are the internal jugular vein, the supe-
rior and inferior vena cava, the portal vein, and the
veins of the lower extremities."”” On the other hand, we
were able to find only sporadic reports of spontaneous
upper extremity venous aneurysms.®'* Most upper
extremity spontaneous aneurysms are in the basilic
veins. We were able to find only one other report of an
axillary venous aneurysm in the English-language lit-
erature.® Thus, to the best of our knowledge, the case
reported herein is only the second documented case of
a nontraumatic venous aneurysm in the axillary vein.
It is also the first proximal axillary venous aneurysm
presenting as an anterior chest mass over the infraclav-
icular area.

We initially thought that our patient had a subcutane-
ous nonpulsatile soft tissue mass, but aspiration cytol-
ogy and noninvasive studies, including CT scanning and
Doppler studies, did not confirm the origin of the mass.
Because of its gradual enlargement and unknown etiol-
ogy, we decided to excise the tumor for definite diagno-
sis and treatment. The venous aneurysm was excised
without any complications or subsequent recurrence.

Establishing a preoperative diagnosis of a venous an-
eurysm is difficult because of the lack of obvious signs
and symptoms. Many cases reported in the literature
were initially misdiagnosed as soft tissue tumors. How-
ever, a venous aneurysm in the extremities, especially
in the superficial venous system, can be detected by
careful physical examination. It is frequently seen as a
nonpulsating mass that shrinks when elevated, although
if the venous aneurysm is in the deep vein system or
near the central vein, diagnosis can be more difficult.
Vascular Doppler studies can differentiate venous an-
eurysms from artery aneurysms or arterial venous mal-
formations if any arterial flow component is present in
the mass. They can also show any connections to the
venous circulation. Imaging studies such as CT scanning
or magnetic resonance imaging can also provide clues to
the diagnosis, which is best confirmed by venography
study. However, the excision of a venous aneurysm in
an extremity is technically simple, and venography
before the surgical intervention is often unnecessary.
The definite diagnosis can usually be made intraopera-
tively after excision of the mass.

Most venous aneurysms are asymptomatic, although
rupture, mass effect, and thromboembolism”!? are
possible complications. Although uncommon, venous
aneurysm may be a source of pulmonary embolism,!>!¢
so some researchers recommend excision to prevent
this dangerous complication.’

Although primary axillary venous aneurysms are very
rare, they should be considered in the differential diag-
nosis of a nonpulsatile soft tissue mass in the upper
extremities or anterior chest. Our limited experience
suggests that an axillary venous aneurysm can be ex-
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cised easily without a great risk of complication or re-
currence. Thus, we think that if the venous aneurysm
is symptomatic, associated with any complication, en-
largement, or ambiguous etiology, it should be totally
excised and all feeder veins ligated.
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