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Painless arm swelling in a young woman
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The patient was a 39-year-old woman who, after a brisk movement of the head, noticed pain in
the cervical region. Twenty hours later she began to have swelling of the left superior limb. She
was treated with muscle relaxants and anti-inflammatory agents with little improvement. Twenty
days later the painless swelling persisted and she was admitted to the hospital. Physical examina-
tion disclosed fullness and increased diameter of the left arm with cyanosis, oedema and dilation
of subcutaneous collateral veins. There were no palpable lymph nodes, and the Adson manoeu-
vre was negative. Chest X-ray did not show abnormalities. Other investigations, including full
blood count, sedimentation rate, serum biochemistry, urine analysis, coagulation study, serum
electrophoresis, immunoglobulins, complement, C-reactive protein, rheumatoid factor and anti-
nuclear antibodies, were either normal or negative. A venographic study of the left superior limb
was performed (figure 1).
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Questions

1 What abnormality does the venographic
study show and what is the diagnosis?

2 What secondary forms of this illness must be
excluded?

3 What are the options for treatment?
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Answers

QUESTION 1
The venographic study confirmed the presence
of axillary-subclavian vein thrombosis (figure
1). Primary forms have been called thrombosis
of effort, stress thrombosis, spontaneous
thrombosis and idiopathic or Paget-Schroetter
syndrome, reflecting the fact that there is no
unique pathogenic mechanism.' The thrombo-
sis of the subclavio-axillary veins comprises
1-2% of venous thrombotic events.'

QUESTION 2
Secondary forms are frequent and include
venous catheterisation, drug addiction, tumour
compression, intrathoracic infections, hyperco-
agulability states, systemic and autoimmune
illnesses.'

QUESTION 3
The possible treatments of primary axillary
vein thrombosis are anticoagulants, local or
systemic fibrinolysis, surgery, balloon angi-
oplasty or stenting for residual stenosis, or any
combination. In patients without underlying
causes the commonest treatment is in fact to do
nothing, other than possibly use a compression
garment. This is because the majority of these
patients show some spontaneous improve-
ment, at least to a state in which the symptoms
are tolerable.

Follow-up

The patient was treated with urokinase 250
000 IU as an intravenous bolus injection,
followed by a perfusion of 100 000 IU hourly.
The next day another venography showed per-
meability. The urokinase perfusion was discon-
tinued and heparin was given followed by oral
anticoagulants. A thoracic computed tomogra-
phy (CT) scan did not show mediastinal lesion
or bone abnormalities.
The arm became thinner and recovered its

normal colour. The dilation of the superficial
veins reduced. She was put on oral anticoagu-
lants for three months, remaining asympto-

. .......L.

Fiur2Reiua senssof the1-ucainvi

Summary/learning points

* most cases of axillary-subclavian vein thrombosis
have a history of significant local strain or
trauma; there is often underlying abnormal
anatomy

* the Adson manoeuvre is the most cost-effective
clinical test to explore the thoracic outlet
syndrome, but it can be seen in normal
individuals

* there are no unified criteria to decide which
treatment is more appropriate; there is probably
a place for each of them

* in selected patients, thrombolytic therapy may
have an important role

matic with normal physical findings. The veno-
gram showed a residual stenosis of the
subclavian vein (figure 2). After oral anticoagu-
lant therapy was discontinued, the patient
remained asymptomatic and coagulation stud-
ies did not show evidence of hypercoagubility.

Discussion

Between 50% and 75% of cases of axillary-
subclavian vein thrombosis have a history of
significant local strain or trauma.3 In these
patients there is often underlying abnormal
anatomy.' Our patient recalled a brisk move-
ment of the neck before the appearance of the
symptoms.
The diagnosis can be confirmed by a

venogram. Other less invasive procedures, such
as CT or magnetic resonance imaging, have
either not been used frequently enough to
assess their value or they have low sensitivity.
Over the past decade, real-time B-mode ultra-
sonography, duplex (Doppler-directed) ultra-
sonography, and colour Doppler ultrasound
imaging have been used more extensively as
screening procedures.' The availability of
venography at the time of the evaluation of our
patient, prompted us to use it as the initial
investigation.
Once the diagnosis is confirmed and other

secondary causes excluded, it is necessary to
look for the presence of the thoracic outlet syn-
drome as a possible cause. Whilst the Adson
manoeuvre is the most cost-effective clinical
test for this purpose, a positive result is
sometimes found in normal individuals.3 In our
case, the clinical data and the analytical results,
allowed us to exclude secondary causes and the
CT scan of the thorax did not show a cervical
rib or other anatomical variations.
The possible treatments of primary axillary

vein thrombosis are anticoagulants, local or sys-
temic fibrinolysis, surgery, balloon angioplasty
or stenting for residual stenosis, or any combi-
nation of these. There are no unified criteria to
help decide which treatment option is more
appropriate since the pathogenesis is multifac-
tonial, the reported series are short, and the
follow-up is incomplete.' 34Each patient must
be individually assessed.' Surgical decompres-
sion or venous by-pass are options but only
appropriate for those with severe residual
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symptoms. Balloon angioplasty is effective if the
underlying pathology is a embryonic web but a
diffuse stenosis does not respond well. Our
patient was treated medically with fibrinolytics
and anticoagulants.
Pulmonary embolisation is an important

complication of axillary-subclavian deep ve-
nous thrombosis, having been reported in
9.4% of patients in one study.4 In one patient it
occurred immediately after thrombolytic
therapy.5 In 17-75% of cases with axillary vein

thrombosis, symptoms of chronic venous
insufficiency may remain." In our case there
were no sequelae, in spite of a residual stenosis
of the vein.

Final diagnosis

Stress thrombosis of the axillary-subclavian
vein

Keywords: stress thrombosis; axillary-subclavian vein;
fibrinolysis
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