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Summary
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Objective: Incidence of upper extremity peripheric arteria¢a
rysms is less that of lower extremity peripherterdal aneu-
rysms. They are caused by atherosclerosisatiooutle
syndrome or traumas. Those involved are subclawigif,
lary, brachial a and less frequently hand and aristies.

Material and Methods: Ten peripheric aneurysms in 10 pa-
tients whom we operated on between february 199
January 2002 in our clinic were assessed retraspbct

Results: Of those cases, 5 were subclavian, 3 axillary €
brachial arterial aneurysms. All these patients °
treated surgically aneurismectomised and grafrpois-
tioned, with no mortality or morbidity being obseds

Conclusion: Peripheric arterial aneurysms can lead to
important complications as thrombokolies and loss
of extremities. For this reason, their operatieatment
should not be delayed any longer.

Key Words: Peripheric arterial aneurysms, Upper extremity,
Operative treatement

T Klin J Cardiovascular Surgery 2004, 5:1-4

Amag: Ust ekstremite periferik arter anevrizmalarininigir
sikligl, alt ekstremite periferik arter anevrizmalalan
daha azdir. Ateroskleroz, torasik outlet sendrormuwl
travma sonucu obwrlar. Tutulan arterler subklavi
aksiller, brakial ve daha az siklikta da el ve lbdetere
ridir.

Gereg¢ ve Yontemler:Subat 1998-Ocak 2002 tarihleri amasi
da Klinigimizde opere etgimiz 10 olgudaki 10 perifer
anevrizma retrospektif olarak gerlendirilmistir.

Bulgular: Olgularin 5'i subklavian, 3’0 afller ve 2’si brakii
arter anevrizmaslydi. Tim olgular cerrahi olarattat
edilmis, anevrizmektomi ve greft interpozisyonu yapgmi
tir. Hicbir olguda mortalite ve morbidite ggtiemitir.

Sonug: Periferik arter anevrizmalari tromboemboli ve edstr
mite kayiplari gibi énemli komplikasyonlara neddaln
lirler. Bu nedenle cerrahi tedavileri geciktirilmeli .

Anahtar Kelimeler: Pe_r_iferik arteryal anevrizmalar,
Ust ekstremiBzrrahi tedavi
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Upper extremity peripheric aneurysms are boembolic complications in hands and fingers in
seen less frequently that other peripheric aneu-articular (1). We assessed retrospectively peri-
rysms. However, it is of great importance to treat pheric aneurysms in ten cases who were operated
and operate on them in that they can result in seon due to their peripheric arterial aneurysms be-
rious injuries such as losses of fingers and extrem tween February 1998 and January 2002.
ties. Particularly, proximal subclavian arterial
aneurysms can produce such pathologies as upper Material and Methods
extremity thromboembolism likely to cause gan- Ten peripheric aneurysms in ten cases operat-
grenes, as well as ruptures, neurovasculary angq on in our clinic because of upper extremity pe-
sensorial dysfunctions caused by brachial plexusyipheric arterial aneurysms between February 1998
pressure and central neural system disorders due tgq January 2002 were evaluated retrospectively.
retrograde thromboembolisms. Nine of the patients were male and one was fe-

Upper extremity peripheric arterial aneurysms male. Average age was 61+2 years with a range
located more distally, however, can create throm-between 50 to 72 year®f those patients, (50%)
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showed subclavian, 3(30%) axillary and 2(0%)
brachial arterial aneurysms (Table 1).

Three cases admitted for asymptomatic su-
praclavicular mass, one with left supraclavicular
mass and weakness and numbness at left hand, or
with swelling in left supraclavicular region and
ischemic complaints at upper extremity. Two cases
admitted to our clinic for asymptomatic axillary
mass and one case admitted to chest surgery clini
in another hospital for enlarging axillary mass,
since aboundant hemorrhagy developed during
biopsy he was transported to our clinic emergently.
In this patient, arterial aneurysm and rupture was
determined with emergent upper extremity selec-Figure 1.
tive arteriography (Figure 1). Two cases admitted
to our clinic with swelling of brachial fossa and
ischemic complaints of hand and foot fingers. rysmectomy and saphen vein graft interpostioning

Diagnostic tools were, selective upper extrem- Was performed.
ity arteriograpy and coronary angiography in 10, Results
dynamic computerized tomography in 4, duplex _ _ _
ultrasonography in 5 cases. According to coronary There_was no mortality and loss of ischemic PTX'
angiography results; percutaneous transluminaltrem'tIes in any cases. Two early postoperative

angioplasty (PTCA) was performed for left ante- compl_ication occu_rred. They were embollism of the
fior descending artery lesion in one and right eoro brachial artery which have been successfully tceate

nary artery lesion in two cases. In other 7 cases,gy transbrafc?lal er_nborllectlo?y. On; casebwnt;_all
medical therapy was suggested for coronary lesion. ecrease of force in the left arm due to brachia
plexus pressure before the surgery tended to reduce

All patients were treated surgically (Table 2). . . :
: . . . such complaints postoperatively and was included
A supraclavicular and if necessary infraclavicular .

L . . in the physical therapy program. Histopathological
incision was performed in all subclavian aneu- L :

examinations revealed that three subclavian and one
rysms. We performed aneurysmectomy and polyte-_ . .

: .. ..~ axillary aneurysms were atherosclerotic.

trafluoroethylene (PTFE) graft interpositioning in _ _
4 and aneurysmectomy and saphen vein graft in- ~ The grafts patency in the early postoperative
terpositioning in 1 subclavian artery aneurysms. Pe€riod were 100%. The cases were then invited to
Infraclavicular and deltopectoral incision was used controls periodically. The physical examination
for axillary artery aneurysm. we performed aneu- ar.1d I?oppler u!trasonography showed no late com-
rysmectomy and polytetrafluoroethylene (PTFE) pI|c_at|ons. Patients were foIIOV\_/ed-up for a mean
graft interpositioning in 1 case and aneurysmecto-Period of 1.8+3.5 years. We did not observe any
my and saphen vein graft interpositioning in 2 vascular problems. In follow-up period, the grafts

cases. Also in 2 brachial artery aneurysms, aneuPatency were 100%.

Table 1.Peripheric arterial aneurysms that we operatediircinic

Number of cases % Number of aneurysms
Subclavian arterial aneurysms 5 50 5
Axillary arterial aneurysms 3 30 3
Brachial arterial aneurysms 2 20 2
TOTAL 10 100 10
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Table 2.Operative data

Aneurysm Localization Aneurysm Size Operation
Subclavian artery

Case 1 6X7 cm aneurysmectomy-EPgiaft interpos.
Case 2 6X4 cm aneurysmectomy+PTFE graft erpois.
Case 3 5X6 cm aneurysmectomy+PTFE graft ingerp
Case 4 6X6 cm aneurysmectomy+PTFE graft ingerp
Case 5 5X7 cm aneurysmectomy+saphenvein ogerp
Axillary artery

Case 1 5X5 cm aneurysmectomy+PTFE graft interp
Case 2 4X6 cm aneurysmectomy+saphenvein ogerp
Case 3 5X6 cm aneurysmectomy+saphenvein ogerp
Brachial artery

Case 1 3X5cm aneurysmectomy+saphenvein ogerp
Case 2 3X4 cm aneurysmectomy+saphenvein wgerp

PTFE: Polytetrafluoroethylene, interpos: intergiogsing

Discussion of our cases showed findings and indications re-
Incidence of upper extremity peripheric aneu- lated to thoracic outlet syndrome. We can encoun-

rysms is less than that of lower extremity peripher ter thesedaneu:]ysms thdar;ks to mgreased (I;Ife expe((:j-
ic aneurysms. Those involved are subclavian, ain-tancy and sophisticated diagnostic procedures an

lary, brachial and less often hand and wrist ateri examinations in recent years. Davidovic et al (2)
Subclavian arterial are not those seen as frequenftound that 3 of their 8 subc.IaV|an arterlal anemy;

peripheric arterial aneurysms (2-5). Proximal sub-CaSes Wwere atherosclerotic. Proximal subclavian
clavian arterial aneurysms are often accounted fo?h?} subclawa;]n ar;)d aglllaryl/ artenal aneu”rysms
by atherosclerosis, while distally localized subcla W!thOUt ar|1y thrombosed pulsation 'cr?n we dmllr
vian and subclavian-axillary aneurysms likely to with neoplasms. Our two cases with a medially

extent to the first section of the axillary arteme localized subclavian and axillary arterial aneu-
often due to the thoracic outlet syndrome. In 50% fYS”‘S: suﬁerred from _a(_:Ut_e bleedings during their
of the cases with atherosclerotic subclavian atteri biopsies in another clinic in the thought that they

aneurysms are seen aorta-iliac and other peripheriEnlght have developed tumors, and were taken to

arterial aneurysms (6,7). There fore, other accomPUr clinic urgently. It is well possible to diagreos

panying aneurysms should also be investigated irfSUCh anerlirysmj ealsny_by means of D“P'ex uItl_'a-
the case series showed that right axillary arterial>0N0graphy and selective upper extremity angio-

aneurysm accompanied subclavian arterial aneydrams, and a safistactory physical examination

rysm. All the five subclavian arterial aneurysms (PEfPheric arterial pulse examination).
were distally and medially localized and three of Sufficient proximal control can be achieved as
them were found to be atherosclerotic after thethe result of combination of median sternotomy
histopathological examination. with right supraclavicular incision for the purpose
Subclavian arterial atherosclerotic aneurysms©f OPerative treatment of proximal right subclavian
are either abnormal or can be developed in normafrterial aneurysms (9). Left thoracotomy is indi-
artery and are rare. Crawford et al (8) reported g cated for left proximal subclavian arterial aneu-
and Hobson et al (6) 4 atherosclerotic subclavianySms. On the other hand, supraclavicular incision
arterial aneurysms in 107 cases with peripheric'S used for the operation on medially and distally
arterial aneurysms. Although the thoracic outlet localized subclavian arterial aneurysms. This inci-
syndrome is often the reason for the subclavianSion can be extended to infraclavicular and delto-

arterial aneurysms in the thoracic ascendence, nonB€ctoral region when needed. Occasionally it

T Klin J Cardiovascular Surgery 2004, 5 3



Omer TETIK ve Ark.

OUR OPERATIVE INTERVENTIONS INRPER EXTREMITY PERIPHERIC ARTERIAL ANEURYSMS

REFERENCES

might be necessary to incise the middle section of
the clavicula (10). We did not perform any clavicu- 1.
lary resection. Two cases underwent supraclavicu-
lar and three patients supraclavicular and infracla 2
vicular incisions. What is essential for the opera-
tion on those aneurysms consists of aneurysmects,
omy and graft interposition. We performed aneu-
rysmectomy and polytetrafluoroethylene (PTFE) 4
graft interpositioning in 4 and aneurysmectomy
and saphen vein graft interpositioning in 1 subcla-g
vian artery aneurysms.

Axillary arterial aneurysms are very rare 6
(11,12). Infection, periartheritis nodosa, conganit
arterial defects and trauma play a role in thel-etio
ogies of axillary arterial aneurysms. Bruised and 7-
penetrated trauma is one of the major reasons for
the axillary arterial aneurysms (13). Rob was the
first to describe the axillary arterial aneurysms
caused by bruised trauma in 1956 (14). Succeeding.
cases were reported by Brooks and Abbot (15).
Two cases of ours had histories of bruised traumas

Dent TL, Eust CB. Multipl arteriosclerotic arteriaheu-
rysms. Arch Surg 1972; 105: 338-42.

Davidovic LB, Lotina Sl, Jakovljevic NS. Aneurysm§ o
the subclavian artery. Srp Arh Celok Lek 2000; 1P®84-
90.

Wang Z, Yu J, Wang X. Management of subclavianrarte
aneurysms. Zhonghua Wai Ke Za Zhi 1996; 34: 359-60.

Nonami Y, Ogoshi S. Intrathoracic atherosclerotiew
rysm of the subclavian artery. A case report. J iOued-
cular Surg (Torino) 1998; 39: 39-42.

Napolitano AM, Napolitano L, Francomano F. Aneurgsm
of the subclavian artery: Clinical experience. Atal Chir
1998; 69: 315-25.

Hobson RW, Sarkaria J, O’'Donnel JA. Atherosclerotic

aneurysms of the subclavian artery. Surgery 197; 8

368-71.

Pairolero PC, Walls JT, Payne WS. Subclavian-axilla
artery aneurysms. Surgery 1981; 9:757-61.

8. Crawford ES, De Bakey ME, Cooley DA. Surgical consi-

derastions of peripheral arterial aneurysms. Aralg&ry
1959; 78: 226-9.

McCollum CH, Da Gama AD, Noon GP. Aneurysms of
the subclavian artery. J Cardiovasc Surg 1979;130-
64.

10.Hobson RW, Israel MK, Lynch TG. Axillosubclavian

However the aneurysm was found to be of atheros-
clerotic origin after the histopathological examina
tion in one case. The surgical treatment of axillar

and brachial arterial aneurysms consist of aneu-t

rysmectomy and graft interposition as well. We ,,,

performed aneurysmectomy and PTFE graft inter-
positioning in 1 and safen vein graft interposition
ing in 2 axillary artery aneurysms. Trauma play a
major role in the etiologie of brachial arteriakan

rysms, as well as in that of axillary arterial anes 14

One of two cases had a history of bruised trauma

They remain latent or asymptomatic unless neuro-15.

logical or thromboembolic complications develop

(16). We performed aneurysmectomy and safen
vein graft interpositioning in 2 brachial artery

aneurysms.

In Conclusion, although peripheric arterial
aneurysms induce fewer dangers to cases than tho-

16.

arterial aneurysms. In Bergen JJ, Yao JST (eds)uAne
rysms-Diagnosis and treatment. New York, Grune &
Stratton, 1982: 483.

Nugud OO, Hedges AR. Axillary artery pseudoaneurysm.
Int J Clin Pract 2001; 55: 494-9.

Tod GJ, Benvenisty Al, Hershon S, Bigliani LU. Aneu-
rysms of the mid axillary artery in major leaguesdiaall
pitchers. A report of two cases. J Vasc Surgery8128:
702-7.

13.Ho PK, Weiland AJ, Mcclinton MA. Aneurysms of the

upper extremity. J Hand Surgery 1987; 12: 39-44.

Rob CG, Standeven A. Closed traumatic lesions of the
axillary and brachial arteries. Lancet 1956; 1:591-

Abbot WM, Darling RC. Axillary artery aneurysms sec-
ondary to crutch trauma. Am J Surg 1973; 125: 505-2

Haimovici H. Peripheral arterial aneurysms. In: idai
vici H, Ascer E, Hollier LH, Strandness DE, Town8&,J
eds. Haimovici's Vascular Surgery. Fourth ed. Cam-
bridge-Massechusetts, U.S.A; Blackwel Science Inc.
1996: 904-5.

rax and abdominal aorta aneurysms, surgical treat-
ments of extremity arterial aneurysms are of impor-
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tance in that they lead to thromboembolies andyazisma Adresi: Dr.Omer TETIK

ischemic extremities which extend to gangrenes and
amputations. For this reason, operative management
of such cases should not be further delayed.
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