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Case
Report

Atherosclerotic Aneurysm of the Right Subclavian
Artery: Report of a Case
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Introduction

True subclavian artery aneurysm (SAA) is rare, as seen
in a report by Dent et al.1) in which SAA represented only
0.1% of the extensive series of atherosclerotic aneurysm.
Other reported causes of SAAs include trauma, thoracic
outlet syndrome (TOS), and infection. Cystic medial ne-
crosis, Marfan syndrome, Turner’s syndrome, and other
genetic syndromes have been reported as less frequent
causes of SAAs. They represent a significant risk for rup-
ture, embolization, or thrombosis, and therefore should
be considered for surgical treatment.2) We present here
our experience with an aneurysm of the right subclavian
artery, and review the literature on the management of
this rare vascular entity.

Case Report

The patient was a 64-year-old man whose chief complaint
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was a pulsatile right supraclavicular mass. He had under-
gone a partial gastrectomy due to peptic ulcer and had a
medical history for hypertension. He had no history of
traumatic lesions, infective disease, or upper extremity em-
bolic symptoms. Physical examination revealed a pulsa-
tile hard mass in the right supraclavicular fossa. The lung
was clear and the upper extremities were neurovascularly
intact. Blood work was within normal limits. The chest
X-ray was normal. Chest computed tomography (CT)
demonstrated a right SAA measuring 3.0×2.0 cm (Fig.
1). Three-dimensional CT reconstruction revealed an an-
eurysm in the third portion of the right subclavian artery
(Fig. 2). Magnetic resonance angiography (MRA) re-
vealed an aneurysm measuring 4.5×3.0 cm, and that the
axillobrachial artery is frequently tortuous (Fig. 3).
   The patient underwent surgical management. Two in-
cisions were performed for this procedure. The first inci-
sion was placed above the clavicle, and the sternocleido-
mastoid muscle was divided. The subclavian artery proxi-
mal to the aneurysm was denuded. The other incision was
placed in the infraclavicular site, and the pectoral muscles
were split to mobilize the axillary artery. The aneurysm
was resected, and the artery was reconstructed with a pri-
mary end-to-end anastomosis. The postoperative course
was optimal, and the patient was discharged on the 11th
postoperative day. Postoperative MRA showed good pa-
tency (Fig. 4). A noninvasive survey of the vascular tree
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did not reveal any other aneurysm, except for a small an-
eurysm of the left SAA. Pathologic review was consis-
tent with an atherosclerotic aneurysm without thrombo-
sis.

Discussion

True SAAs are infrequent. Dent et al. reviewed the loca-

tion of atherosclerotic aneurysms in 1,488 patients, with
isolated subclavian lesions occurring in only two patients
(0.13%).1) In 1864, Smyth performed the first successful
proximal ligation of an SAA.3) The first successful resec-
tion and graft replacement of a saccular aneurysm involv-
ing the subclavian artery was reported by Bahnson in
1953.4)

Early case reports of SAAs related predominately to

Fig. 1.  Chest CT reveals a 3.0×2.0 cm aneurysm of the right
subclavian artery.

Fig. 4.  Postoperative MRA shows good patency of the recon-
struction.

Fig. 3.  MRA reveals an aneurysm measuring 4.5×3.0 cm of the
right subclavian artery.

Fig. 2.  Three-dimensional CT reveals an aneurysm in the third
portion of the right subclavian artery.
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traumatic pseudoaneurysms. However, in a 1995 review,
Dougherty et al.5) found 64 patients with 70 SAAs re-
ported in the literature since 1926. The most common
etiology of true SAAs is atherosclerosis, accounting for
60% of the reported cause, followed by infectious aneu-
rysms (syphilis,15%; tuberculosis, 10%; bacterial, few).
Marfan syndrome and cystic medial necrosis represented
10% of the cases.5–7) True aneurysm of the distal part of
the subclavian artery is mostly a poststenotic one belong-
ing to the TOS, but it is vary rare. In literature, the inci-
dent accounts for 1.1% in patients with TOS.8)

The most commonly reported symptom of SAA is chest
or shoulder pain. A pulsatile subclavicular mass may also
be present. Neurologic involvement, such as hoarseness,
dysphasia, or Horner‘s syndrome has been reported. Other
clinical presentations include rupture, thrombosis, and
peripheral emboli that results in upper extremity ischemia
or a cerebral vascular accident.2) Rarely, hemoptysis or
dyspnea due to tracheal compression are presented.

Diagnosis of SAA can be easily accomplished with
CT, but routine CT does not provide sufficient detail for
complete diagnosis. Angiography is always mandatory
for planning the surgical treatment,9) but may not com-
pletely demonstrate the distal subclavian artery in some
cases because of contrast medium dilution.10) MRA may
be an alternative examination, especially when a contrain-
dication to angiography is present.5) On the other hand,
three-dimensional CT reconstructions can be used to dem-
onstrate the whole cervical vasculature, even showing how
the proximal and distal subclavian arteries are connect-
ing to the aneurysm.10) It is recommended to search for
other aneurysms of the vascular tree because their pres-
ence has been reported in as many as 33–47% of the pa-
tients with SAAs.11)

Surgery has been the mainstay of therapy for SAA. The
surgical approach to the extrathoracic SAA is often fea-
sible simply through the combined supra-infraclavicular
incision as applied in our case. Right-sided intrathoracic
SAAs are approached through a median sternotomy,
whereas left-sided aneurysms can be approached through
a high left posterolateral thoracotomy. It is always neces-
sary to eliminate the cause in case of poststenotic distal
aneurysms belonging to TOS. An extirpation of a cervi-
cal rib or a resection of the first rib is performed before a
procedure of an aneurysm. The axillary approach is suit-
able for management of a distal aneurysm. It is necessary
to take care of the brachial plexus, the recurrent and
phrenic nerve and the thoracic duct during preparation

In the early reports, operations for SAA were limited

to simple ligation without revascularization.3) Repair of
the aneurysm has been attempted by several techniques
which include partial excision of the sac and repair by
aneurysmorrhaphy or a patch repair with prosthetic ma-
terial. Nowadays, resection of the aneurysm and
revascularization is the common procedure. Arterial re-
construction options include anatomic reconstruction with
interposition graft, primary end-to-end anastomosis, and
extra-anatomic reconstruction such as carotid-subclavian
transposition or bypass grafting. We recommend direct
end-to-end anastomosis, even if the aneurysm of the dis-
tal part of the subclavian artery is large, because the
axillobrachial artery is frequently tortuous in arterioscle-
rotic cases where the proximal axillary artery can be
mobilized.12) Reports of successful transluminal
endovascular procedures in peripheral aneurysms have
been published.13–15) Despite the lack of long-term fol-
low-up, this technique seems to be promising, especially
for high-risk candidates.
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