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Ectatic Vessels on the Chest

Lucy Rose, MA; Abena Minta, BS; Catherine Chung, MD; Benjamin H. Kaffenberger, MD, MS

A 32-year-old woman presented to vascular
surgery for evaluation of spider veins of

2 years’ duration that originated on the breasts
but later spread to include the central chest,
inframammary folds, and back. She reported
associated pain and discomfort as well as
intermittent facial swelling and tachycardia

but denied pruritus and bleeding. The

patient had a history of a kidney transplant

6 months prior, Langerhans cell histiocytosis,
and Sjogren syndrome with a left indwelling
catheter. Her current medications included
systemic immunosuppressive agents. Physical
examination revealed blue-purple ectatic vessels
on the inframammary folds and central chest
extending to the back. Erythema on the face,
neck, and arms was not appreciated. No
palpable cervical, supraclavicular, or axillary
lymph nodes were noted.

WHAT’S YOUR DIAGNOSIS?

a. caput medusae

b. generalized essential telangiectasia
c. poikiloderma vasculare atrophicans
d. scleroderma

€. superior vena cava syndrome

PLEASE TURN TO PAGE E16 FOR THE DIAGNOSIS
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PHOTO CHALLENGE DISCUSSION

THE DIAGNOSIS:

Superior Vena Cava Syndrome

omputed tomography angiography of the chest

confirmed a diagnosis of superior vena cava

(SVC) syndrome due to external pressure of
the indwelling catheter. Upon diagnosis, the left
indwelling catheter was removed. Further testing to
assess for a potential pulmonary embolism was nega-
tive. Resolution of the ectatic spider veins and patient-
reported intermittent facial swelling was achieved after
catheter removal.

Superior vena cava syndrome occurs when the SVC
is occluded due to extrinsic pressure or thrombosis.
Although classically thought to be due to underlying
bronchogenic carcinomas, all pathologies that cause
compression of the SVC also can lead to vessel occlusion.!
Superior vena cava syndrome initially can be detected on
physical examination. The most prominent skin finding
includes diffusely dilated blood vessels on the central
chest wall, which indicate the presence of collateral blood
vessels.! Imaging studies such as abdominal computed
tomography can provide information on the etiology of
the condition but are not required for diagnosis. Given
the high correlation of SVC syndrome with underlying
lung and mediastinal carcinomas, imaging was war-
ranted in our patient. Imaging also can distinguish if
the condition is due to external pressure or thrombosis.?
For SVC syndrome due to thrombosis, endovascular
therapy is first-line management; however, mechanical
thrombectomy may be preferred in patients with absolute
contraindication to thrombolytic agents.® In the setting
of increased external pressure on the SVC, treatment
includes the removal of the source of pressure.*

In a case series including 78 patients, ports and
indwelling catheters accounted for 71% of benign SVC
cases.” Our patient’s SVC syndrome most likely was due
to the indwelling catheter pressing on the SVC. The goal
of treatment is to address the underlying cause—whether
it be pressure or thrombosis. In the setting of increased
external pressure, treatment includes removal of the
source of pressure from the SVC.*

Other differential diagnoses to consider for new-
onset ectatic vessels on the chest wall include general-
ized essential telangiectasia, scleroderma, poikiloderma
vasculare atrophicans, and caput medusae. Generalized
essential telangiectasia is characterized by red or pink
dilated capillary blood vessels in a branch or lacelike
pattern predominantly on the lower limbs. The eruption
primarily is asymptomatic, though tingling or numbness
may be reported.® The diagnosis can be made with a
punch biopsy, with histopathology showing dilated ves-
sels in the dermis.”

Scleroderma is a connective tissue fibrosis disorder
with variable clinical presentations. The systemic sclerosis
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subset can be divided into localized systemic sclerosis and
diffuse systemic sclerosis. Physical examination reveals
cutaneous sclerosis in various areas of the body. Localized
systemic sclerosis includes sclerosis of the fingers and
face, while diffuse systemic sclerosis is notable for pro-
gression to the arms, legs, and trunk.® In addition to
sclerosis, diffuse telangiectases also can be observed.
Systemic sclerosis is a clinical diagnosis based on physical
examination and laboratory studies to identify antibodies
such as antinuclear antibodies.

Poikiloderma vasculare atrophicans is a variant of
cutaneous T-cell lymphoma. The initial presentation
is characterized by plaques of hypopigmentation and
hyperpigmentation with atrophy and telangiectases. The
lesions may be asymptomatic or mildly pruritic and clas-
sically involve the trunk and flexural areas.’ The diagnosis
is made with skin biopsy and immunohistochemical
studies, with findings reflective of mycosis fungoides.

Caput medusae (palm tree sign) is a cardinal feature
of portal hypertension characterized by grossly dilated
and engorged periumbilical veins. To shunt blood from
the portal venous system, cutaneous collateral veins
between the umbilical veins and abdominal wall veins
are used, resulting in the appearance of engorged veins in
the anterior abdominal wall.' The diagnosis can be made
with abdominal ultrasonography showing the direction of
blood flow through abdominal vessels.
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