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and the left MCA contraction period blood flow
velocity was 98 cm/sec, which was higher than the
normal MCA contraction period blood flow velocity
of approximately 60 cm/sec. To diagnose cerebral
vasospasm, the blood flow velocity from the TCD
should be above 120 cm/sec. As the test was performed
three days after the injury, it could be assumed that
cerebral vasospasm had been improving. Cardiac-
origin embolus can occur in patients with atrial
fibrillation or cardiac valve disease. However, in this
case, the electrocardiography and echocardiography
were normal. Therefore, the cause of cerebral infarction
was not a cardiac-origin embolus. In addition, based
on the entry and exit of the current pathway, the
cause of brain damage was not direct electrical injury.
However, we cannot completely exclude cerebral
infarction caused by necrotic emboli, which is similar
to MRI findings, since there are no applicable tests to
determine whether the cause of cerebral infarction is
necrotic emboli.

Nevertheless, based on examinations and
comprehensive tests, we believe that the cause of
cerebral infarction was vasospasm rather than necrotic
emboli. In the present case, we experienced cerebral
infarction caused by high-voltage electrical injury.
Accordingly, active evaluation was needed for brain
injury in the high-voltage electrical injury. In addition,
thorough examinations and comprehensive tests were
critical in the treatment of various complications, as
they can be easy to miss because of severe external
injuries by high-voltage electrical injury.

With a review of the relevant literature, this paper
has discussed a case of cerebral infarction caused by
cerebral vasospasm in a 44-year-old male patient who
suffered from high-voltage electrical injury from contact
with 22,900 V.

1. Esses SI, Peters W]J. Electrical burns; pathophysiology
and complications. Can J Surg 1981;24:11-4.

2. Fleury V, Kleinig T7J, Thompson PD, et al. Cardio-
embolic cerebellar stroke secondary to mitral valve
chordae rupture as a delayed complication of a high-
voltage electrical injury. ] Clin Neurosci 2008;15:210-2.

3.Lim TG, Hur GY, Chang H, et al. A case of chronically
exposed dura following electrical scalp burn. ] Korean
Soc Plast Reconstr Surg 2011;38:89-92.

4. Rehberg S, Yamamoto Y, Bartha E, et al. Antithrombin
attenuates myocardial dysfunction and reverses systemic

fluid accumulation following burn and smoke inhalation

Archives of Plastic Surgery AP S

injury: a randomized, controlled, experimental study.
Crit Care 2013;17:R86.

S.Robson MC, Del Beccaro EJ, Heggers JP. The effect
of prostaglandins on the dermal microcirculation
after burning, and the inhibition of the effect by
specific pharmacological agents. Plast Reconstr Surg

1979;63:781-7.

Internal Jugular Phlebectasia
in a Patient with Facial Trauma

Eun Young Rha, Ik Kyun Choi, Jun Hee Byeon

Department of Plastic and Reconstructive Surgery, Yeouido St.
Mary's Hospital, The Catholic University of Korea College of
Medicine, Seoul, Korea

Correspondence: Jun Hee Byeon

Department of Plastic and Reconstructive Surgery, Yeouido St. Mary's Hospital,
The Catholic University of Korea College of Medicine,10 63-ro Yeongdeungpo-
gu, Seoul 150-713, Korea

This article was presented as an e-Poster at 69th Congress of the Korean Society of
Plastic and Reconstructive Surgeons, November 11-13, 2011 in Seoul Korea.

No potential conflict of interest relevant to this article was reported.

Received: 30 Mar 2013  Revised: 16 Apr 2013 e Accepted: 22 Apr 2013
pISSN: 2234-6163 e elSSN: 2234-6171
http://dx.doi.org/10.5999/aps.2013.40.4.456 » Arch Plast Surg 2013;40:456-458

Copyright © 2013 The Korean Society of Plastic and Reconstructive Surgeons

This is an Open Access article distributed under the terms of the Creative Commons
Attribution Non-Commercial License (http://creativecommons.org/licenses/by-nc/3.0/)
which permits unrestricted non-commercial use, distribution, and reproduction in any
medium, provided the original work is properly cited.

Internal jugular phlebectasia (IJP) is defined as a

fusiform dilatation of the internal jugular vein

without tortuosity [1]. IJP is diagnosed on physical

Ultrasonography of the right neck. The yellow arrow
shows a marked dilatation of the right internal jugular
vein without abnormalities of the adjacent structures.
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Clinical photographs taken (A) at rest and (B) during the
Valsalva maneuver. The yellow arrow shows the right
neck swelling during the Valsalva maneuver.

examination and Doppler ultrasonography. However,
it rarely presents symptoms or complications. It is
commonly recommended that regular monitoring of
its clinical course be performed, and sometimes surgery
is performed for cosmetic purposes [2-5]. We report
a case of a 40-year-old woman with facial trauma with
areview of the literature.

A 40-year-old woman visited the Department of
Emergency Medicine with chief complaints of facial
laceration and complex fracture of the right zygomatic
bone after a motorcycle traffic accident. The patient
had no comorbidities other than iron deficiency
anemia that was being controlled with an oral iron
supplement. Because the patient presented right neck
swelling, Doppler ultrasonography was performed to
rule out a diagnosis of delayed rupture of the cervical
vessels. However, it revealed no definite abnormalities
other than the dilatation of the right internal jugular
vein (Fig. 1). After open reduction and internal fixation
of the zygomatic fracture, a physical examination was
performed. This showed an enlargement of the neck
swelling during a Valsalva maneuver. We tried to find
any causative structural lesions such as a cervical or
laryngeal mass, but computed tomography (CT) scans
showed no definite structural abnormalities (Figs. 2,3).
The patient had no symptoms and refused surgery for
follow-up, the patient presented with no complications.

IJP is a rare condition and its epidemiologic
features have not been well documented. In recent
years, its incidence has increased. This is attributable
to an increased number of diagnoses of subclinical

cases because of advancement of diagnostic imaging
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modalities and increased frequency of laryngeal and

cervical surgery [1,2]. Two hypotheses have been
proposed to explain the etiology of IJP: The first is
the elevated pressure in the internal jugular vein and
the second is the congenital defect of the venous wall.
If there is a mediastinal or cervical mass, it could disturb
the venous drainage or cause regurgitation of venous
flow. This eventually leads to the increased hydrostatic
pressure and dilatation of the vessel. Second, if there
is a congenital defect of the venous wall, this could
also cause IJP. Surgical specimens have shown a loss
of elastic tissue, thinning of the venous wall, fibrosis,
and a decrease or absence of the smooth muscle layer
[1,2].

IJP can be diagnosed by flow in Doppler ultraso-
nography and dilation during the Valsalva maneuver.
In addition, any causative structural lesions should be
ruled out on CT scans [2]. Complications that occur
in rare cases include progression, thrombosis, and
Horner's syndrome. The chief complaint of patients is
cosmetic concerns [ 1-4]. Clinical surveillance is
usually reccommended when there are no symptoms
or complications. In these cases, however, surgery is a
possible treatment option. Conventional surgical
procedures consist of ligation of the internal jugular
vein through a transcutaneous cervical approach or
transaxillary approach [3,4]. Venoplasty or anasto-
mosis after resection of the affected lesion has been

performed successfully to preserve the physiologic

(A) Axial and (B) coronal
views of contrast-enhanced
computed tomography scans
of the neck. The yellow arrows
show a marked dilatation of
the right internal jugular vein
without other abnormalities.
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blood flow of the cervical vessels, especially in bilateral
cases [5]. In the current case, we decided to follow-up
with the patient on a monthly basis, not only because
there were no symptoms or complications, but also
because the radiologic study revealed only the dilatation
of the internal jugular vein without any causative
structural lesions. In addition, the patient refused to
undergo cosmetic surgery.

In evaluating patients with trauma who experience
neck swelling, clinicians should consider making a
differential diagnosis of various conditions from simple
contusion to life-threatening ones including pseudoa-
neurysm or a delayed rupture of the cervical vessels.
These life-threatening vessel injuries can be confirmed
by angiography, which should be accompanied by
emergency intervention or surgery. Although IJP is a
rare condition, when making a differential diagnosis
of neck swelling in patients with trauma, clinicians
should refrain from unnecessary evaluations by per-
forming a physical examination and routine radiog-
raphy to conserve time and money. We experienced a
rare case of IJP in a patient with trauma. Clinicians
should be aware of IJP as a candidate condition of the
differential diagnosis of neck swelling in trauma

patients.
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Findings at a local clinic. Computed
tomography findings show mass
involvement with the pericranium.
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Proliferating trichilemmal tumor (PTT) is an uncom-
mon lesion that is characterized by an exuberant
growth of cells derived from the external root sheath
of the hair follicle. Histologically, it presents as trichi-
lemmal keratinization. It is known to be derived from

trichilemmal cysts and to have a potential for malig-




