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receptor is linked to weight gain, whereas action on 5HT2A
receptor produces antipsychotic action and is also associated
with lower risk of extrapyramidal symptoms. Risperidone has its
antagonistic action mainly on D2 receptor family compared to
D1 receptor family, leading to diminished dopaminergic activity
and hence may cause akathisia, tremors, galactorrhoea,
gynaecomastia and reduced bone mineral density. These side-
effects are also associated with increased prolactin secretion.
This drug also has minor action on alpha adrenergic and
histamine (H1) receptors, which explains its sedative action and
effects on blood pressure. Many other side-effects such as
prolonged corrected QT interval (QTc), diabetes mellitus,
hyperlipidaemia, arterial hypertension and posterior reversible
cerebral oedema syndrome are also reported.1

In comparison to other antipsychotics, risperidone, due to
its different chemical structure and pharmacological profile, is
considered to have a low risk of haematotoxicity. Haematological
adverse effects of psychotropic drugs including atypical
antipsychotic medication affects mostly leucocytes3 and
thrombocytes,4 whereas its effect on erythrocytes in adults is
limited and not reported till date. The pathogenesis of
risperidone-induced anaemia is not clear. This might be due to
multiple mechanisms such as iron deficiency,5 drug-induced
haemolysis and bone marrow depression.

We have reported two patients with risperidone-induced
anaemia. In our first patient, anaemia was due to iron deficiency
and also some amount of haemolysis as he had unconjugated
hyperbilirubinaemia and splenomegaly, which can be linked to
the long-term use and escalation of dose of risperidone. Whereas
in the second patient, it was due to drug-induced haemolysis
and a short duration of use of risperidone. In both instances, the
patients showed improvement on withdrawal of risperidone
and supplementation with haematinics.
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Bilateral internal jugular vein ectasia:
A rare cause of neck swelling

V. SRINIVASA, S. JAYENDIRAN, DARSHAN KAYARKAR,
ALEENA ALIYAR, T.I. ARAVIND

ABSTRACT
Internal jugular vein ectasia or phlebectasia is a condition
in which there is an isolated fusiform dilatation of the
internal jugular vein. The patient usually presents with
swelling in the neck, which aggravates in size while coughing
or straining. This is a rare condition and is often mis-
diagnosed. It can be diagnosed by proper history, clinical
examination and imaging. We report a 5-year-old boy who
had bilateral internal jugular vein ectasia aggravating in
size while straining and coughing. Ultrasonography and

computed tomography scan showed dilatation of internal
jugular veins on both sides. Since the patient was
asymptomatic and had no complications, he was advised
regular follow-up. This rare benign condition should be
kept in mind as a differential diagnosis of an expansile neck
mass.
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INTRODUCTION
Ectasia or phlebectasia of the internal jugular vein (IJV) is rare
and is often misdiagnosed and managed inappropriately.
‘Phlebectasia’ is a fusiform dilatation of the vein without
tortuosity. The term phlebectasia differs from varix which
denotes dilatation of the vein along with tortuosity. More than
a hundred patients with phlebectasia are reported in the world
literature.1,2 We report a 5-year-old boy with bilateral IJV
phlebectasia.

THE CASE
A 5-year-old boy presented with a painless swelling on the
right side of the neck which appeared on coughing and while
straining. The patient had no history of trauma, previous neck
surgery or pain. There was no history of dysphonia, dyspnoea
or dysphagia. Family history was non-contributory. All
developmental milestones were found to be appropriate for age.

On examination of the patient in a relaxed state, there was no
obvious neck swelling. While the patient was performing Valsalva
manoeuvre, the swelling appeared on the right side of the neck.
It was fusiform, measuring 3×4 cm in size, palpable on the right
anterior border of the sternocleidomastoid muscle extending to
the anterior triangle of the neck and clavicle, was soft in
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consistency, non-tender and with no increase in the local
temperature. There was no palpable thrill or audible bruit over
the swelling.

Oropharyngeal and systemic examination was normal. Flexible
fibre-optic laryngoscopy did not show any abnormality.

To confirm the diagnosis, the patient underwent
ultrasonography (USG), which showed the luminal diameter of
IJV on the right side at rest to be 6 mm while on Valsalva
manoeuvre it was 22 mm. The luminal diameter of the left IJV was
5 mm, which increased during Valsalva manoeuvre to 18 mm.
This was the case on both sides.

Colour Doppler done for this patient showed turbulent
vascular flow in both enlarged veins with no evidence of
thrombosis.

The USG findings were confirmed with contrast-enhanced
computed tomography (CECT) of the neck, which showed the
luminal diameter of IJV on the right side at rest as 15 mm while
on Valsalva manoeuvre it was 23.1 mm. The luminal diameter of
the left IJV was 6 mm, while during Valsalva manoeuvre, it was
18.3 mm (Fig. 1). Based on the investigations, the final diagnosis
was made as phlebectasia of bilateral IJV, with right side more
than the left.

Since the patient was asymptomatic without any
complications, the parents were explained about the disease
and advised regular follow-up with an early review if there was

development of any symptoms or sudden increase in the size of
the swelling.

DISCUSSION
Ectasia is an isolated fusiform or saccular dilatation of the vein.
It should not be confused with a varix, which is a dilated
tortuous vein.3 Other terms used in the literature to describe this
entity include phlebectasia, venous cyst, venous aneurysm
and venectasia.4

Jugular vein phlebectasia is an anomaly of the vein which
usually presents in children as a soft, compressible cystic
swelling in the neck during straining, crying, coughing and
sneezing. It is provoked by Valsalva manoeuvre and disappears
completely at rest.5–7 In 1929, Zukschwerdt8 first described the
term internal jugular ectasia. It was characterized by Gerwig in
1952.9 Since then, a variety of hypotheses regarding its aetiology
have been proposed, which include: (i) congenital origin;10 (ii)
compression of the vein between the cupula of the right lung
and the head of clavicle;11 (iii) anomalous reduplication of the
IJV;8 and (iv) increased scalenus anterior muscle tone.12

Teodorescu suggested trauma also as a cause of ectasia.3,13

Histopathological examination of a surgical specimen showed
a wide range of findings in the literature.10 The characteristic
finding of phlebectasia included thinning of the vein wall and
carotid sheath, decreased or absence of elastic layer, diffuse
fibrosis and minimal muscle layer.10,14–18 However, some studies
showed the venous wall to be normal.

Paleri and Gopalakrishnan hypothesized that due to several
anatomical factors, intrathoracic pressure could be easily
communicated to the right jugular bulb.1 According to LaMonte,
phlebectasia is more common on the right side because the right
innominate vein lies in contact with the right apical pleura.
Therefore, any elevation in intrathoracic pressure can be directly
transmitted to the right IJV.11

Diagnosis is usually made by an ultrasound.1,3,10,19,20 Along
with ultrasound, colour Doppler flow imaging can be done to
confirm vascular flow and thrombus formation in the lumen of
the IJV.21 Eksioglu et al. suggested using an anteroposterior
diameter >15 mm as a cut-off for both sides for the diagnosis of
internal jugular phlebectasia.22 Jianhong et al. believe that it is
important to do an ultrasound on both sides and compare, both
at rest and on straining or Valsalva manoeuvre.23

For all patients, the opposite side may not be involved and
should be measured for comparison. Although it may appear
unilateral clinically, internal jugular phlebectasia can occur
bilaterally as in our patient. CECT scan and venography are
other imaging studies that can be done. CECT can be used to
assess the exact extent of the venous abnormalities.24

The differential diagnosis of neck swelling in children are
many, but a swelling which occurs on straining decreases the
possibilities to phlebectasia, laryngocoele, superior mediastinal
cyst and inflation of pulmonary apical bullae. Among these, the
most common diagnosis is laryngocoele.25–27

Normal laryngoscopy and the absence of an air-filled sac on
plain X-ray can rule out laryngocoele. A thoracic CT scan
excludes the possibility of tumour or cyst of the mediastinum.27

An association of the condition with Menkes disease, a rare
disorder of copper metabolism, has been reported.28 Kwok et al.
reported internal jugular phlebectasia in a patient with bronchial
asthma.29

Complications such as thrombosis30 and Horner syndrome31

are rarely reported in the literature. However, rupture has not

FIG 1. (a) Cross-section of computed tomography neck showing
normal internal jugular vein on both sides when the patient is in
normal position; (b) cross-section of computed tomography
neck showing dilatation of the internal jugular vein on both sides
when the patient is doing the Valsalva manoeuvre
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been reported till now in the literature. In the absence of
complications, the patient can be kept under observation.
Moreover, surgery should not be the main target of the clinician
in this case.24,32

Surgery is usually required for those with complications.
Surgical intervention includes ligation or excision of the involved
jugular vein or longitudinal constriction suture venoplasty plus
encapsulation of the involved part with medical Dacron cloth
or polytetrafluoroethylene artificial vessel patch to strengthen
the vessel wall.23,27
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