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entire brachial artery on arteriography and by the histo-

logical appearance of the operative specimen.
3
 Based 

on our knowledge, true brachial artery aneurysm just 

distal to the axillary artery following long term usage 

of a crutch has not been described. Moreover, presenta-

tion as Reynaud’s phenomenon and Stellate ganglion 

sympathectomy has not been reported.  

In over 80 percent of patients with Reynaud’s 

phenomenon who are seen by an internist, the condi-

tion is simply an exaggeration of the physiologic re-

sponse to cold temperatures. However, as in this case, 

it can represent a clinical manifestation of a serious 

underlying disease or be the first sign of critical is-

chemia of a digit or limb. Depending on the severity 

of the vascular insult and the size of the vessel in-

volved, superficial ulceration or deep-tissue necrosis 

with gangrene and amputation can result. Clinical 

criteria are used to distinguish patients with uncom-

plicated, or primary, Reynaud’s phenomenon from 

those with secondary Reynaud’s phenomenon.
4,5 

The suggested criteria for primary Reynaud’s phe-

nomenon are symmetric attacks; the absence of tissue 

necrosis, ulceration, or gangrene; the absence of a sec-

ondary cause on the basis of a patient’s history and gen-

eral physical examination; normal nail fold capillaries; a 

negative test for antinuclear antibody; and a normal 

erythrocyte sedimentation rate.
5
 The median age at the 

onset of primary Reynaud’s phenomenon is 14 years. A 

secondary cause of Reynaud’s phenomenon is suggest-

ed by the following findings: age at onset of more than 

30 years; episodes that are intense, painful, asymmetric, 

or associated with ischemic skin lesions; clinical fea-

tures suggestive of a connective-tissue disease (e.g., ar-

thritis and abnormal lung function); specific autoanti-

bodies; and evidence of microvascular disease on mi-

croscopy of nail-fold capillaries.
6,7

 This case had asym-

metric, intensely painful attacks of affected limb, history 

of finger ulcer, and without any evidence of connective 

tissue disorder. It is unclear why this obviously second-

ary Reynaud’s phenomenon has not been distinguished. 

Report of this case put emphasis on the importance of 

meticulous history taking and physical examination for 

proper diagnosis and selecting appropriate therapy. 

All patients with Reynaud’s phenomenon need to 

undergo a complete evaluation to rule out an underly-

ing secondary cause, with specialized tests performed 

as appropriate on the basis of the clinical history. Pa-

tients who have a history of single digit or asymmetric 

attacks, absent pulses, asymmetry of blood pressure, or 

evidence of critical ischemia should undergo arterial 

Doppler ultrasonography or angiography. Long term 

crutch may complicated by axillobrachial artery injury 

due to repeated minor physical trauma. The role of 

proximal sympathectomy in the management of Rey-

naud’s phenomenon has not been established. 
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