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vein related to arm positioning and Valsalva
maneuver'! and the scalenus anticus syndrome.” In
normal persons, the right internal jugular vein is
usually larger than the left. This has been attrib-
uted to the tendency of the straight sinus to empty
more frequently to the right transverse sinus rather
than to the left transverse sinus. Therefore, pro-
portionately more blood is delivered from the cra-
nial venous system to the right jugular vein.! If
pronounced, this tendency would produce relative
dilation of the right jugular vein; but, unlike jugular
vein aneurysm, there is no focal dilation with this
condition. Because focal dilation was not present,
case 1 probably represented a variation of the
normal asymmetry in jugular vein size. Although
pathologic proof is lacking, case 2 probably was not
a variation of normal, but rather a true aneurysm,
because of the focal ectasia seen on ultrasound and
the focal palpable fullness.

Other true lesions that produce neck masses
include cavernous hemangiomas, branchial and
enterogenous cysts, lymphoceles, laryngeal diver-
ticula, cervical adenitis, and persistent jugular
lymph sac.” Findings other than jugular vein ectasia
that increase in size with Valsalva maneuver in-
clude tumors or cysts of the superior mediastinum,
external laryngeal diverticula, and persistent jug-
ular lymph sac,*1? The tubular nature of the dilated
jugular vein distinguishes it from nonvascular fluid
collections; its velocity opposite that of the carotid,
and changes in this velocity and in vessel caliber
with respiratory maneuvers allow it to be distin-
guished from an arterial abnormality.

Computed tomographic scanning with infusion
can reliably demonstrate the vascular nature of jug-
ular vein ectasia, and therefore allow it to be dis-
tinguished from nonvascular lesions such as lymph-
adenopathy. Duplex Doppler real-time ultrasonic

imaging can demonstrate appropriate changes in
size and flow with respiratory maneuvers, thus dif-
ferentiating solid or cystic masses from vascular
structures. Unlike CT scanning, pulsed Doppler
imaging does not require administration of contrast
medium, irradiation, or great expense to charac-
terize vascular neck lesions.

If available, duplex Doppler ultrasound should
be the initial choice in the investigation of sus-
pected vascular neck masses. The sonographer
should be aware of the variations in normal jugular
vein sizes to avoid overdiagnosis of neck lesions.
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