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ABS TRACT Axillary web syndrome (AWS) is characterized by a web 
of fibrotic vein and lymphatic tissue cords in the axillar, shoulder pain 
and reduced range of motion (ROM). Cases of idiopathic AWS have 
rarely been reported in the literature; to the best of our knowledge, the 
case described here is the third. A 29 year old male presented with left 
sided shoulder pain and reduced ROM and cords in the axilla. A diag-
nosis of idiopathic AWS was made using diagnostic ultrasound and 
magnetic resonance imaging and treated using shoulder and arm ROM 
and strengthening exercises, stretching of shoulder flexors and abduc-
tors and cord myofascial release. Physical modalities included infrared, 
therapeutic ultrasound and transcutaneous electrical nerve stimulation. 
The patient’s shoulder pain, reduced ROM and cords resolved with 
treatment. A diagnosis of AWS should be considered in patients with 
shoulder pain and reduced ROM, a detailed shoulder examination is 
essential. The first line treatment for AWS is yet to be determined; this 
will ensure its timely management and so avoid the development of 
chronic shoulder disability. 
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ÖZET Aksiller web sendromu (AWS), aksiller bölgede ağ şeklinde 
fibrotik ven ve lenfatik dokular (kording) ile karakterize, omuz ağrısı 
ve eklem hareket açıklığında (EHA) azalmaya sebep olan bir patoloji-
dir. İdiyopatik AWS hakkında olgu sunumları, literatürde az bulun-
maktadır ve burada sunulan olgu, bilgimiz dâhilinde literatürdeki 3. 
olgudur. Yirmi dokuz yaşında erkek hasta, sol taraflı omuz ağrısı ve 
EHA’da azalmaya eşlik eden aksiller bölgede şerit şeklinde uzanan 
“kord” belirtisiyle kliniğimize başvurdu. Diagnostik ultrason ve man-
yetik rezonans görüntülemeleriyle idiyopatik AWS tanısı konuldu. 
Omuz, kol EHA ve progresif dirençli egzersizi, omuz fleksörlerine ve 
abdüktörlerine germe egzersizi ve kord miyofasiyal gevşetme tedavileri 
uygulandı. Fiziksel modalitelerinden infrared, terapötik ultrason ve 
transkutanöz elektriksel sinir stimülasyonu uygulandı. Tedavi sonu-
cunda, hastanın omuz ağrısı ve aksillerdeki kordlar geriledi, omuz EHA 
arttı. Omuz ağrısı ve azalmış EHA ile başvuran hastada, AWS tanısı 
düşünülmelidir ve detaylı omuz muayenesi yapılmalıdır. AWS’nin 1. 
basamak tedavisi henüz belirlenmemiştir. Belirlenmesi, erken tedavi 
ve böylece kronik omuz disabilitesi gelişmesini önleyecektir.  
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Axillary web syndrome (AWS) is a self termi-
nating pain syndrome seen in breast cancer patients 
who have undergone axillary lymph node dissection. 
AWS is characterized by a web of tissue in the axil-
lary region accompanied by pain in the ipsilateral 
shoulder and arm and reduced shoulder range of mo-
tion (ROM).1 AWS has been reported to occur in ap-
proximately 50% of those who have undergone 

axillary lymph node surgery.2 In recent years, AWS 
cases unrelated to surgery have started to attract at-
tention.3,4 Moreover, a couple of cases of idiopathic 
AWS have also been reported in the literature, to the 
best of our knowledge, the case described here is the 
third.5,6 

Here we present the case of a patient diagnosed 
with idiopathic AWS and treated with physical ther-
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apy (PT) with good outcomes. This case highlights 
the importance of considering a diagnosis of AWS, 
even in the absence of an obvious aetiology, in the 
differential diagnosis of shoulder pain, and the bene-
fits of PT in its treatment. 

 CASE REPORT 

A 29-year-old male business manager presented to 
the outpatient clinic with a three day history of left 
should pain and reduced mobility. The pain radiated 
to the ipsilateral arm and was exacerbated by move-
ment, scoring 5/10 on a visual analogue scale (VAS). 
There was no report of neck pain or paraesthesia in 
the arm. There was no history of shoulder-upper ex-
tremity trauma, nor muscle strain, a review of sys-
tems was normal. A past medical history included 
anxiety, treated with antidepressants and discontin-
ued six months previously, grade 2 hepatosteatosis 
and surgery for a pilonidal sinus. The patient was a 
non smoker, non drinker.  

On physical examination, the patient appeared 
well with a body mass index of 33.03 kg/m2. Inpsec-
tion of the left shoulder and arm revealed a band-like 
subcutaneous structure in the axilla (Figure 1). On 
palpation, the structure consisted of three, non tender 
cords extending to the ipsilateral elbow. Active left 

shoulder flexion and abduc-
tion were limited to 120° and 
150° respectively with pain 
on movement; the cord be-
came more apparent with 
shoulder flexion. Neck ex-
amination was normal; 
there were no motor- sen-
sory deficits of the upper 
extremities. Disabilities of 
the Arm Shoulder and Hand 
(QD ASH) assessment re-
vealed a score of 38.3.7 

Left shoulder ultra-
sonography (USG) revealed 
three subcutaneous hypoe-
choic bands 1.6 mm, 1.3 
mm and 0.9 mm in diame-
ter extending from the left 

axilla to the medial side of the elbow joint (Figure 
2). Doppler USG of the vascular structures was nor-
mal, with no blood flow through the cords. No 
pathology of the shoulder joint and periarticular 
structures was detected on magnetic resonance im-
aging (MRI). Subcutaneous oedema was present 
adjacent to the superomedial aspect of the humerus. 
Routine blood tests including erythrocyte sedimen-
tation rate and C-reactive protein levels were also 
normal. 

The patient was diagnosed with AWS and was 
administered asemetazine 60 mg twice daily for pain 
relief. Fifteen sessions of PT were planned: infrared 
(20 minutes/day), transcutaneous electrical nerve 
stimulation at a frequency of 100 Hz for 20 minutes, 
and therapeutic USG (1.5 watt/cm2, 1 MHz, 5 min-
utes/day). This was followed by shoulder and arm 
ROM and strengthening exercises, stretching of the 
shoulder flexors and abductors and myofascial re-
lease massage of the cord. The patient was advised 
on a home exercise program and self massage aimed 
at increasing venous and lymphatic drainage. 

Following the seventh PT session, the patient 
complained of pain in the left axilla. The next day, 
a small ecchymotic area appeared in the axilla (Fig-
ure 3). On palpation there were now two cords pres-
ent. After completion of treatment, the patient’s 
pain completely resolved, (VAS 0), there were no 
palpable cords and active shoulder ROM had re-
turned to normal (Figure 4). The patient’s QDASH 
score was now 7.5. No side effects of treatment oc-
curred. 

PatIent Consent 

Written informed consent was obtained from all pa-
tients prior to drafting of the manuscript. 

 DISCUSSION 

To date, AWS has mostly been associated with axil-
lary lymphadenectomy or sentinel node biopsy per-
formed as a part of breast surgery resulting in an 
interruption to lymphatic and vascular flow.1,8 Idio-
pathic AWS has rarely been reported in the litera-
ture.5,6 These cases highlight the importance of AWS 
being considered in the differential diagnosis of id-

FIGURE 1: The axillary cord 
before treatment.
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iopathic shoulder pain. 
Moreover, these cases 
emphasize the impor-
tance of inclusion of an 
examination of the ax-
illa in those presenting 
with shoulder and arm 
pain; especially as pa-
tients are often unaware 
that they have devel-
oped a cord.2 

In the case pre-
sented here, the cords 
were initially assessed 
using diagnostic USG 
which enables clini-
cians to palpate and vi-
sualise the cords 
simultaneously, allows 
for a dynamic assess-
ment of the joint, eases 

patient cooperation and is a practical tool. In the study 
by Leduc et al. USG was found to be more effective 
at identifying cords when compared to MRI. 9 To 
the contrary, a pilot study concluded that USG was 
insufficient in identifying the cord structure.10 In 
our patient, the cords were not visualised on MRI. 
This may be due to the MRI sequences not corre-
sponding to the cords. Further studies need to be 
conducted to establish the optimum imaging tech-
nique for the correct identification of the cords seen 
in AWS.  

Studies support the use of PT in the treatment of 
AWS and hypothesise that PT treats the cords more 
rapidly than no treatment.11,12 This is an important 

issue as reduced shoulder ROM secondary to AWS 
can lead to chronic shoulder immobility and weak-
ness of the shoulder muscles. In the case presented 
here, the cords resolved with PT and a home exer-
cise programme. Therapeutic USG was used along-
side conventional exercises and manual fibrous 
release techniques. Diathermic modalities, such as 
therapeutic USG, heat deeper tissues, increase tis-
sue elasticity and metabolic rate and reduce muscle 
pain and spasm.13 There is need for further evidence 
on the correct management approach to patients 
with AWS. Guidance must also account for the ae-
tiology of AWS; PT modalities with diathermic 
properties, may not be appropriate for use in those 
in which lymphatic drainage is compromised sec-
ondary to surgery.14,15 

AWS is mostly seen following breast surgery 
but can also be seen in patients with no predispos-
ing history or risk factors. This case highlights the 
need to consider a diagnosis of AWS in patients 
presenting with shoulder pain and reduced ROM, 
and the importance of a detailed shoulder examina-
tion to avoid misdiagnosis. Further studies on the 
optimum investigatory procedures and treatment of 
AWS are required to aid its timely management and 
avoid the development of chronic shoulder disabil-
ity.  
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FIGURE 2: Diagnostic ultrasound imaging of the transverse view of the cord.

FIGURE 3: Ecchymotic areas seen 
following the rupture of one of the 
cords.

FIGURE 4: Resolution of cords follo-
wing the course of physical therapy.
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