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종격동의 혈관종 1예 보고 

가툴릭 외과대학 방사선과학 교실 

박 석 희·박 한 규 

총격동의 뼈연상혈판종은 ll] 교적 드품 것으로 알려져 있마. 

우리냐라에서는 아직 이에대한 보고가 없었기에 우리들이 경험한 일예를 보고하고저 한다. 종격동혈판종은 

특옐한 중상이냐 X선 소갱올 나타내지는 않는마. 그러나 가끔 혈판종내에 정 액 석융 판찰한다든가 투시상 

환자를 회천시켰융 혜에 총괴윤꽉이 소설되는 점에 유의한다연 진단이 가능하다. 

With popularization of chest roentgeno­
grams more tumors were diagnosed in the 

mediastinum. However, in spite of increas­

ing use of chest roentgenogram and incre­

asing frequency of chest surgery for medi­

astinal mass, hemangioma remains so rare 

that it is not usually included in the differ­
ential diagnosis of the mediastinal tumor. 

To our knowledge there has been no 

previons report of mediastinal hemangioma 

in Korea. In the present communication , 
yve report a case of this rate tumor. 

Case Presentation 

A 15-year-old school boy was admitted 

to St. Mary ’ s Hospital on July 8, 1977 

because of protrusion of right anterior chest 

wall. He had been in good health un til his 

parents noted bulging of his right chest 

two weeks previously. The patien t compl­

ained no symptoms except for shortness of 
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breath on moderate exertion. In the in­

terim he visited a local clinic where a PA 

chest roenthenogram was obtained and a 

mass obliterating the right cardiac border 

was found. 

The PA and right lateral chest roen tge­

nogram showed a 9X8 X5cm sparply dema­

rcated cystic mass attached closely to the 

heart. The mass was lobulated and insepa­

rable from the heart sh.adow. The corpus 

sterni showed forward bulging over the 
mass. Fluoroscopically, the mass was non­

pulsating and located in the anterior 

inferior medastinum. The shape and loca­

tion did not change in differen t position. 

However, rotation of the patient to lateral 

position resulted in gradual disappearance 

of the mass shadow. Thus, the mass became 

ill defined in oblique position and finally 

disappeared into the cardiac shadow when 

the patient was rotated to lateral position. 

Physical examination on admission revea-



led a protrusion of the right an terior chest 

wal l. Breathìng sound was cJear and no 

bruit or 맨urmur was heard. Hemat이ogic 

test revealed rnild anemia (hernoglobin , 

1l .8g and hernatocrit 30%). Blood chernistry 
and ECG were within norrnal lirnits. 

Preoperative diagnosis based chiefly on 

the radiologic finding was pericaridial cyst. 

Bronchogenic cyst, derrnoid cyst or locu­

lated rnediastinal effusion was considered 

as another possibility. 

A right thoracotorny revealed varying 

sized multilocular large cystic masses 

located at the right cardiophrenic angle. 

The cysts were firrnly adhered to the 

pericardiurn and diaphragrn. The right 

lower lung was displaced upward by the 

rnass without adhesion. The turnor rnass 

was rernoved along with adherent pericar­

dium. 

The gross specirnen consited of a tan 

gray rubbery rnass , measuring 12. 5X8 X6cm 

and a srnaller separated rnass , rneasuring 

8 X 5 X 2crn. The larger rnass showed two 

large cystic charnbers , rneasuring 4X4.5cm 

with smooth external surfaces. On cut 

section these two cysts were filled with 
dark reddish blood cJots with srnooth inner 

surfaces. In addition to these cysts the 

larger rubbery rnass contained two focal 

solid areas. One focal solid area, measuring 

5X3.5cm , showed reddish brown cut surface 

and the other focal area measuring 4 X 3.7 

crn showed multilocular cavitation. The 

smaller rnass was grayish brown in color. 

The microscopic exarnination discJosed 

rnultiple blood filled spaces lined with 

single-layer endothelial cells ernbeded in a 

loose interstitial stroma. In Sorne fields , he­

molysis was evident. The pathologic diag­

nosis was cavernous hernangiorna. 

Comment 

The first report of rnediastinal hemang­

iorna was published in 1944 by Adams , 

W. E. et aP) . and in 1957 Balboa et al. 

found 66 cases in the literature , but only 34 

had been sufficiently described to warrant 

inculusion in their review. 2) The nurnber 

of reported cases by 1962 was 67. 3) 

In fact this tumor is so rare that of 570 

vascular turnors seen at Johns Hopkins 

Hospital before 1935 none were rnedias­

tina14
). Of 105 rnediastinal cysts and turnors 

in the patients less than 16 years old seen 

in the Mayo Clinic between 1935 and 1968, 

3 cases were hemangioma. 5) 

The age of patients ranges frorn premature 

infancy to 61 years old covering virtually all 

ages. It occurs in both sexes equally. The 

lesion is discovered usually by routine chest 

roen tgenography and no characteristic 

syrnptornsor roentgenographic findings were 

known. 

The rnajority of the rnediastinal heman­

giorna are in the anterior rnediastinurn. Of 

the 67 cases of hernangiorna of the media­

stinurn reviewed by Leibovici et al. 45 were 

located in the anterior rnediastinum and 

17 in the posterior rnediastinum. 3
) 

The hemangioma is usually well encaps­

ulated and localized although it often 

assurnes a poorly definerl rnass. The size 

and shape rnay differ consideraly. In spite 

of its histologic benignitt it rnay be in ­

vasive. Local infiltration and invasion into 

the extradural space of the thoracic spinal 

canal with cord cornpression occurred. f;) 

Sornetirnes it is adherent to the thymi c 

capsule and the pericardium. The adjadent 

ribs or vertebral bodies may be either eroded 
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Fig. 1. The anterior view of the chest reveals a large lobulated sharply defined cystic mass 
lesion involving the right paracardiac portion. The cardiac silhouette is totaIIy 

obliterated. 

or hypertrophic. 

As in hemangiomas of other regions the 

mediastinal hemangiomas may contain small 

rounded calcifications representing phleb­
oliths. 7, P, 9) When the phleboliths are seen 

within the mediastinal mass, the diagnosis 

can be made with a reasonable degree of 

certamty. 

The hemangioma tends to be clearly 

defined in the frontal view but is often ill 

defined or virtually disappears in a lateral 

or oblique pjroection. 7, 10) Feinberg 10) stated 

that the fact the compact and more dense 

anterior teratomas and posterior neurogenic 

tumors are clearly outlined in all projec­

tions suggests a different ial diagnostic 

criterion. The difference in ti ssue density 

probably accounts for the tumor ' s softness 

to the roentgen ray as well as to palpation. 

In spite of vascular structure of medias 

t inal hemangioma no major communication 

exists between the great vessels and the 

tumo r. 10) Therefore angiography is not 

helpfu l. 

The lesions to be differentiated are tera­

toma, thymoma , neurogenic tumor , peri­

cardial cyst , cystic hygroma, and loculated 

mediastinal effusion. 

Surgical excision is treatmen t of choice. 

Recurrence after excision is rare. 

Abstract 

A case of cavernous hmangioma of the 

anterior mediastinum was reported. Brief 

review of mediastinal hemangioma is given. 

This is a rare tumor and lacks in characte­

ristic symptoms or roen tgenoloic findings. 

The possibility of mediastinal hemangioma 

should be en tertained , however, when 

asymptomatic mediastinal mass is associated 

with phleboliths and rotational obliteration 
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Fig. 2. The right late ral view of the chest 
shows the mass to have blended imper 
ceptibly into the cardiac density. This 

phenomenon along with bulging of the 
s te rnum has been claimed to be sugge­
stive of med iastinal hemangioma. 

under f1uroscopy. 
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