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852  Obstetric Case Reports

This case highlights the utility of placental pathology in guiding the 
diagnosis and clinical management of a neonate with non-immune 
hydrops foetalis. Clinicians must consider the rare cause of lysosomal 
storage disorders in these severe cases.
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Introduction
Benign vascular tumours are seldom found in the mediastinum and 
anterior localisation is more common than posterior (Karakaya et al. 
2004). Haemangiomas are the most common type and are called  
capillary, cavernous or venous with respect to their size. Among  
them, cavernous type is least prevalent, largest and least circum-
scribed one and generally invades deep structures (Carriço et  al. 
2003). According to our knowledge no case of mediastinal cavernous 
haemangioma with images during foetal life exists in the literature. 
Here we report a case of anterior mediastinal mass that we followed 
since the 23 weeks’ gestation by foetal and postnatal echocardio-
graphic images and by paediatric intra-operative photograph and 
histopathological image of the surgical specimen.

Case report
A twenty-four–year-old, gravida 2, para1 woman with initial diag-
nosis of thoracic mass in her foetus was referred to our centre for 

advanced research and management. We detected a 2*3*2-cm bilob-
ulated well-circumscribed homogenous anterior mediastinal mass 
lesion. Foetal echocardiographic findings at the examination were 
normal. In addition, colour Doppler imaging revealed rich vascular 
formation and blood flow in the mediastinal mass. Weekly follow-up 
for the duration of the pregnancy revealed no cardiac compression 
signs by the mass, pericardial effusion or dysrhythmia (Figure 1 
a,b). On the echocardiographic examination of the healthy 3500-g-
weighing newborn who was born at term via repeat caesarean, we 
recognised 4*5*7-cm multilobulated well-circumscribed anterior 
mediastinal mass including cystic components near the right atrium 
(Figure 1 c,d). Thoracic magnetic resonance imaging (MRI) of the 
newborn reported an anterior mediastinal heterogenous mass. When 
the newborn was 10-day-old trans-thoracic fine-needle aspiration 
was performed. Histopathological examination revealed benign, cys-
tic tissue components rich in vascular structures. Left posterolateral 
thoracotomy was perfomed when he was 3-week-old, which showed 
a solid and cystic mass originating from the ascending aorta and fill-
ing the entire anterior mediastinum. A fragile anterior mediastinal 
mass rich in vascular structure measuring 4*5*6 cm was surgically 
excised (Figure 1e). Pathological investigation of the specimen was 

Figure 1. Foetal echocardiographic images of mediastinal mass at 23 (a) and 26 
weeks’ (b) gestation. Trans-thoracic image of mediastinal haemangioma at the 
neonatal period (c,d) image of mediastinal haemangioma at the operation (e) 
and histopathological image of cavernous haemangioma near the thymus tissue 
(Haematoxylin–eosin staining) (f). Short arrows point out the mass. LA, left 
atrium; LV, left ventricle; RA, right atrium; RV, right ventricle; Ao, aorta; AAo, 
ascending aorta.
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reported as cavernous haemangioma (Figure 1f). The patient was 
discharged home on the fifth post-operative day after an uneventful 
recovery. He is 1 years old now, there is no mediastinal mass lesion on 
trans-thoracic echocardiography and ultrasonographic examination 
and he is healthy.

Discussion
Mediastinal haemangiomas constituting less than 0.5% of mediasti-
nal tumours are benign uncommon vascular tumours and can be 
found anywhere in the mediastinum (Hammuoumi et al. 2014). They 
are characterised by excessive proliferation of vascular endothelial 
cells. Ninety per cent of mediastinal haemangiomas are capillary or 
cavernous and sixty-eight per cent of mediastinal haemangiomas 
are localised in the anterior mediastinum; posterior mediastinal 
location is extremely rare (McAdams et  al. 1994; Abe et  al. 2001; 
Sabharwal and Strouse 2005). Haemangiomas are visualised as het-
erogeneous, circular or lobulated and well-circumscribed structures 
on ultrasonography and/or computed tomography (Davis et  al. 
1978; Cohen et al. 1987). Notwithstanding haemangiomas are seen 
as well-circumscribed, they have no real capsules. In our case, MRI 
and ultrasonographic imaging of the mediastinal mass visualised the 
mass as a lobulated and well-circumscribed cystic mass. Haeman-
giomas have specific findings on direct radiographic imaging known 
as ‘phleboliths’, which are calcified fields found in 10% of cases;  
these were not seen on imaging of our patient (McAdams et al. 1994; 
Abe et  al. 2001). The differential diagnosis of anterior mediastinal 
mass in foetus includes teratomas and haemangiomas, primarily. 
Mediastinal teratoma represents a multilobulated mass with solid 
and cystic areas as well as the characteristic calcification spots and 
acoustic shadows by two-dimensional B-mode ultrasound (Uehara 
et  al. 2013). In our case, colour Doppler echocardiography shows  
rich vascular formation and blood flow in the mass, which helps to 
differentiate haemangioma from teratomas.

Mediastinal masses detected during foetal life may remain asymp-
tomatic till birth or may cause complications ranging from minimal 
pericardial effusion to massive hydrops. In our case, diagnosis of 
mediastinal mass was made at 23 weeks’ gestation and remained 
asymptomatic till birth. Postnatally, 50% of the patients with medi-
astinal mass remain asymptomatic; in other half of the patients 
because of the pressure on the vital organs, symptoms such as cough 
and dyspnoea can be seen (Hanaoka et  al. 2002). In our case, the 
patient has had no symptoms related to mediastinal mass effect in 
postnatal life.

Even if patients with mediastinal mass are asymptomatic, differ-
ential diagnosis from malignant vascular tumours such as haeman-
gioendothelioma and haemangiopericytoma is indicated (Hanaoka 
et  al. 2002; McAdams et  al. 1994). While capillary haemangiomas 
can resolve spontaneously, cavernous haemangiomas do not regress 
spontaneously. Treatment options of haemangiomas are systemic ste-
roid usage, sclerosant material injection, laser therapy, cryotheraphy 
or a watch and wait approach. Because of potential of pressure effect 
on vital organs and furthermore there is no non-invasive method for 
differentiating benign from malignant vascular tumours, treatment 
of mediastinal masses by surgical resection is the proposed standard 
(Tan et al. 2003). We performed a surgical resection at postnatal 3rd 
week and at the end, pathological examination made the diagnosis 
of large cavernous haemangioma originated from ascending aorta. 
In summary, we must keep in mind benign vascular tumours whose 
prognosis is good, in case of foetal mediastinal masses. In addition 
that, as in our case, if the mediastinal mass is asymptomatic, it must 
be followed in foetal life and excised surgically in postnatal life for 
differential diagnosis and treatment.
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Case reports
Case one
A 24-year-old low-risk primigravida presented with severe acute 
right-sided colicky abdominal pain at 26 weeks’ gestation. A finding 
of bilateral hydronephrosis on ultrasound of the renal tracts suggested 
renal calculi, following which the patient underwent bilateral ureteric 
stenting. Symptoms persisted and an investigative laparotomy and 
emergency caesarean section (EMCS) were performed, with nega-
tive findings. Subsequent computerised tomography (CT) scan of 
the abdomen and pelvis (CTAP) revealed a diagnosis of a right-sided 
ovarian vein thrombus (OVT). The patient was treated with thera-
peutic low-molecular weight heparin (LMWH) and subsequently 
warfarin, antibiotics and analgesia with the input of a haematologist. 
A transient thrombocytopenia and neutropenia developed within 3 
days of treatment. Maternal testing for inherited thrombophilia and 
lupus anti-coagulant were negative. Follow-up CT imaging 4 months 
later revealed resolution of the OVT and warfarin was stopped. In a 
subsequent pregnancy the patient was commenced on prophylactic 
LMWH from booking.

Case two
A 31-year-old low-risk primigravida presented at 19 weeks’ gestation 
with non-specific lower abdominal pain. The patient underwent an 
EMCS at term for the indication of dystocia in labour and had an 
uneventful recovery. She subsequently presented one month later 
with right-sided abdominal pain and pyrexia and was initially treated 
for suspected endometritis. Following re-presentation one week later 


