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ABSTRACT
The intramuscular haemangiomas of the chest wall are exceptional; we report the case of a young patient of 18
years, presenting a posterior thoracic parietal mass evolving since 2 months, whose radiological assessment
allowed retaining the diagnosis of intramuscular hemangioma preoperatively, where the surgical arrangement is
different from that of any other benign or malignant parietal tumors.
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INTRODUCTION
Angioma or intramuscular hemangioma (IMH) is a
benign vascular tumor whose malignant transformation
remains exceptional and no metastasis has been
described.[1] Its clinical appearance can simulate a
parietal tumor whose treatment and prognosis would be
different; this highlights the differential diagnosis as a
major step in the diagnostic process.[2] From where the
interest of this article which will emphasize the place of
the paraclinical diagnosis in the etiological assessment of
any mass of the chest wall.
OBSERVATION
HL, 21 years old, operated at 18 years of age for an
ovarian cyst and followed for rheumatoid arthritis,
referred to a thoracic surgery consultation for a dorsal
swelling evolving for 2 months in a context of apyrexia
and preservation of the general condition. In whom the
examination found a patient in good general and
haemodynamic condition, with a presence of a left inter
scapulo vertebral mass of 4 cm long axis, opposite the
4fth left intercostal space, hard, painful, movable relative
to the superficial plane, fixed to the deep plane, without
inflammatory signs (figure 1). The ultrasound of the soft
tissue had objectified a muscular hypertrophy containing
central micro calcifications. A thoracic CT injected had
objectified the presence of a tissue mass at the expense
of the muscular plane of the left scapular lodge,
spontaneously isodense, enhanced after injection of the
contrast with the presence of calcification in motte;
evocative of an intramuscular hemangioma of the
scapular lodge of 35 / 20mm long axis (figure 2).
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The patient benefited from a large one-piece excision of
the vascular mass that was at the expense of the trapezius
muscle (figures 3, 4, 5), with ligation of the donor vessel,
without intraoperative hemorrhage or a large defect. The
histological study was in favor of an intramuscular
hemangioma of small vessels. The patient was followed
for 3 years without local recurrence.
DISCUSSION
IMH is a benign vascular tumor that affects mainly the
adults; rare and represents from 0.7 to 1% of all
haemangiomas (cutaneous, hepatic, cardiac, bony, ...);[3]
the quadriceps is the most common muscle on average
19% of all cases.[4] The chest wall location remains
exceptional. Watson and McCarthy showed that 73% of
hemangiomas are congenital.[5] Some cases of trauma,
preceding the lesion, have been reported, suggesting for
HIM origin an organized post-traumatic hematoma.[6]
The diagnosis of IMH was made preoperatively in only
19% of cases;[7] often deceived by tumors of the chest
wall, given the clinical resemblance (lipoma, sarcoma,
tuberculosis, hematoma) whose malignancy can only be
ruled out after paraclinical assessment and sometimes
histological evidence; which the treatment and prognosis
would be different. This underscores the value of the
etiological assessment during the diagnostic procedure
for the chest wall masses.
More than 90% of IMH are poorly discoverd by the
radiological assessment. Standard radiographs are rarely
contributive except in the case of calcified phleboliths;
Ultrasonography presents the key examination,
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highlighting a heterogeneous fusiform lesion, of mixed
echostructure, containing fine calcifications, containing
hypo / anechoic cavities corresponding to the vascular
cavities, reinforced by doppler which makes it possible
to affirm the vascular nature, by the presence of blood
flow. Injected CT has demonstrated its place in
diagnostic accuracy in small, localized HIMs, the most
common case of HIM of the chest wall, by ruling out
other differential diagnoses of chest wall masses.
Arteriography has a place in preoperative embolization
to control intraoperative bleeding.[8]
Surgery of resection constitutes the treatment of choice
of the IMH, it must be as complete as possible, allowing
the histological diagnosis, thus avoiding the recidivism;
whose rate varies to 18% for local recurrences and 7% of
patients recidivate more than once.[2.9]

Figure 3: Intraoperative image of a haematic mass at
the expense of the trapezius muscle.

CONCLUSION
This clinical case could illustrate the interest of the
imaging in the diagnostic approach of the IMH, with rare
localization notably thoracic; which makes it possible to
rule out other differential diagnoses of chest wall masses
whose therapeutic management remains different.

Figure 1: Clinical presentation of intramuscular
hemangioma of the chest wall.

Figure 4: Broad excision of
hemangioma with vessel ligation.

intramuscular

Figure 2: CT scan showing the presence of an
isodense scapular intramuscular mass, enhancing
after injection of the contrast
Figure 5: Image of intramuscular hemangioma after
excision.
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