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Resection of a leiomyoma of the descending
thoracic aorta

G. GULA*', A. CANCRINI,

University Department of Cardiovascular Surgery, Policlinico Hospital, 00161 Rome, Italy

Gula, G., Cancrini, A., and Provenzale, L. (1976). Thorax, 31, 118-120. Resection of a
leiomyoma of the descending thoracic aorta. A primary aortic neoplasm in a 4-year-old
asymptomatic boy is described. At operation the tumour was found to originate from
the descending thoracic aorta. Histologically it proved to be a leiomyoma. The operative
findings and pathological features are briefly discussed.

Primary aortic neoplasms are rare. To our know-
ledge only 17 cases have been described in the
literature since Brodowski’s initial report in 1873
(Detrie, 1960; Stevenson et al., 1971; Winkel-
mann, van Heerden and Bernatz, 1971; Silverman
and Waxlen, 1972; Kimbrell and Kaasa, 1973).

This report describes one additional case of
aortic leiomyoma that we have recently en-
countered.

CASE HISTORY

A 4-year-old boy was admitted to hospital in 1973
because of an asymptomatic mass in the left
hilum, discovered on chest radiography.

On admission physical examination and electro-
cardiogram were entirely normal. The chest
radiographs (Fig. la, b) revealed a well-circum-
scribed opacity in the left hilum and normal
vascularity in the lung fields. Bronchoscopy was
not contributory. At catheterization and angio-
graphy the heart and large vessels appeared com-
pletely normal.

OPERATIVE FINDINGS Operation was performed
through a standard left posterolateral thoraco-
tomy. The lesion, arising from the anterior sur-
face of the aorta at the level of the fifth to sixth
intercostal space without pleural adhesions, was
excised, and the vessel was clamped above and
below the mass, together with a small piece of
the aortic wall almost destroyed at that level by
the tumour (clamping time 13 minutes). Aortic
continuity was restored with the aid of a Dacron
patch and continuous suture.

1Present address: Cardiothoracic Unit, Harefield Hospital, Harefield,
Middlesex, England
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The postoperative course was uneventful andS
the patient was discharged from hospital after—
two weeks.
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PATHOLOGICAL FEATURES Grossly the tumour wass
oval with a smooth, regular, external surface,Z
measuring 7X4 cm and weighing 60 grams. Cut®
section of the specimen showed the typical micro-3
scopic appearance of a benign leiomyoma Withoutg
anaplastic changes (Fig. 2). The aortic wall was3
almost completely destroyed by the tumour and =
only a few elastic fibres could be demonstrated. ©

Primary tumours of the aorta are rare. The=
youngest patient affected by this lesion, as re- g
ported in the literature, was 3} months old, theg
oldest 65 years. Three were male and 14 females
patients. Clinical symptoms depend upon the3.
tumour’s location. In some cases the intraluminal3
development of the lesion may simulate the symp-3
toms of coarctation of the aorta. Severe acceler-9
ating hypertension was documented in four casesy,
reported by Stevenson et al. (1971). =

Kattus et al. (1960) made the first successful,\,
antemortem diagnosis, followed by Silverman and®
Waxlen (1972), who described the typical angio-}
graphic findings in a case of intraluminal myxoma'y
of the aorta. g

In most cases the primary tumour remamsQ
localized to the intimal layer, although extensiong
through all layers of the aorta has been described2
(Aussermann, 1911; Nencki, 1946; Zeilhofer,‘u
Holzner, and Krepler 1963).

In our patient the lesion, because of its develop-
ment towards the external layers of the aortlcg_
wall, was asymptomatic until it was dlscoveredU
in a routine chest film. For the same reason,o
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FIG. 1. Postero-anterior (a) and lateral (b) chest radiographs showing a
homogenous parahilar mass on the left side located near the spine.

catheterization and angiography were also un-
helpful in reaching the diagnosis preoperatively.

The microscopic diagnoses offered are numer-
ous, for example, myxoma, fibromyxoma, fibro-
myxosarcoma, angiosarcoma, and endothelioma
(Karhoff, 1952; Kovaleva and Press, 1959; Kai-
gorodova and Berezovskaia, 1963; Sladden, 1964;
Smeloff, Reece, and Master, 1965).

Primary tumours of the aorta have a definite
potential to embolize and metastasize widely. Em-
boli may occur in the spleen, liver, kidney, pan-

creas, pelvic bones, pleura, skin, and spine
(Kimbrell and Kaasa, 1973).

From the surgical point of view excision seems,
in some instances, feasible although in many cases
it has not been accomplished. To our knowledge,
only one case has been resected with good long-
term results (Kattus et al., 1960).

In our patient the diagnosis was made at the
time of~ operation, followed by excision of the
lesion. The microscopic appearance was of a
typical benign leiomyoma with absence of ana-
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FiG. 2. Microscopic appearance of the tumour showing bundles of smooth
muscle cells without anaplastic changes (H and E X346).

plastic changes. The immediate postoperative
course was uneventful, and two years later the
patient is alive and well without evidence of
recurrence.
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