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Rezumat

Anomaliile vasculare pot fi malformapii cu flux rapid,
cum sunt malformabiile arteriale, de tipul anevrismelor sau
arteriovenoase, sau cu flux lent, cum sunt cele capilare,
venoase °i limfatice; ele se situeaza pe locul 4 fntre
formapiunile tumorale ale mainii. Prezentdm experienpa
noastra Tn cazul unui copil cu malformapie vascularad
venoasa, care prezintd la nivelul degetului Il al mainii
stangi, pe versantul intern o formapiune rotund ovalara, de
culoare violacee, fard alte modificdri cutanate vizibile,
evaluatd in dinamicd prin ecografie Doppler. Pentru
tratamentul leziunii am utilizat injectarea intravenoasd a
unui agent sclerozant, cu rezultate satisfdcdtoare post-
operator. Includem o reevaluare a datelor de literaturd in
ceea ce prive®te clasificarea, diagnosticul °i managementul
leziunilor vasculare.

Cuvinte cheie: malformapie vasculard, malformapie
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Summary

Vascular anomalies can be high-flow
malformations, such as arterial (aneurysms) and
arteriovenous mal-formations, or slow-flow, such as
capillary, venous and lymphatic malformations; they
rank fourth among the tumors of the hand. We
present our experience with a child with a venous
vascular malformation, who developed, on the
internal sideof the second finger of the left hand, a
round-oval tumour, purplish in colour, without any
visible skin changes, evaluated by Doppler
ultrasound in dynamic. For the treatment of this
lesion we used an intravenous injection of a sclerosing
agent. We include a review of the literature data
regarding the classification, diagnosis and
management of vascular malformations.
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Introducere

Din punct de vedere al caracteristicilor clinice
%i biologice, anomaliile vasculare pot fi imparpite
n doud mari grupuri: tumori vasculare °i
malformabii vasculare. [1]

Hemangioamele sunt cele mai frecvent
ntalnite tumori vasculare la grupa de varsta
pediatricd, ele fiind prezente la 10-12% dintre
nou-nascupi, cu o prevalenpd mai mare la
populapia caucaziand decat la persoanele cu
pielea inchisa la culoare °i cu un raport al sexelor
feminin/masculin de la 3:1 la 5:1.[1,2] Incidenpa
pare a fi semnificativ mai mare la prematuri, la
care se coreleazd cu prezenpa retinopatiei de
prematuritate. [3] Hemangioamele apar, de
obicei, Tn primele saptdmani de viapd, datoritd
proliferdrii endoteliale °i pot fi superficiale,
profunde sau mixte, in funcpie de profunzimea pe
care o ating. [4]

Malformapiile wvasculare sunt anomalii
vasculare difuze sau localizate, caracterizate, la
nivel microscopic, prin conexiuni directe ntre
vase, fie ele arteriale, venoase sau limfatice, fara
prezenpa unui pat capilar normal, ce apar datorita
unor defecte Tn dezvoltarea embrionard, la
nivelul proceselor de angiogeneza. Ele pot fi
malformapii cu flux rapid, malformapiile arteriale
sau arteriovenoase, sau cu flux lent, cele capilare,
venoase °i limfatice. [5, 6] Malformapiile vas-
culare sunt leziuni prezente de la naCtere, care pot
fi inipial invizibile clinic, devenind vizibile dupé
s@ptdmani, luni sau chiar ani dupd na°tere,
crescand Tntr-un ritm lent °i constant; nu exista
variapii ale incidenpei intre populapii sau intre
sexe. [7]

Malformapiile venoase sunt leziuni cu flux
redus ce constau in canale venoase ce se pot
dezvolta oriunde in corp. Malformapiile venoase
sunt probabil cele mai frecvente dintre mal-
formapiile vasculare, de multe ori sunt leziuni
solitare, mai frecvente la nivelul tegumentelor ©i
besuturilor moi, dar pot fi multiple °i pot afecta
unele viscere. Profunzimea leziunii poate fi
variabild ©°i trebuie evaluatd cu acuratepe.
Malformapiile venoase pot fi prezente in
besuturile profunde, la nivelul pesutului
muscular, 0sos sau al oricarui alt organ - ficat,
tract gastro-intestinal, splind, mai frecvent. [7]

Malformapiile venoase sunt Tntotdeauna
prezente la na®tere, dar pot deveni vizibile clinic

Introduction

In point of clinical and biological
characteristics, vascular anomalies can be
divided into two main groups: vascular tumors
and vascular malformations [1].

Hemangiomas are most frequently
encountered in vascular tumors in pediatric
patients, being present in 10 to 12 per cent of
newborns, with higher prevalence in the
caucasian population than in the dark skinned
one and with a female/male ratio ranging from
3:1to 5:1[1, 2]. The incidence seems significantly
higher in premature infants, a fact which is
corelated with the presence of premature
retinopathy [3]. Hemagiomas commonly occur in
the first weeks of life, due to endothelial
proliferation, and can be superficial, profound or
mixed, function of their depth [4].

Vascular malformations can be diffuse or
localised, microscopically characterised by direct
connections between the vessels, be they arterial,
venous or lymphatic, in the absence of a normal
capillary bed, which occur due to flaws in the
embryonary development, at the level of
angiogenesis process. Vascular anomalies can be
high-flow malformations, such as arterial
(aneurysms) and arteriovenous malformations,
or slow-flow, such as capillary, venous and
lymphatic malformations [5, 6]. Vascular mal-
formations are born lesions that can be initially
clinically invisible and become visible after
weeks, months or even years, increasing in a slow
constant rythm; no variations of their incidence
function of the population or sexes have been
registered [7].

Venous malformations are slow-flow lesions
that consist in venous canals that can develop
anywhere in the body. Venous malformations are
probably the most common of the vascular
malformations. They often occur as solitary
lesions, more frequent at the level of the
tegument and soft tissues, but they can also be
multiple and can involve some of the viscera.
Lesion depth can vary and has to be adequately
assessed. Venous malformations can occur in the
deep layers, the muscular or bone tissue or in any
organ — more frequent in the liver, gastro-
intestinal tract and spleen [7].

Venous malformations are always present at
birth but can later become invisible, depending
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mai tarziu, in funcpie de localizarea anatomica.
Au tendinpa de a cre®te Tn dimensiuni lent odata
cu cre®terea normald a pacientului, dar se pot
dilata °i deveni simptomatice Tn orice moment.
Ca °i Tn cazul altor malformapii vasculare,
creterea proporpionald ce are loc s-ar putea
exagera in cazul unor boli grave, a unor
traumatisme severe sau infecpii, Tn timpul
pubertabii, datoritd variapiilor hormonale, sau
mai tarziu, la varsta adultd, in timpul sarcinii.
[1,7]

Cuprind mai multe tipuri de leziuni,
incluzdnd simple varicozitpi °i ectazii, mase
spongioase discrete °i canale complexe ce pot
strabate orice pesut sau organ. Din punct de
vedere histologic, malformapiile venoase constau
de obicei Tn spapii vasculare sinusoidale cu
comunicéri variabile cu venele adiacente
(canalele venoase dilatate din malformapiile
venoase au un perete subpire comparativ cu
venele normale). La examenul clinic, aceste
leziuni moi, albastrui, depresibile se maresc cu
modificarea pozipiei °i Tn timpul manevrei
Valsalva. [8]

Malformapiile venoase ale tractului gastro-
intestinal sunt adesea multiple ©i se Tntalnesc mai
frecvent la nivelul colonului stang °i rectului
cand se asociazd cu malformapii venoase ale
pelvisului ©°i perineului. Hemoragia cronica ©°i
anemia pot fi prezente. Diagnosticul malfor-
mapiilor venoase gastrointestinale se bazeaza in
special pe descoperirile endoscopice. Malforma-
biile venoase de la nivelul ficatului sunt
descoperite tipic Tn viapa de adult, cel mai
frecvent Tntdmpldtor, Tn urma unor investigapii
imagistice abdominale. Majoritatea acestor
leziuni sunt asimptomatice, de® pot avea
dimensiuni destul de mari. S-au raportat cazuri
de rupturi spontane sau traumatice cu consecinpe
devastatoare, dar acestea sunt foarte rare. [1]

Malformapiile venoase mari se pot complica
prin coagulopatii intravasculare localizate
cauzate de staza sanguind in cadrul malformapiei,
ducadnd la consumarea factorilor coagulérii.
Probele de coagulare aratd timp de protrombina
crescut, fibrinogen scézut °i D-dimeri crescupi.
aPTT este de obicei normal. Trombocitopenia are
valori tipice ntre 100.000 ©°i 150.000/mms3.
Diferenpierea Tntre aceasta coagulopatie °i FKM
este importantd. FKM apare doar Tn cazul
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on the anatomic losalisation. They tend to
increase slowly, along with the normal growth of
the patient, but they also can dilate and become
symptomatic at any time. Similar to vascular
malformations, the proportional growth that
occurs can go beyond bounds in case of severe
diseases, of severe traumas and infections, during
pubescence, due to hormonal variationns, or later
in life, in adulthood, during pregnancy [1, 7].

They include several types of lesions, among
which simple varicosities and ectasias, skin-deep
spongeous masses and complex canals that can
cross any tissue or organ. Histologically, venous
malformations mainly consist of sinusoidal
vascular spaces with variable communications
with the adjacent vessels (the dilated venous
canals from the venous malformations have a
thin wall as compared to the normal ones). Upon
clinical examination, these soft blue depressive
lesions enlarge along with changes in the position
as well as during the Valsava maneuver [8].

The venous malformations of the gastro-
intestinal tract are often multiple and are more
frequently encountered in the left colon and the
rectum when associated with venous
malformations of the pelvis and perineum.
Chronic heamorrhaging and anemia can be
present. Diagnosis of gastro-intestinal venous
malformations is mainly based on endoscopy.
Typically, venous malformations in the liver
occur in adulthood and are commonly
discovered only by chance, following abdominal
imagistic investigations. Most such lesions are
asymptomatic, although their can be rather big in
size. Incidences of spontaneous or traumatic
ruptures with dramatic consequences have been
reported, but only very seldom [1].

Big venous malformations can worsen due to
localised intravascular coagulopathies caused by
blood stasis in the malformation, leading to
coagulation factors consumption. Coagulation
tests show increased prothrombin time, low
fibrinogen and high D-mers level. The aPTT
usually ranges between normal limits. Thrombo-
cytopaenia has typical values of 100,00 up to
150,000/mm3. Its differentiation from FKM is of
great importance. FKM only occur in vascular
tumors, angioblast and Kaposiform hemangio-
endotheliomas and imply a severe thrombo-
cytopaenia, of 2,000-10,000/mm3. FKM-induced
lesions are treated with antiagiogenic medication,
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tumorilor vasculare, angioblastom °i heman-
gioendoteliomul Kaposiform, °i presupune o
trombocitopenie severd, Tintre 2.000 ©i
10.000/mm3. De asemenea, leziunile cauzate de
FKM sunt tratate cu medicapie antiangiogenici,
n timp ce malformapiile venoase nu ré@spund la
farmacoterapie. [1, 9]

Durerea este una din caracteristicile acestor
malformabii; flebotromboza apare frecvent °i este
foarte dureroasd, flebolitii, palpabili clinic sau
vizibili pe imaginile radiologice, fiind pato-
gnomonici pentru aceasta afectiune. Daca
leziunile sunt de dimensiuni mari °i localizate la
una din extremitapi, ele pot determina discre-
panpd de lungime intre membre, hemartroza
dureroasd °i artrita degenerativa. Pot apare
calcificari la nivelul leziunilor, datoritd trauma-
tismelor ©i séngerdrii repetate la nivelul leziunii.
[8]

Investigatiile radiologice utile Tn diagnosticul
malformabiilor venoase includ ecografia, CT (util
doar Tn cazul existenpei flebolitilor), IRM ©i
flebografia. IRM aduce cele mai multe informabii
i aratd leziuni hiperintense in secvenpele T2.
Captarea substanpei de contrast °i prezenpa
flebolipilor diferenpiazd malformapiile venoase de
malformapiile limfatice. Hemoragia intra-
lezionald din cadrul malformapiilor limfatice
reprezintd o exceppie de la aceastd reguld. Spre
deosebire de malformapiile arteriovenoase,
malformabpiile venoase nu prezinta flux arterial pe
IRM. [10]

Indicapiile de tratament al malformapiilor
venoase sunt aspectul, durerea, impotenpa
funcpionald ©°i hemoragia. Din nefericire,
vindecarea malformapiilor venoase, ca °i in cazul
malformapiilor limfatice, este dificild, dar
majoritatea sunt localizate °i astfel reprezinta
leziuni ce ridicd mai pupine probleme. Pentru
malformapiile venoase extinse de la nivelul
extremitdpilor, managementul conservator cu
folosirea ciorapilor compresivi poate aduce
Tmbunétépiri semnificative Tn ceea ce prive°te
dimensiunile °i simptomatologia. Dar com-
plianpa poate fi slabd in cazul copiilor °i
adolescenpilor. Pentru a preveni tromboflebita
malformapiilor venoase ce duce la durere ©i
tumefactie, aspirina in doze mici este benefica. [1]

Scleroterapia intralezionald este tratamentul
de baz& in majoritatea malformapiilor venoase.

while venous malformations do not respond to
pharmacotherapy [1, 9].

Pain is one of the symptoms of these
malformations;  phlebothrombosis  occurs
frequently and is very painful. Phleboliths,
clinically palpable or visible on the radiological
margins, are pathognomic for this condition. If
lesions are bigger in size and localised in one of
the extremities, they can determine a discrepancy
of the Ilimbs, painful hemarthrosis and
degenerative arthritis. Calcifications can occur in
lesions, due to repeated traumas and bleedings at
this level [8].

Radiological investigations useful in the
diagnosis of venous malformations include
echography, CT (only in the case of the presence
of phleboliths), MRI and phlebography. MRI
provides most information and shows hyper-
intense lesions in T2 stages. Contrast substance
tapping and the presence of phleboliths differen-
tiate venous malformations from lymphatic
malformations. Intralesional haemorrhaging in
lymphatic malformations is an exception to this
rule. Unlike arteriovenous malformations,
venous malformations do not display arterial
flow in the MRI [10].

Treatment clues of venous malformations
include the aspect, pain, functional impotence
and haemorrhaging. Unfortunately, healing of
venous malformations is as hard as that of
lymphatic ones, although, being localised, they
rise the least problems of all lesions. For venous
malformations extended on the extremities, the
traditional management consisting in the use of
compressive stocks can bring about considerable
improvement in point of size and sympto-
matology, but the compliance can be low in
children and teenagers. To prevent thrombo-
phlebitis of the venous malformations, which
induces pain and tumefaction, low doses of
aspirin are indicated [1].

Intralesional sclerotherapy is the treatment
of choice in most venous malformations.
Sclerosing agents - ethanol and sodium
tetradecyl sulfate more precisely — trigger direct
endothelial lesions. local inflammation and
cicatrisation.

At present, various embolization agents are
used, such as absolute ethanol, polidocanol
(Aethoxysklerol), ethanolamine oleate (Oldamin
injection), n-butyl cyanoacrylate (Histoacril),
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Agenpi sclerozanpi, cel mai frecvent etanolul °i
sulfatul tetradecil de sodiu, provoaca leziuni
endoteliale directe, inflamapie locald, tromboza ©i
cicatrizare.

In prezent, se utilizeazd agenpi embolizanpi
sau sclerotici foarte variahi cum sunt etanolul
absolut, polidocanolul (Aethoxysklerol), oleatul
de etanolamind (Oldamin pentru injectare), n-
butil cianoacrilatul (Histoacril), diverse tipuri de
spire, spuma-pudré de polivinil alcool (lvalon), ©i
microsfere polimerice superabsorbante in diverse
combinapii, simultan sau Tn etape, in funcphie de
localizarea, severitatea °i extinderea malformabiei
vasculare. [11] OK-432, o tulpind inactivatd de
Streptococcus pyogenes este un alt agent care este n
curs de testare °i pentru care s-au raportat rate de
succes excelente. [2]

Menpiondm aici utilizarea cu succes, in cazul
unuia dintre pacienpii no°tri, a unei microspire
pentru embolizarea superselectivd a unei fistule
arteriovenoase posttraumatice la un pacient n
varstd de 5 ani cu priapism cu flux rapid, cu
controlul angiografic postoperator. [12]

Pentru malformapiile venoase mici, injectarea
este similard cu cea din cazul varicozitapilor
simple. Leziunile de dimensiuni mai mari sunt
puncpionate direct °i agenpii terapeutici sunt
injectapi sub ghidaj fluoroscopic, cu folosirea
garourilor pentru a preveni administrarea
sistemicd a acestora. Anestezia generala este
necesard ih majoritatea cazurilor. Terapia in etape
% embolizarea ocazionald a canalelor venoase
mari sunt utile in cazul malformabiilor venoase
complexe. Leziunile complexe sunt cel mai bine
tratate de un radiolog intervenpionist experi-
mentat Th anomalii vasculare. Complicapii locale
ale scleroterapiei sunt aparipia de vezicule, ne-
croza tegumentara ©°i lezarea nervilor adiacenpi.
Complicapiile sistemice sunt reprezentate de
hemoliz&, hipertensiune pulmonara °i toxicitate
cardiacd ©°i renald. Acestea pot fi evitate prin
dozarea °i alegerea corecte ale agentului
sclerozant. Spre exemplu, etanolul este un
sclerozant puternic ce are un risc mai mare de
lezare a pesuturilor °i structurilor adiacente.

Tn prezent, pentru a evita refluxul etanolului
n vasele superficiale sau in circulapia venoasa
centrald, existd clinici care utilizeaza un sistem de
injectare cu doua seringi, in care cea de-a doua
seringd este utilizatd pentru drenajul agentului
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various types of coils, polyvinyl alcohol (lvalon)
foam-powder and superabsorbing polymer
microspheres in different combinations, both
simultaneously and in stages, depending on the
localisation, severity and evolution of the vscular
malformation [11]. OK-432, a Streptococcus
pyogenes derivative, is yet another agent being
tested, with excellent success rates so far [2].

Mention should also be made of the
successful use, in one of our patients, of a
microcoil for the superselective embolization of
an arteriovenous post-traumatic fistula in a five-
yeard old patient with high-flow priapism, with
post-surgery angiographic control [12].

In small venous malformations, injection is
similar to that performed on simple varicosities.
Larger lesions are directly punctured and the
therapeutical agents are injected under
fluroscopic guidance, while tourniquets are used
to prevent their systemic administration. General
anesthesia is necessary in most cases. Stage
therapy and occasional embolization of large
venous vessels are indicated in complex venous
malformations. Complex lesions should better be
dealt with by a radiologist with high experience
in interventions on vascular anomalies. Local
complications in sclerotherapy include the
occurrence of vesicles, tegumentary necrosis and
injury of the adjacent nerves. Systemic
complications are represented by hemolysis,
pulmonary hypertension and cardiac and renal
toxicity. They can be prevented by adequate
dosage and choice of the sclerosant. For instance,
ethanol is a strong slerosant with a higher injury
risk for adjacent tissues and structures.

In order to prevent ethanol from pumping
back in the superficial vessels or in the central
venous system, some clinics have presently come
to apply a double-needle injection method, the
second sirynge being used to drain the sclerosant
in excess, therefore avoiding the increase in the
intralesional pressure. Venous malformations
tend to rechannel and re-extend. Treatment
results are ofetn considered from the patient's
satisfaction perspective, i.e. pain release, aspect
of the lesion, bearing in mind the high rate in the
incidence of relapses [6, 13].

Surgical resection is reserved for well
localised lesions, although it is marked by
procedural morbidity and relapses. Pre-surgical
sclerotherapy is recommended in extended
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sclerozant in exces, evitdnd astfel creCterea
presiunii intralezionale. Malformapiile venoase
au o tendinpd de recanalizare °i astfel, re-
extindere. Rezultatele tratamentului sunt
frecvent privite din punctul de vedere al
satisfacpiei pacientului, °i anume sciderea
durerii, aspectul leziunii, avdnd Tn vedere rata
mare a recidivelor. [6, 13]

Rezecpia chirurgicald este rezervatd leziu-
nilor bine localizate, dar este marcatd de
morbiditatea procedurald ©°i recidive. Sclero-
terapia preoperatorie este recomandatd pentru
malformapiile venoase extinse pentru a reduce
dimensiunile leziunii °i pentru a reduce
hemoragia in timpul rezecpiei. [14]

Prezentare de caz

Aducem Tn atenpie cazul unui béiat Tn varsta
de 1 an ©i 11 luni, care s-a prezentat pentru prima
data in clinica noastra la varsta de 9 luni pentru o
malformapie congenitald vasculard aparutd la
nivelul degetului Il al méainii stangi, care i
dublase dimensiunea fapd de cea de la na°tere.
Parinpii raporteazd o sarcind normald, cu o
na°tere fard complicapii, un istoric familial
negativ pentru leziuni similare °i pentru alte
afecpiuni dermatologice. La examenul clinic
actual, la varsta de aproape 2 ani, la nivelul
degetului Il al mainii stangi, atat pe versantul
ventral, cat °i pe cel dorsal, se poate palpa o
formapiune tumorald de aproximativ 5 cm
diametru, cu contur neregulat, de culoare
albéstruie, de consistenpd ferma, intens
dureroasd, cu decolorare la compresie locald ©i
reaparipia leziunii la decompresie bruscéd °i fara
alte modificari cutanate vizibile (fig. 1).

Méana afectatd nu prezintd, clinic, alte
malformapii, prezintd pulsuri periferice ©°i
umplere capilard bune. Diagnosticul diferenpial
al leziunii va include hemangioamele, mal-
formapii arteriovenoase, malformapii limfatice,
angioblastomul hemangiopericitomul, fibro-
sarcomul °i granuloame piogenice.

Evaluarea ultrasonograficd inipiald a evi-
denpiat o dilatapie venoasa varicoasa cu diametrul
de pana la 3 mm, compresibila (are elemente
trombotice vizibile), netd la examenul comparativ
cu degetul 3, care aparpine unei repele venoase
malformative serpinginoase, dezvoltatd la nive-
lul pérpilor moi ale degetului 2, cu continuitate pe

venous malformations in order to reduce lesion
size and the haemorrhaging during the resection
[14].

Case presentation

We hereby present the case of a boy of one
year eleven months of age who first presented to
our clinic aged nine months for a vascular
congenital malformation on the internal sideof
the second finger of the left hand that had
doubled in size since birth. Parents report normal
pregnancy, a complications-free birth, a negative
family history for similar lesions and other
dermatological conditions. On the clinical
examination at almost two years of age, on the
second finger of the left hand, both on the ventral
and dorsal sideof, a palpable tumoral formation
was noted. It had approximately five cm in
diameter, irregular shape, bluish colour, firm
consistency and was intensely painful, with local
compression decoloration and re-emergence of
the lesion following sudden decompression,
without othe visible skin modifications (fig. 1).

The affected hand does not clinically present
other malformations. Peripheral pulses and
capillary flow are within normal limits. The
differential diagnosis shall include heman-
giomas, arteriovenous malformations, lymphatic
malformations, angioblastoma, hemangioperi-
cytoma, fibrosarcoma and pyogenic granulomas.

The initial ultrasonographic evaluation has
shown a varicous venous dilatation of up to three
mm in diameter, compressible (free of visible

Figura 1. Aspect clinic: malformabie venoasa deget 11, mana
stanga
Figure 1. Clinical aspect: venous malformation on the
second finger of the left hand
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faha dorsal@ a mainii pana la nivelul antebrapului;
velocitépile prezintd grad minimal de turbulent la
nivelul degetului; semnalul vascular este mai
important Tn regiunea mainii, antebrapului,
velocitatea medie fiind de 5 cm/sec; se noteaza
comunicarea cu venele radiale (teritoriul venos
profund).

Pacientul a fost reevaluat ultrasonografic
dupd un an. Tn prezent, se constatd creterea
diametrului venectaziilor de la nivelul degetului
Il ména stanga, cu diametrul pané la 5.6 mm, cu
aparipia constrastului spontan pretrombogen la
nivelul lacurilor (nu se poate exclude prezenpa de
mici nuclee trombotice), cre®terea numericd a
venectaziilor digitale; pastreaz& contur intact al
segmentului osos °i al structurilor tendinoase;
fara semnal de tip fistuld arterio-venoasd, cu
diminuarea discretd a turbulenpei Tnregistrata la
nivelul venectaziilor; prezintd un singur segment
la nivelul fepei laterale a degetului care péstreaza
velocitdpi mai importante fard a se Tnregistra
semnal turbulent 23 cm/sec. °i diminuarea
venectaziilor dorsal ale mainii, totu®i acestea mai
pot fi reperate °i realizeazd indirect legatura cu
venele radiale (comunicarea poate fi foarte dificil
demonstratd), existand trasee ce pot fi urmarite
de pe fapa dorsald a antebrapului spre fapa
palmard, spre teritoriul radial; acesta este integru.
Se noteaza riscul trombogen la nivelul lacurilor
varicoase (fig. 2, 3, 4).

Se ia decizia utilizarii, ca metoda terapeutica
n acest caz, a scleroterapiei intralezionale; se
practicA puncpia venoasd a malformabiei
vasculare localizatd superficial la nivelul
degetului 2 al méinii stangi, urmaté de injectarea
a 2 mL de Aethoxysklerol 1% °i 0,5 mL alcool
absolut (fig. 5). Evolupia pacientului, dupé
intervenpie, a fost favorabild, fard prezenpd de
complicapii imediate. Urmeazd ca el sd fie
reevaluat clinic peste 1 luné.

Discupii

Malformapiile vasculare nu sunt formapiuni
tumorale per se, ci sunt anomalii congenitale care
nu prezintd proliferare endoteliala. Spre deo-
sebire de hemangioame, malformapiile vasculare
sunt prezente de la na®tere, nu involueaza in mod
spontan °i devin mai evidente din punct de
vedere clinic odata cu cre®terea copilului °i cu
modificdri hormonale sau cu factori locali. Odata
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thrombotic elements), smooth as compared to the
third finger, belonging to a serpiginous venous
malformation network, developed at the level of
the soft sides of the second finger, continuing on
the dorsal side of the hand, up to the forearm;
velocities present a minimal turbulency rate at
the level of the finger; the vascular signal is
stronger in the area of the hand and the forearm,
the mean velocity being of 5 cm/sec; note the
communication with radial veins (deep venous
area).

The patient was ultrasonographically re-
evaluated after one year. We noted the increase in
the diameter of the venectasias in the second
finger (up to 5.6 mm), the appearance of the
spontaneous prethrombogen contrast (the
presence of small thrombotic nuclei is not
excluded) on the venous lakes, the increase in the
number of finger venectasias; the contour of the
bone segment and tendinous structures is kept
intact; no arterio-venous fistula type sign, with
discreet diminuation of the turbulence in the
venectasias; one single segment on the sideoff of
the finger that maintains more significant
velocities, without registering a turbulent sign of
23 cm/sec; diminuation of the dorsal venectasias
on the hand, nevertheless they still can be
detected and indirectly achieve a connection with
the radial veins (the communication is hard to
prove); some tracks can be followed on the dorsal
side of the forearm onto the palmar one, towards
the radial one, which is not affected. There is a
thrombogen risk at the level of the varicose lakes
(figs. 2, 3, 4).

The therapeutical method chosen was
intralesional  sclerotherapy; the vascular
malformation localised superficially, on the
second finger of the left hand, was punctured,
followed by injection of 2 ml of Aethoxysklerol
1% and 0.5 ml absolute alcohol (fig. 5). After the
intervention, patient’s evolution was satisfactory;
no immediate complications were noted. The
patient shall be re-assessed after one month.

Discussions

Vascular malformations are not tumoral
formations per se, but congenital anomalies with
no endothelial proliferation. Unlike heman-
giomas, vascular malformations are present at
birth, do not regress spontaneously and clinically
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Figura 2. Imagine ultrasonograficé evidenpiind dilatapiile
venoase.
Figure 2. Ultrasonographic image showing venous
dilatations.

PO 3 20 DT

Figura 4. Imagine ultrasonografica de flux: flux monofazic,
venos, cu velocitdhi reduse.
Figure 4. Ultrasonographic image of the flow: monophase
venous slow-flow.

cu cre®terea leziunii, existd un risc din ce in ce
mai mare de afectare a funcpionalitdpii locale, de
durere, atunci cand apar episoade de trombo-
flebita, localizare extensiva la nivel muscular sau
interesare a unor articulapii.

Malformabiile venoase au o gama largd de
aspecte clinice, de la varicozitapi superficiale la
leziuni vasculare complexe °i de mari dimensiuni
ce pot fi localizate Tn pesuturile profunde. O
caracteristicd a acestor malformabii este absenpa
freamatului ° marirea leziunilor la manevra
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Figura 3. Imagine ultrasonografica Doppler color.
Figure 3. Color Doppler ulltrasonographic image.

X

Figura 5. Aspectul clinic al leziunii dupd injectare.
Figure 5. Clinical aspect of the lesion after injection.

rise to evidence alongside the baby's growth and
the hormonal changes or due to local factors. The
increase of the lesion leads to an ever higher risk
of local dysfunctions, of pains, when thrombo-
phlebitis episodes appear, of extension at
muscular level or involvement of articulations.

Venous malformations display a wide range
of clinical aspects, from superficial varicosities to
big-size complex vascular lesions that can be
localised in the deep tissues. One of the
characteristics of these malformations is the
absence of ripples and the increase of lesions




Valsalva °i decompresia parpiald la elevarea
extremitabii °i compresie locald. [15]

Diagnosticul diferenpial include: heman-
gioamele infantile, alte malformapii vasculare,
alte tumori vasculare °i, rareori, sarcomul de
parpi moi. Biopsia tisulard °i testarea imuno-
reactivitdpii GLUT-1 poate ajuta la diferenpierea
ntre hemangiomul juvenil tipic °i alte tumori,
hemangiomul fiind singurul la care GLUT-1 este
prezent [16, 17].

Examindrile imagistice vor fi utilizate pentru
a determina caracteristicile de flux ale leziunii
(ecografia Doppler color) °i pentru a contura
extinderea leziunii in raport cu pesuturile vecine
(IRM, cu sau fard administrare intravenoasa de
gadolinium ©°i, mai nou, angiolRM-ul). Radio-
grafia simpld este pupin utild Tn cazul mal-
formapiilor vasculare dar ea poate identifica
flebolipi calcificapi sau eroziuni ale corticalei
osoase in aproximativ 6% din cazuri. [18]
Angiografia este rareori utilizatd Tn scop
diagnostic, dar ea poate fi utilizatd pentru
pregatirea preoperatorie, Tn cazul leziunilor
extensive sau pentru embolizari.

Tn cazul prezentat de noi, in ceea ce priveCte
diagnosticul @i riscul de complicapii pe parcursul
viepii, date de o malformapie de deget, ecografia
inipialda a ridicat suspiciunea diagnosticd,
evidenpiind caracteristici sugestive pentru o
malformapie vasculard venoasd, cu velocitépi mici
fiind Tn mod special utild Tn acest caz pentru a
exclude suspiciunea de tumord solida
sarcomatoasa.

Diagosticul diferenpial cu fibrosarcomul ©i
rabdomiosarcomul cu o sursé vasculard majora a
fost ©i el de menpionat. Angiosarcomul este rar in
grupa de varstd pediatrica, de® existd in
literaturd cazuri prezentate de la varsta de 3 luni,
Ccu o creCtere rapida a tumorii Tn decurs de cateva
s@ptdmani. [19]

Se exclude °i un eventual granulom piogenic
(istoric de debut recent, frecvent dupd un
traumatism), o fistuld arteriovenoasd post-
traumatic@ (aseméanatoare malformapiilor arterio-
venoase ca ©°i clinicd;, pot prezenta deficite
neurovasculare distale; istoric de traumatism)
sau o0 tumord pigmentatd. Managementul
leziunilor vasculare depinde de localizarea
malformapiei, de tipul de flux de la nivelul
acesteia, de prezenpa manifestérilor clinice °i a
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following the Valsava manuever and the partial
decompression upon the elevation of the
extremity and local compression [15].

The differential diagnosis includes: infantile
hemangiomas, other vascular malformations
and, unfrequently, soft tissue sarcoma. Tissue
biopsy and GLUT-1 immunoreactivity testing can
also contribute to the differentiation between the
typical juvenile hemangioma and other tumors,
the hemangioma being the only one where
GLUT-1 is present [16, 17].

Imagistic examination shall be used in order
to determine the flow characteristics of the lesion
(Doppler colour echography) and to outline the
lesions' extension as compared to the adjoining
tissues (MRI, with or without intravenous
administration of gadolinium and, more recently,
magnetic resonance angiography). Simple
radiographs are of little use in wvascular
malformations although they are able detect
calcified phleboliths or erosions of the cortical
bone in about six percent of the cases [6].
Angiography is seldom used in diagnoses, but
has proven useful in pre-surgery preparation for
extensive lesions or embolies.

As to the diagnosis and the risk of
complications later in life arising from a finger
malformation in the case we presented, the initial
echography rose diagnosis suspicion by its
features suggesting a venous vascular
malformation of slow velocity; this technique
proved especially useful in our case as it
excluded the possibility of solid sarcomatous
tumor.

The differential diagnosis with fibrosarcoma
and rabdomiosarcoma with a major vascular
source has also been mentioned in literature.
Angiosarcoma only seldom occurs in pediatric
patients, although the literature makes reference
to cases starting as early as three months of age,
with rapid tumor increase in a matter of weeks
[19].

The possibility of a pyogenic sarcoma is
excluded (recent starting history, frequent after a
trauma), as well as that of post-traumatic
arteriovascular fistulas (clinically resembling to
arteriovascular malformations; they can display
dystal neurovascular deficiencies; a history of
traumas) or a pigmentary tumor. The mana-
gement of vascular lesions depends on the
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disabilitdpilor funchionale °i de factorii cosmetici.
Pentru malformapiile vasculare simptomatice se
pot Tncerca metode de tratament conservator
(repaos, compresie locald, administrare de
analgezice), nsé este pupin probabil ca acestea sa
fie suficiente, aceste leziuni necesitand, de obicei,
tratament chirurgical. Indicapiile pentru excizia
chirurgicald sunt durerea, lezare funcpionalg,
cretere progresivd a leziunii, neuropatie de
compresie sau probleme secundare efectului de
masa al leziunii. [20]

Riscul de recurenpd dupd excizie este mai
mare la malformapiile cu Cunturi arteriovenoase,
cu infiltarea locald a pesuturilor °i pentru
leziunile mai mari de 2 cm. [21] Embolizarea
selectiva poate fi eficientd Tn malformabiile cu flux
rapid. [22]

Malformapiile venoase mici pot fi tratate cu
succes prin scleroterapie, acest tip de tratament
fiind ©i cel ales de noi. Deoarece malformabiile
venoase mari se pot intinde la nivelul mu®chilor
o articulapiilor, ace®ti pacienpi beneficiaza
frecvent doar de un tratament conservator.

Tn concluzie, scleroterapia reprezintd un
succes Tn tratamentul pacienpilor cu malformapii
vasculare venoase, cu flux lent, care pot fi
abordate intr-un mod sigur °i eficient, °i care
permit evaluarea succesului Tn cursul exa-
minarilor de follow-up.

Concluzii

Prezentdm aici cazul wunei formapiuni
pseudotumorale de parpi moi, cu o cre®tere
moderatd care ridicd suspiciunea unei tumori
vasculare. bindnd cont de aspectul clinic °i de
evolupia leziunii, °i coroborand aceste aspecte cu
datele de imagisticd, se stabile®te diagnosticul de
malformabie vasculard venoasé de deget. Datorita
localizarii leziunii, dimensiunilor acesteia ©i
aspectului imagistic se decide utilizarea sclero-
terapiei locale intravenoase, in defavoarea unui
abord chirurgical. Considerdm c& abordarea
acestui caz a fost una corectd, facutd de o echipa
complexa@ de speciali®ti, care au pus n balanpa
toate elementele pertinente.

localisation of the malformation, the type of flow
at its level, the presence of clinical manifestations
and of functional disabilities as well as on
cosmetic factors. In symptomatic vascular
malformations traditional treatment methods
(repose, local compressions, analgesics) can be
tested, although they are unlikely to be enough,
these lesions usually requiring surgical
treatment. Indications for surgical excision are
pain, functional lesions, progressive growth of
the lesion, compression neopathy or secondary
effects of lesion mass effect [20].

The post-excision recurrence risk is higher in
malformations with arteriovascular by-passes,
with local infiltration of the tissues, as well as in
lesions bigger than 2 cm [21]. Selective
embolization can prove effective in high-flow
malformations [22].

Small venous malformations can be
successfully treated by scletotherapy - this is the
treatment we chose too. Since big venous
malformations can extend to the level of muscles
and joints, these patients generally benefit only
from traditional therapies.

In conclusion, sclerotherapy has proven
successful in the treatment of patients with slow-
flow venous vascular malformations that can be
effectively and safely approached and allow for
assessment during follow-up examinations.

Conclusions

We present our experience with a child with
pseudo-tumoral formation on the soft tissue,
with a moderate evolution that raised the
suspicion of a vascular tumor. Considering the
clinical aspect and the evolution of the lesions,
and corroborating these features with imagistic
data, we established the diagnosis of venous
vascular malformation of the finger. Due to the
localisation of the lesion, its size and the imagistic
data, we have decided to resort to local
intravenous sclerotherapy as therapy, not to
surgery. We consider this to be an adequate
approach made by a complex team of experts that
have taken into account all relevant factors.
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