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This pathway provides recommendations for the study of images of an adult patient with a media truth mass. Review Date: January 2012 Next review date: 2017/2018 Published: January 2012 Fast User Guide Move Mouse Cursor over PINK text boxes inside the stream chart to bring up a pop-up with notable points. Clicking on the PINK
text box will bring the full text. The relative level of radiation (RRL) of each image study is displayed in a pop-up box. SYMBOL RRL EFFECTIVE DOSE RANGE NONE 0 Minimal zlt; 1 millisieverts Low 1-5 mSv Medium 5-10 mSv High zgt;10 mSv Note: These images are revealed on the new page 1a Thymoma Image 1a and 1b (Plain
Radiographs, PA and Lateral): A large limited mass arises from the mediatinum and is projected on the right. The side confirms its location in the front mediastinum (arrow). Histological examination revealed a thioma. 1b 2 Retrosternal Goitre Image 2 (Plain Radiograph): There is a large limited opacity projected onto the superb media
truth and above the upper right lung area (arrow) displacing the trachea to the left (arrowhead). Features offer a large retrosteral goiter. 3a Retrosternal Goitre Image 3a and 3b (Computer tomography): The right lobe of the thyroid gland is significantly increased by the retrosternal extension and deviation of the trachea to the left (arrows).
There are several media truth nodes that measure about 1 cm in the short axis. 3b 4a Multinodular (Colloid) Goitre Image 4a: A post-mortem sample showing bilateral enlarged thyroid lobes with a rough node externally consistent with a multi-nodular goitrom. 4b Image 4b (HSE, x2.5): Histological section of multi-cold goitra, showing the
usual features of different sizes, colloid-containing follicles, lined with homogeneous epithelial cells, spotted areas of bleeding and fibrosis. The THORB is a visualization of modality of choice in the evaluation of suspected mediaynnal mass Often based on CT characteristics of mass, diagnosis can be made In cases of diagnostic
uncertainty, further imaging with MRI or PET scans (especially if there is a high clinical suspicion of malignancy) can be justified Links are evaluated from level I to V according to the Oxford Centre for Evidence Medicine, Levels of Evidence. Download Moore EH. Radiological assessment of the media. Breast Surg Wedge N Am.
1992;2(1):1-22. (Article Review) Wright CD, Mathisen DJ. Media truth-telling tumors: diagnosis and treatment. World J Surg. 2001;25:204-9. (Article Review) Feigin DS, Padua EM. Media truth-based masses: a diagnostic system based on computed tomography. J Calculate Tomogre. 1986;10:11-21. (Article Review) Gamsu G, Stark DD,
Webb WR, et al. Magnetic Resonance Imaging Benign Mass. Radiology. 1984;151:709-13. (Level IV Evidence) Levitt RG, Glazer HS, Roper CL, etc. Magnetic Resonance Imaging Tomography and hilar masses: comparison with CT. AJR Am J Roentgenol. 1985;145:9-14. (Grade III Evidence) Erasmus JJ, McAdams HP, Donnelly LF, et
al. MR images media captioned the crowd. Magn Reson Imaging Clin N Am. 2000;8 ( 1):59-89. (Article Review) V.K. von Schultesas, McMurdo K, Cholakov D. et al. Mediastinal Masses: MR Images. Radiology. 1986;158:289-96. (Grade III Evidence) Gupta N, Jill H, Graeme G, Bishop H, Hirst J, Stevens T. Dynamic Positron Emission
Tomography with F-18 fluorodeoxyglucosis imaging in differentiation of benign from malignant lung/medium-range lesions. Breast. 1998;114:1105-11. (Grade III Evidence) Bangerter M, Kotzerke J, Griesshammer M, Elsner K, Reske SN, Bergmann L. Positron emission tomography with 18-fluorideoxyglucosis in staging and subsequent
lymphoma in the chest. Act of Oncology. 1999;38:799-804. (Grade III Evidence) Strolo DC, Rosado de Christenson ML, Jett JR. Primary media true tumors: Part II. Tumors of the middle and posterior mediatinum. Breast. 1997;112:1344-57. (Article Review) Laurent F, Latrabe V, Lecesne R, Sennaro H, Airaud JY, Rauturier JF, Drouillard
J. Mediastinal Masses: Diagnostic Approach. Euro Radiol. 1998;8:1148-59. (Article Review) American College of Radiology. Criteria of appropriate quality of ACR: biopsy of thoracic nodules and masses (document on the Internet). 1996 (updated in 2011). (Article Review). View link Detterbeck FC, Jantz MA, Wallace M, Vansteenkiste J,
Silvestri GA; American College of Chest Physicians. Invasive media-truth lung cancer: clinical practice guidelines based on accP evidence (2nd edition). Breast. 2007;132(3 suppl):202S-220S. (Guidelines) Bullets SR, Batapati Krishna Reddy J, Bechtold ML, Ibda JA, Antillon D, Singh S, Olyaee M, Antillon MR. Endoscopic ultrasound: is it
accuracy in the evaluation of media true lymphadenapathy? Meta-analysis and systematic review. World J Gastroenterol. 200821;14(19):3028-37. (Grade II Evidence) Hirdes MM, Schwartz MP, Tytgat KM, Schlusser NJ, Sie-Go DM, Brink MA, et al. EUS-FNA Performance for Media True Lymphadenopathy: Impact on Patient
Management and Costs in Low-Volume EUS Centers. Surgut Endosk. 2010;24(9):2260-7. (Grade III Evidence) Sheski FD, Matur PN. Endobronchial ultrasound. Breast. 2008;133(1):264-70. (Article Review) Yasufuku K., Nakajima T,Fujiwara T,, Yesino I, Keshavji S. Utility endobronchial ultrasonic transbronchial needle aspirations in the
diagnosis of media truth mass unknown etiology. Ann Thorak Surgut. 2011;91(3):831-6. (Level III evidence). Next Reading Kim Y, Lee KS, Yoo JH, et al. Medium Media Truel Lesions: Conclusions of Images and Pathological Correlation. Eur J Radiol. 2000;35:30-8. (Article Review) File Formats Some documents for download on this site
are in (PDF). To read these files, you may need to download Adobe Acrobat Reader. Mediatinum is the site for a wide range of different neoplas, with often rare histology (1,2), imposing both diagnostic and therapeutic problems. Especially large mediaynthal masses, or intratoral masses with mediatinal compression, offer surgical
problems, due to the complex anatomy of the medium, with obstruction, compression or invasion of vital surrounding structures. In addition, anesthesiological management during surgery can be complicated by the so-called media-truth syndrome (MMS) (3), characterized by acute respiratory and hemodynamic decompensation, due to
mechanical compression of mediaynthral structures. Therefore, a thorough preoperative assessment, preparation and cooperation between the surgeon and the anesthesiologist is needed. In this paper, we discuss considerations and recommendations regarding perioperative training and management in patients with large weights,
including or compressing mediastinum (Figure 1). Because of the rarity of media true tumors, especially large masses, there is little literature on the subject. The current manuscript is based on a review of literature and our own clinical experience. Figure 1 Recommendations for preoperative evaluations prior to surgical treatment of large
mediatinal tumors or intratoral tumors with mediatinal compression. ECG, electrocardiography; CT scan, computed tomography; MRI, magnetic resonance imaging; TTE, transtoracic echocardiography; TEE, transesophageal echocardiography; MMS, mediatinal mass syndrome. Preoperative drug Tumors involving the environment include
a wide range of histology, both benign and malignant in nature. Differential diagnoses can be divided by localization in three different media-truth compartments. Excellent reviews are available on different approaches for distinguishing and diagnosing different mediaynthional tumors (1,2), and this topic goes beyond this paper.
Approximately 40% of all tumors associated with mediastinum are imptomatic at presentation (4). Consequently, these masses regularly grow to such a size that determining the place of origin is difficult. Regardless of the final diagnosis, exact size or location, all large mediaynthal and intra-intraorical masses can cause mechanical
compression of vital media truth structures, solely because of the huge weight and volume of the tumor. Acute or chronic respiratory failure can occur when the airways are compressed, i.e. trachea, bronchus or both (5). Hemodynamic decompensation can be caused by compression of the heart or large vessels in the media. These
effects, also called MMS, can be significantly exacerbated by anesthesia induction (3) or positional changes during surgery. The exact incidence of perioperative MMS remains unknown, and reporting isolated cases (3). Still not enough preparation and inadequate perioperative management can quickly lead to life-threatening situations
(3). Therefore, careful diagnostic work and detailed preoperative imaging are necessary in all cases to assess the anatomy and accurate connection of the tumor with the surrounding vital mediayntholic structures. In addition, since the size of the tumor can both complicate surgical resection and anesthesia, efforts should be made to
reduce the volume of the tumor before the start of the final surgery. Anatomical assessment of mediatin Traditionally, after chest radiography, computed tomography (CT) of the chest is the initial choice of modality of visualization when assessing mediaynnal masses (6). It is valuable in demonstrating the morphology of the tumor, its exact
anatomical location, and its connection with the structures in mediastinum. We prefer the use of high-resolution CT angiography with a narrow slice width (thickness of sections 1-2 mm) and then multi-faceted reconstruction. The use of intravenous contrast is important for distinguishing between the tumor's vessels and its immediate
surroundings. While CT is superior in spatial resolution, calcification and bony destruction detection, magnetic resonance imaging (MRI) is more adequate in differentiating soft tissues and delineating tissue boundaries. MRI scans were suggested to be more accurate in diagnosing intrusion into mediastinum (7.8) and thoracic wall (8)
compared to CT scans. In addition, blood vessels are identified without the need for intravenous contrast enhancement, and may be beneficial for patients who cannot obtain iodinated intravenous contrast. The heart is central to the mediastinum. Subsequently, heart movement artifacts can cause misinterpretation of images produced by a
standard CT scan or MRI, especially in the assessment of structures close to the heart. Recently, pre-electrocardiograms (ECGs) - closed cardiac CT and ECG-closed cardiac MRI scans produced superior image quality with almost artifact-free images, significantly improving the assessment of heart tumors and its relationship to related
structures. In addition to these static images, dynamic MRI with dynamic cinematic cardiac motion can provide the necessary additional information regarding cardiac involvement or tumor intrusion (9). Both heart CT scans and heart MRI were recommended by the American Heart Foundation for clinical evaluation of heart masses,
extracardiac structures, and the participation and characteristics of these masses (10.11). Conversely, the connection between central media true tumors with the heart and heart structures could potentially be much more reliably evaluated with these new imaging techniques. Transtoracic Echocardiography (TTE) and echocardiography
(TEE) are standard diagnostic imaging conditions in perioperative perioperative Surgery. Its role is less defined to assess the media. However, with the central position of the heart in the mediastinum, large mediastinal tumors can cause significant contraction or even heart invasion (12-14). Echocardiography offers free information for CT
and MRI images when assessing the encroachment or compression of the heart structures of the mediatinal mass (15), as well as in the distinction between pericardial and intracardial tumors. In any case, we recommend performing a routine preoperative TTE to assess cardiac structure and function as part of a preoperative risk
assessment. Fluorooxyglucoxic positron emission tomography (FDG-PET) plays an increasingly important role in the diagnostic assessment of mediaynthous tumors (16), with an impact on diagnosis, staging and prognosis. However, FDG-PET adds little additional information regarding the anatomical assessment of the mediatinum. With
regard to invasive diagnostic procedures, bronchoscopy is an important tool, both in preoperative evaluation and in the operating room. Flexible bronchoscopy can visualize the trachea, proximal airways and segmental airways to assess the potential compression of the external airways from large mediatinal masses. If airway compression
is present, the patient usually has a preference position. Anticipating positional changes during surgery, the severity of airway compression in different positions can be assessed during bronchoscopy. Vascular assessment of mediatin Large tumors, especially in mediastinum, can be highly vascularized, complicating surgical resection. For
example, in a series of 34 patients with a single fibrous tumor (SFT) (17), 35% had large feeding vessels that could be seen on CT, MRI and angiography. It is reported that the blood supply to the mediatinal masses is very variable, possibly derived from the branches of the internal milk artery (18-20), bronchial arteries (19), tyrocerric stem
(19.20), intercoreb vessels (21), frenic nerve vessels, pulmonary artery and even coronary arteries (22-26). These large feeding vessels can cause technical and bleeding complications during surgical resection. Therefore, it is desirable to be as informed as possible about vasculation before surgery, either through MRI, or with high-
resolution CT scans with intravenous contrast with multi-faceted reconstruction. Angiography, i.e. pulmonary angiography or sometimes coronary angiography, is also a valuable diagnostic method of assessing the vessels of large tumors involving mediatin. In addition, during angiography embolization of these feeding vessels can be
performed before surgical treatment, and theoretically can be useful in order to reduce blood loss during surgery. This has been done in several reported cases although there's no definitive evidence that it's really really perioperative complications of bleeding. In compression or invading, the cava vein will be maintained through collateral
vessels (29.30) by large mediatinal tumors. Like large feeding vessels, the presence of large venous deposits can also cause significant complications of surgical bleeding. Again, contrast-improved, high-resolution CT with multiplanary and 3D reconstruction is an excellent method in image collateral circulation (31) to facilitate optimal
surgical strategy. Reducing tumor size Depending on the histological diagnosis, neoadjuvant therapy may be important in reducing tumor mass and surrounding infiltration, potentially leading to resection in initially inoperable cases, or greatly facilitates surgical resection. For example, for primary mediatyntal extraterrestrial tumors of germ
cells, multimodality treatment is a approach of choice consisting of neoadjuvant chemotherapy followed by surgical resection of residual disease (32). In thymoms, neoadjuvant chemotherapy and radiotherapy successfully reduce the volume before surgery (33). A recent study among members of the European Association of Cardio-
Thoracic Surgery showed that neoadjuvant therapy was used by most surgeons in the treatment of thymoma, and much more used by surgeons of large volume (34). Creating a histopathological diagnosis using a thin aspiration needle (FNA) or a basic needle biopsy is essential in guiding decision-making in this regard. Various methods
are available (35), depending on the location of the mass, including TTE approaches with an image of CT guidance (36) or ultrasound, endobronchial manual (37) and transesophageal ultrasound, or surgical techniques including stystyscopy and medianity. However, the role of tissue diagnostics in the assessment of mediatinal masses
remains controversial for fear of sowing tumor cells in the biopsy area, especially when thiemy neoplasma is likely (38.39). As proposed by the National Comprehensive Cancer Network Guidelines on thymic malignancies (39), surgical biopsies should be avoided if a resectable thyoma is strongly suspected based on clinical and
radiological characteristics. Transpleural approaches should be avoided during the biopsy. In addition, since mediatinal tumors often consist of rare histological entities, there is not always evidence that can guide the use of neoadjuvant therapy, even if there is a pathological diagnosis. In this regard, FDG-PET is becoming an increasingly
important tool. Although the additional anatomical information obtained by FDG-PET is insufficient, the metabolic activity of the mass has been shown to predict the response of the tumor to the therapy for various malignancies (40-43). In addition, cell markers for the level of proliferative activity activity mitotic and apoptotic index) can also
be used to predict the response to neoadjuvant therapy (44). Decisions on the value of neoadjuvant therapy should be based on an interdisciplinary discussion with the surgeon, respiratory physician, oncologist, radiologist, pathologist and radiation experts. As mentioned earlier, the embolization of the afferent vessels was performed in
order to reduce surgical complications of bleeding. However, whether this method can also reduce the size of the tumor and the volume remains to be seen. Embolic uterine arteries in symptomatic uterine fibroids are reported to be effective (45), leading to a heart attack on myoma, with a decrease in volume and complaints. In addition,
chemoembolization has become a common treatment option for hepatocellular carcinoma, usually as a palliative technique (46). It includes a combined intraarterial administration of cytotoxic anti-cancer drugs and agent embolization into a liver tumor, causing extensive tumor necrosis. Whether these embolization techniques can be
successful as a neoadjuvant modality of tumor reduction in large mediayntal tumors remains an interesting area for future research. Patients with large mediatinal masses create significant anesthesiological problems due to the possible occurrence of MMS (3.47). A thorough perioperative plan between the surgeon and the
anesthesiologist (3 47.48) should be developed prior to the final surgical resection. Preoperative risk assessment by an anesthesiologist is important based on clinical, functional, bronchoscopic and radiological data with a focus on the anatomical details of the tumor and its relationship to the environment. A detailed history of adoption can
reveal symptoms of airway compromise such as cyanosis, stridor, shortness of breath at rest, postural shortness of breath and orthopedics. Cardiovascular symptoms can occur as a result of compression of large vessels or the heart itself. All of these symptoms should be evaluated before surgery in different positions with the patient
awake, especially on the back and lateral decubitus position. It is important to define the rescue situation - the situation in which the patient finds the most comfortable in terms of complaints, with the most ideal respiratory and hemodynamic functioning. After preoperative evaluation, patients may be categorized into different risk categories
(3). Low-risk patients are imptomastic or have minimal symptoms. Patients with intermediate risk have mild and moderate postural symptoms, and tracheobronchial zlt;50%. high-risk patients' include patients with severe' postural symptoms, tracheobronchial compression' compression or 50% contraction with concomitant hemodynamic
symptoms. This stratification of risks may guide the use of perioperative pre-operative measures and precautions, such as the safest form of anesthesia, are the optimal position for anesthesia induction. surgery, the additional value of intraoperative (hard) bronchoscopy and TEE, as well as the potential assistance of extracorporeal
circulation (ECC). In addition, due to the possible involvement of a higher vein of cava (SVC) in large mediaynnal masses, large venous access should be provided in the lower limb (preferably the femoral vein) rather than the upper limb in all patients, regardless of the risk category. In addition, from the surgeon's point of view, we prefer
double lumen endobroncial insubration when possible, as a deliberate unilateral pulmonary collapse can greatly facilitate the autopsy of the tumor in most cases. In general, low-risk patients undergo general anesthesia without problems. Patients with intermediate or high risk need an individual approach. Our preferred approach to airway
control is to maintain spontaneous ventilation, combined with awake fiber optic inubation. In addition, with the fiber optic sphere, the collapse of the airways or obstacles can be evaluated. This can be done in different positions of the operating table to further determine the optimal position of rescue. Finally, it is recommended to use short-
acting drugs for prompt and accurate control of the level of general anesthesia (3,47). With intraoperative acute respiratory and hemodynamic decompensation, and the possibility of surgical bleeding the issue has been properly resolved, the mechanical compression of vital mediatic structures should be released immediately. First of all,
the operating table should be quickly tilted towards previously defined rescue positions. In the case of airway compression or obstruction, a stiff bronchoscopy has been proposed as a method for securing the airways past the site of the problem. For initial hemodynamic stabilization, the basic principles of the treatment of cardiac
tamponade, including the intake of appropriate fluids, vasopressive and inotropic drugs, should be observed. In addition, always consider the surgeon's ability to physically lift mass from compromised structures. A certain way of rescuing when MMS occurs is ECC, providing a pathway for oxygenation and circulatory support. It was
previously reported that ECC is a life-saving measure (49-51) for intraoperative hemodynamic or respiratory deteoration. However, even with the ECC circuit primer and perfusion present in the operating room, it will still take 5-20 minutes before emergency femoral canulation is performed and the ECC is initiated (48); interval, which can
lead to significant neurological injuries. Therefore, some authors recommended femuration under local anesthesia and ECC intonation prior to anesthesia induction (3.48), especially in patients at high risk of MMS and considered uncertain unsafe under the classification proposed by the proposed Tsanova (3.48). Surgical Approach
Approach Various surgical approaches are available for access to the media truth and thoracic cavity. In the surgical management of large mediaynnal tumors, a mid-line approach through sternotomics, or a lateral approach through thoracotomy is most commonly used, and less commonly a classic cot or hemi-cot incision. Although the
resection using robot and video-assisted thoracic surgery (VATS) are becoming increasingly popular (52.53), these methods seem unsuitable for large masses (53), especially for tumors larger than 10 cm (53). In our center, we advocate a mid-line approach through median sterntomy whenever possible. Median stertotomy, with the
patient in a lying position, is the gold standard for most cardiac surgeries, and is becoming increasingly popular for bilateral pulmonary procedures, with proper exposure to the force structures. It provides a wider surgical field for the approach of anterior mediatin compared to anterior or antherolateral thoracotomy. This mid-line approach
can be extended to a hemiclamshell incision, combining partial vertical median stubble with anterior thoracotomy, for even better visibility especially at the back, including the lower lobes. In most cases, we believe that this approach is favorable compared to the lateral approach regarding patient positioning, proximal central vascular



control, and ease of ECC connectivity. Although cardiac compression can occur while lying in the installation of large anterior mediastinum tumors, this should have become apparent with the history of adoption and during a routine physical examination in the ward, and appropriate precautionary measurements could be taken. In these
cases, it is possible to throw femoral vessels under local anesthesia in readiness for ECC, even before the induction of anesthesia. In addition, anticipating the need for ECC for hemodynamic support in the event of MMS, a position on the back would also greatly facilitate the approach to the femoral vessels for canure. In addition to the
positional advantages and ease of connecting to ecC in the position on the back, the midline approach also facilitates access to power structures for both proximal vascular control and for the opening of the anterior degree of the mediaynthal tumor. During the autopsy of large mediatinal masses, vascular feeding can break due to the
simple stress caused by manipulation, leading to serious hemorrhagic complications that are difficult to control. Appropriate precautions can be taken on the basis of information provided by preoperative multimodality images regarding the vascular anatomy of the tumor. In these cases, intrapericardial or proximal control of the main
pulmonary artery and pulmonary veins is easier through the middle line approach, and may be needed before peripheral autopsy can be initiated. When the tumor spreads to the pleural cavity, the effect can be improved by the application of the retractor to the stern edge (54), which is commonly used during the collection of internal milk
arteries for coronary artery bypass (CABG). This allows the chest wall to roll up and out. For optimal stabilization of large mediatinal masses, you can use heart positioners, which are popularized for use in off-campaign procedures CABG to stabilize the heart with suction devices. When used in conditions of large mediatinal masses (55),
damage to the tumor by manipulation of surgical instruments can be minimal, while providing a stable rebuttal of mass, and reducing the risk of a clean load on feeding vessels. Extracorporeal circulation (ECC) From a surgeon's point of view, ECC help can greatly facilitate the autopsy of a tumor, with the ability to safely deflate the lungs
and retract the heart, increasing the impact of the tumor. In addition, more serious manipulation of the tumor can be achieved without the risk of hemodynamic or respiratory effects due to the compression of vital media truth structures. However, the need for systemic heparinization during ECC may increase the risk of hemorrhagic
complications in tumor autopsy. Therefore, a preoperative risk assessment should be carried out on a case-by-case basis to assess the needs of the ECC and during what period of surgery. The cannibalation of the ascending aorta, right atrium or higher and lower vein of the cava, as is commonly used in most cardiac procedures, seems
out of place during surgery for large mediatinal masses. The participation of cardiovascular structures of mediatin is common in this environment, complicating the impact of conventional sites for central canulation. In addition, the cannulas required for ECC can become cumbersome and obstructive for the surgeon during a long tumor
dissection. Thus, peripheral femoral cannulation (3,48,50) is recommended when ECC is deemed necessary or beneficial. From the oncologist's point of view, the use of ECC during cancer surgery is poorly reported. A recent systematic review of the use of ECC during surgical resection for patients with locally advanced lung cancer was
given to only 72 patients (56). They found that extended resections of locally advanced lung cancer were possible with ECC, although pre-planning use of ECC was associated with significantly higher survival rates than cases where unplanned or emerging ECC placement was needed. The participation of SVC All tumors involving
mediastinum, especially large masses, have the potential to attract or invade large vessels in this confined space. Of these large vessels, SVC most commonly affected (57.58), with varying degrees of participation ranging from compression or invasion, to the development of SVC syndrome (59). The exact frequency of SVC participation
in mediatinal tumors is unknown, due to the relative rarity of this pathology. Several small series of cases reported the occurrence of 10% in media-true semin (60). In a series of 89 patients with invasive primary mediayntal tumors who underwent surgical resection, 24% underwent SVC resection (57). In the more recent multi-rate Italian
series with 249 patients with stage III thymic tumors, 12.4% had a preoperative participation of SVC. Traditionally, the participation of large vessels of breast tumors has long been considered inoperable (61), with adverse long-term outcomes. However, with improved methods, resection and reconstruction OF the SVC is now the most
accepted extended vascular resection for mediastinal large vascular involvement. However, detailed preoperative and operational planning is required. Depending on the degree of involvement, a partial SVC resection or even a complete resection may be carried out, followed by restoration with prosthetic grafts or vein transplants.
Spaggiari advocates partial resection if less than 50% of the circumference of THE SVC is affected, with pericardial patch repair when needed (62). Although partial resection can be performed with a partial clamp alone, when SVC participation is minimal, SVC cross-breastming is the most commonly used technique for reconstruction
(63). Systemic heparinization (57,62,63) should be started before the clamp. However, THE crossing of SVC is associated with an important hemodynamic compromise in 30% of patients (63). In this environment, intraoperative vasoccers and the corresponding fluid load are essential for increasing venous return to the heart and
maintaining the intracranial pressure of brain perfusion (57,62,63). Accordingly, angiotensin conversion inhibitors of enzymes and antagonists of angiotensin II receptors should be discontinued prior to surgery to avoid intraoperative hypotension and hypovolemia. In addition, the crossing of SVC can cause cerebral ischemia even without
observed changes in blood pressure or saturation with venous oxygen (64). Therefore, when SVC involvement is suspected preoperative, we recommend standard additional monitoring methods to assess the adequacy of brain perfusion, preferably brain oxymetry with near-infrared spectroscopy (NIRS) (64.65) or transcranial doppler
(66), in combination with simultaneous monitoring of yarn pressure (65). The timing of the safe implementation of the SVC cross-campation remains unclear. Various authors have reported that the crosshairs of SVC can be performed within 60 minutes (61.67) and even up to 100 minutes (67) without neurological complications, with or
without pre-existing SVC obstacles. However, we prefer the use of simple, passive bypass techniques from to the right atrium with a shunt with heparin coating (Gott shunt) (68), which relieved the need for additional heparinization. Because the SVC clamp increases the pressure gradient between the immutable vena and the right atrium,
the pumping device is not necessary. This simple method avoids hemodynamic instability and cerebral ischemia due to venous hypertension. The organization of centralization of care for patients with rare malignancies acts (69) in order to improve the quality of care and outcomes. This should also be applied to mediatinal tumors,
especially against large masses in mediastinum. As mentioned earlier, preoperative work and intraoperative treatment of these tumors is a complex task, and a special multidisciplinary approach is important. Concentration in specialized centres is essential for the development of knowledge, as well as the promotion of learning and
research. These prospective centres should regularly hold interdisciplinary meetings with surgeons, oncologists, radiologists, pathologists and radiation specialists specializing in respiratory medicine. A team of anesthesiologists should be available dedicated to perioperative cardiovascular and cardiothoracic care. With a potential need for
ECC, surgery should be led by cardiothoracic surgeons or thoracic surgeons with cardiac surgery on site. For example, in the treatment of thymoma, it was noted that high-volume surgeons are significantly more likely to work with a specialized anesthesiologist and are more likely to have access to a jar of tissue for research purposes
(34). However, the exact cut-off value for large-volume surgeons or centers remains to be seen. Findings in the perioperative management of surgical treatment of large mediatinal masses or intratoral tumors with mediatinal compression, attention to the anatomical details of the tumor and its connection with vital media truth surrounding
structures are important. Preoperative preparatory measures include appropriate preoperative multimodalent imaging with a focus on vascular anatomy of the tumor. Multidisciplinary discussion teams should assess whether neoadjuvant therapy can be useful on a case-by-case basis. In addition, the anesthesiologist must give an
assessment to assess the risk of MMS. With adequate preoperative team planning, a safe anesthesiology and surgical strategy can be implemented. Managing these tumors is a complex task and should be concentrated in specialized centres. Confessions No. Conflicts of interest: Authors have no conflict of interest to declare. Links
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