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BACKGROUND Thoracic epidural capillary hemangioma is exceedingly rare, with only a few reported cases. The typical presentation usually includes
chronic, progressive symptoms of spinal cord compression in middle-aged adults. To the authors’ knowledge, this case is the first report in the literature
of acute traumatic capillary hemangioma rupture.

OBSERVATIONS A 22-year-old male presented with worsening lower extremity weakness and paresthesias after a fall onto his spine. Imaging
showed no evidence of spinal fracture but revealed an expanding hematoma over 24 hours. Removal of the lesion demonstrated a ruptured capillary
hemangioma.

LESSONS This unique case highlights a rare occurrence of traumatic rupture of a previously unknown asymptomatic thoracic capillary hemangioma in
a young adult.

https://thejns.org/doi/abs/10.3171/CASE21309
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Capillary hemangiomas are benign clusters of abnormal blood ves-
sels that are most often found in the skin or soft tissues, commonly in
pediatric patients.1 They have a distinct lobulated structure, consisting
of vascular collections fed by a single artery, which differentiates them
from malignant vascular proliferations, including hemangioblastomas,
hemangioendotheliomas, and hemangiopericytomas.2 Though heman-
giomas frequently originate from the vertebral body, they rarely involve
the spinal cord and, if present, most commonly occupy the intradural/
extramedullary space.3 Epidural capillary hemangiomas are exceed-
ingly rare and typically present with chronic progressive symptoms of
spinal cord compression.4 Here we present a unique case of traumatic
thoracic epidural capillary hemangioma rupture causing acute lower
extremity weakness and paresthesias and requiring urgent spinal cord
decompression and hematoma evacuation.

Illustrative Case
A 22-year-old male without significant medical history presented

with acute-onset bilateral lower extremity weakness and sensory loss
after falling 10 ft. onto his back during a military training exercise. On

initial presentation to the trauma bay, the patient was unable to move
his feet or toes and reported complete loss of sensation at and below
the midcalf. He was able to lift his leg only with assistance, and his
Babinski sign was negative. The finding of a noncontrast computed
tomographic scan of the cervical, thoracic, and lumbar spine was nega-
tive for acute fracture or notable trauma (Fig. 1). On neurosurgical clini-
cal examination, the patient’s strength was 5/5 in the proximal lower
extremities bilaterally and had improved from his initial presentation to
3/5 in his bilateral distal lower extremities, though still with absent sen-
sation in both feet up to the ankle. Strength and sensation were pre-
served in the upper extremities. Subsequent magnetic resonance
imaging (MRI) of the thoracic spine demonstrated a T2-hyperintense,
T1-hypointense dorsal epidural lesion at the level of T10–11, measur-
ing 6–7 mm in the anteroposterior (AP) dimension, mildly compressing
the spinal cord (Fig. 2). MRI was ordered; however, given his clinical
improvement, the patient was assessed to be clinically stable at this
time, without need for emergent surgery.

The day after admission, the patient developed progressive left
lower extremity weakness with 2/5 strength in the distal left leg. Repeat
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MRI demonstrated interval enlargement of the epidural lesion to 7–8 mm
AP, with increased spinal cord compression and progressive delayed
enhancement postcontrast (Figs. 3 and 4). The patient consented to
emergency thoracic decompression and was taken to the operating
room within 3 hours for T10–11 laminectomies and removal of the epidu-
ral mass and surrounding hematoma. Intraoperatively, removal of the
bone at T11 revealed a hemorrhagic, well-circumscribed, compressive
epidural mass lesion consistent with a possible hematoma versus a
more organized mass. A specimen sent for pathology demonstrated a
well-circumscribed proliferation of endothelial cells forming vascular cavi-
ties, surrounded by a rind of fibrous connective tissue, consistent with
capillary hemangioma (Fig. 5).

Postoperatively, the patient’s left lower extremity weakness was ini-
tially unchanged but showed moderate improvement over the course
of several days to 3/5 strength in the distal lower leg at best. His sen-
sation improved to 50% at the left foot, with some persistent allodynia
and hyperesthesia in the left leg and calf. The thoracic dermatomes
remained intact. The patient was ultimately discharged to the naval

hospital, where he returned to complete motor and sensory function
after several months of intensive rehabilitation.

Discussion
Observations

Capillary hemangiomas are benign clusters of abnormal blood
vessels that are most often seen in the skin or soft tissues, com-
monly in pediatric patients.3 They are distinguished from cavernous
angiomas and malignant vascular tumors of the central nervous
system by their lobulated architecture, composed of tangles of
capillaries separated by fibrous tissue.2 They also commonly stain
positive for CD31, an endothelial cell marker.1 Grossly, capillary
hemangiomas appear as a reddish purple mass with a rich vascular
network and must be carefully dissected from feeding vessels to
maintain hemostasis. Radiologically, these present as a well-defined
mass with T1 signal isointense to the spinal cord and hyperintensity
on T2.5 They are often confused preoperatively with meningiomas
or large nerve sheath tumors.

To our knowledge, this case is the first report of a traumatic thoracic
epidural capillary hemangioma rupture. Thoracic capillary hemangiomas
are extremely rare and have been described only a handful of times in
the literature. Chung et al. described a 47-year-old male with an inci-
dental intradural capillary hemangioma at T7 resulting in sensory
impairment.6 Two additional cases have reported thoracic capillary
hemangioma arising secondary to prior spinal trauma,7,8 with accompa-
nying pain, sensory, and motor deficits. Furthermore, case reports
most commonly describe patients at or above the age of 50 years. We
were only able to find three cases involving patients under the age of
30, both of which described intradural/extramedullary pathology and
which were localized to the cervical9 or lumbar10,11 spine.

Among the previously published cases, all described a chronic
to subacute process of symptomatic spinal compression attributed
to mass effect and nerve root irritation from a growing capillary
hemangioma. No case reports to date have described acute trau-
matic rupture with expanding hematoma causing neurological defi-
cits. Indeed, traumatic and spontaneous ruptures of capillary
hemangiomas in other anatomical locations have been described,
including the liver,12,13 stomach,14 and kidney;15 however, this has
yet to be reported in the spinal cord.

Complete resection with laminectomy is the preferred treatment
of choice for compressive capillary hemangiomas and was per-
formed in all reported cases. In this unique case of acute traumatic
rupture, we were able to emergently decompress the spinal cord
with removal of the vascular mass and evacuate the hematoma.

FIG. 1. Computed tomography of (A) cervical, (B) thoracic, and (C)
lumbar spine without evidence of acute traumatic injury.

FIG. 2. MRI upon presentation showing a 6–7-mm dorsal epidural
lesion at the level of T10–11 demonstrating (A) T1 hypointensity and
(B) T2 hyperintensity with mild compression of the spinal cord.

FIG. 3. Axial MRI of the T spine at T11. A: With contrast. B: Without
contrast.
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Lessons
Epidural thoracic capillary hemangiomas are exceedingly rare.

To our knowledge, this is the first reported case of traumatic rupture
of this pathology leading to acute neurological deficits. The patient’s
acute weakness and paresthesias were improved with urgent spinal
decompression and hematoma evacuation, with the capillary hem-
angioma resected to avoid further injury. This case demonstrates
that, although rare, capillary hemangioma rupture should be consid-
ered in the differential diagnosis for patients with acute spinal
trauma and evolving deficits on examination in the absence of fracture
or obvious spinal cord injury. Reimaging revealing an expanding hema-
toma may support this diagnosis, and the need for emergent decom-
pression and evacuation should be guided by clinical presentation.
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