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41-yr-old male with intermittent chest pain presented
for resection of a pericardial mass. Transesophageal
echocardiography showed dramatic compression of the
superior vena cava (SVC) to less than 2mm (panel A), signif-
icant obliteration of the right pulmonary artery, and inter-
mittent collapse of the left main coronary artery (panel B).
Pathologic diagnosis was consistent with bronchogenic cyst.
Bronchogenic cysts are relatively rare in adults, and
most of these cysts are located within the mediastinum.
Presenting symptoms vary significantly based on location
and size, ranging from asymptomatic to symptoms due
to compression of adjacent structures.' Echocardiography
played a pivotal role in the diagnosis and management of
pericardial cysts to identify which crucial structures are
being compressed and what the expected hemodynamic
and airway consequences are in the perioperative period.?
In the perioperative period, continuous hemodynamic
monitoring with an arterial line shall be established before
anesthesia induction due to the unpredictable nature of
mass effect on heart and lung. If either vena cava is com-
pressed, central venous access on the opposite side of the
diaphragm should be obtained, and adequate volume is
administered to avoid complete occlusion of the venous
system. Maintaining spontaneous breathing and negative
intrapleural pressure might facilitate blood flow through the
lungs if the pulmonary artery is affected. Keeping adequate
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blood pressure, avoiding tachycardia, and paying attention
to ischemic changes are key to preventing catastrophic car-
diac arrest when the coronary artery is compromised. In
addition, a large pericardial cyst might pressure the tracheo-
bronchial tree, and maintaining spontaneous ventilation
without muscle relaxant is ideal.?
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