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GIANT HAEMANGIOMA OF NASOPHARYNX: A RARE CASE
OUTCOME
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A 60-year-old female presented to us with a 5-year history of progressive right sided nasal obstruction and
recurrent epistaxis. On examination lesion was seen in the right nostril which was firm and bled on
probing. CT-scan paranasal sinuses showed a right sided lesion of nose and naso-pharnyx obstructing
posterior nasal choanae. Dimensions were reported to be 9x4.1x3.8 cm. A punch biopsy was taken in
operating room under general anaesthesia which resulted in profuse bleeding. Suction cautery was used to
control bleeding and the nose was packed. The mass was firm to hard and provided resistance during the
time of biopsy. On second post-operative day, the mass visibly changed its colour and became blackish in
appearance. Patient had an episode of cough in the evening and expelled out the entire mass orally.
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INTRODUCTION

Although the hemangiomas can arise anywhere in the
head and neck region from the skin to deeper structures
such as muscles and bone, hemangiomas arising in the
nose are rare. 80% arise from the kiesselbach’s plexus
and 15% from the lateral wall of the nasal cavity.' Nasal
bleeding with obstruction can be associated with benign
and malignant lesions. The exact origin of haemangiomas
is still debatable. Some have proposed embryonic
unipotent cells to be involved while others advocate
vascular elongation.” Infantile haemangiomas however
ultimately represent endothelial cell proliferation.’

Haemangiomas are classified on the basis of the
vessels they contain: Infantile haemangioma (HOI),
(cavernous, capillary) or mixed.* Capillary haemangioma
are common and are seen in childhood which
spontaneously regress and do not need any intervention
unless they are symptomatic.> However infantile
hemangioma (HOI) is usually seen in adulthood and
warrants an intervention if symptomatic.>>® In our case
the differentials were nasopharyngeal carcinoma, inverted
papilloma and HOL

CASE REPORT

A 60-year-old female presented to our outpatient clinic
with a 5-year history of progressive right sided nasal
obstruction and epistaxis which was recurrent and
profuse. On nasal examination, the lesion was seen in
the right nostril which was firm and bled on probing,
oral examination showed bulge in soft palate and a mass
in nasopharynx. Blood counts were done which
revealed no haematological disturbance and normal
haemoglobin. CT-scan head and neck with intravenous
contrast was done which revealed a lesion occupying
the right side of nose, nasopharynx and extending up to
the oropharynx (Figure-1) with the dimensions of
9%x4.1x3.8 cm. Patient was electively taken for
examination under anaesthesia and biopsy. A punch

biopsy was taken in operating room under general
anaesthesia which resulted in profuse bleeding. Suction
cautery was used to control bleeding and the nose was
packed. The mass was firm to hard and provided
resistance during the time of biopsy. On post-operative
day 2 patients had an episode of cough which led to
expelling a large lesion out of her mouth (Figure-2).
Biopsy was consistent with haemangioma of infancy.
The patient was then symptom free and was
subsequently discharged the next day.

Figure-1: CT-Scan (Coronal cut) showing a large
soft tissue enhancing mass that is completely
occluding the right nasal passage
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Figure-2: Mass as seen at the time of expulsion.
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DISCUSSION

Haemangioma of infancy are slow growing lesion
and when symptomatic cause epistaxis, nasal
obstruction and at times haemoptysis.”® The first two
symptoms are consistent with our patient. The types
of haemangioma vary histologically but have no
clinical significance of their histological variation.’
Mean age of presentation of HOI (previously named
cavernous haemangioma) is in 40s whereas the sex
predilection appears to be equal.’” The underlying
bone is otherwise normal but might be re-modelled
due to pressure effect.*'® MRI images show low
intensity signal on T1-weighted images and very high
intensity  signals on  T2-weighted images.
Angiography is another modality that not only offers
a correct diagnosis but can also aid in embolization of
the feeding vessels which can prevent excessive
bleeding during surgical excision.

The main stay of treatment for
haemangioma of Sino nasal and anterior skull base
remains surgery which might include arterio-
embolization preoperatively.  Angioembolization
minimizes blood loss intra-operatively.'' In our case
angioembolization was not considered as we planned
a biopsy initially. The first successful case of
endoscopic removal of Sino nasal infantile
haemangioma was in 2003."> There is now growing
evidence and positive outcomes for treatment of Sino
nasal tumours: benign and malignant lesions
endoscopically.'*!

What makes our case special is its size and
auto-expulsion post biopsy. In an attempt to control
bleeding intra-operatively we probably were able to
cauterize the main blood supply of the mass which
resulted in necrosis and the tumour dropped down
into the oropharynx.to the best of our knowledge we
report the first ever case of such expulsion of sino
nasal haemangioma post-operatively.
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