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 Hemangioma occurs in 1 out of 100 Caucasian births, with about one half occurring in the head 

and neck (1). It was first described as human botryomycosis by Poncet and Dor in 1897 (2). 

 Hemangiomas are benign neoplasms of vascular origin with endothelial proliferation. Congenital 

lesions are located on the skin or oral mucosa while the nasal cavity and paranasal sinuses are 

uncommon sites for haemangiomas. Mucosal haemangiomas of the nasal cavity, paranasal sinuses and 

nasopharynx account for 10% of all head and neck haemangiomas and approximately 25% of all non-

epithelial neoplasms of this anatomical region. 

 The haemangiomas occur in all ages, although there is a peak in children and adolescent males, 

females in the reproductive years, and then an equal distribution beyond 40 years of age. Patients with 

cavernous haemangiomas tend to be men in the 5th decade.(1,2). 

 Haemangioma of nasal cavity also known as lobular capillary haemangioma, pyogenic 

granuloma, capillary haemangioma, cavernous haemangioma, epulis gravidarum. This various name of 

this tumor show that the exact pathogenesis is still continued debated. Some theories say that capillary 

haemangioma has an association with injury and hormonal factors.(3,4,5,6). 

 In the nasal cavity, anterior septum is the most frequently affected followed by turbinate but 

have also been described arising from the maxillary sinus, roof of the nasal cavity, and floor of the 

nasal vestibule. This disease usually presented as unilateral epistaxis and nasal obstruction commonly 

associated with pregnancy, oral contraceptives and trauma (7). Epistaxis and nasal obstruction are the 

most marked symptoms (8). 

 Histologically, it is characterized by submucosal vascular proliferation arranged in lobules or 

clusters composed of central capillaries and smaller ramifying tributaries. There is no 

intercommunication of vascular spaces or cytological atypia (9) 

Case report 

 

A 29 years old female was seen in the 

Otorhinolaryngology-Head and Neck Surgery 

(ORLHNS) clinic, Dubai Hospital in July 2012 

with a history of persistent left nasal blockage 

of 2 months duration and associated with daily 

episodes of epistaxis with clots and fresh blood 

and most of the time preceded by a history of 

“nose picking”. She has no other nasal 

symptoms. She was admitted and nasal pack 

was applied to control the bleeding. The pack 

was removed after 48 hrs. And there was no 

more bleeding after that nasal endoscopic 

examination of the nose revealed blood clot at 

the level of middle turbinate which supposed to 

be due to the packing. The patient discharged 

and instructed for regular follow up. In the next 

visit on examination there was a red large 

polypoidal mass which bleed easily on touch 

and was originated from anterior and upper part 

of middle turbinate.  

 
Endoscopic picture of mass covered with 

blood clot. 

 

 A CT scan of the paranasal sinuses also 

revealed a left nasal soft tissue mass without 

any evidence of bony destruction or extension 

of the mass into the adjacent paranasal sinuses.   
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CT. preoperative showing left nasal mass 

 Carotid angiography done and showed no 

significant feeding vessels supplying the 

tumour.  

The patient was taken to the operating room 

where the soft tissue mass was completely 

excised using endoscopic techniques and 

microdebrider. The surgery involved partial 

resection of the middle turbinate. 

 Histologic finding showed a vascular 

tumour composed of proliferated capillaries 

with large feeder vessels and areas of ulceration. 

A small amount of bone and respiratory mucosa 

with minor salivary gland also included. 

Appearances in keeping with lobulated capillary 

haemangioma. 

 After that the patient was posted for super 

selective embolization of the sphenopalatine 

artery to guard against recurrence. Embolization 

was done and there was no complication except 

some numbness and heaviness of the libs which 

subsided after few days without any 

medications.   

 Regular follow up of the patient every 

month for 3 months, then every 3 months for 2 

years postoperative and there was no recurrence 

of the mass and no more epistaxis and follow up 

CT showed no recurrence of the mass any more.  

 
CT. 3 months postoperative 

 
CT 2 years postoperative 

 
X-ray during embolization before injection of 

sclerosing material 
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X-ray during embolization after injection of 

sclerosing material 

DISCUSSION 

 LCH is an uncommon, benign lesion 

which bleeds easily by manipulations due to its 

high vascularity. Miller has claimed that the 

term “pyogenic granuloma” is incorrect for the 

disease because it is neither infectious nor 

granulomatous in nature (10). LCH usually 

grows rapidly and ulceration is common in the 

early period of its development. 

 LCH is seen in both gender and almost in 

every age, however, it is most common in 

females and in the 3rd decade (10). Most 

important underlying causes for LCH are 

hormonal imbalance and an excessive 

inflammatory response after local trauma to skin 

and mucosal membranes (11) which wasn`t in 

found in this case. The higher incidence of LCH 

in gravid patients, woman using oral 

contraceptives and post-menopausal women 

supports a hormonal etiology (12). 

 LCH is commonly seen in oral cavity, 

especially on gingiva and rarely in the nose as in 

this case. When it is seen in the nasal cavity, 

lobular capillary hemangioma (LCH) mostly 

locates on the anterior portion of nasal septum 

(Little’s area), less frequently on anterior side of 

inferior turbinate (13). In this case LCH was 

arising from the lateral nasal wall, of left nasal 

cavity. To the best of our knowledge, for LCH 

this location has not been described so far in the 

literature. 

 Epistaxis and nasal obstruction are the 

most marked symptoms in cases of nasal lobular 

capillary hemangioma (14). It can be 

pedunculated or wide based. Its size ranges 

from several millimeters to centimeters. In our 

case this was the same complaint and the size 

was about 2X3cm. 

 Histologically it is characterized by 

submucosal vascular proliferation arranged in 

lobules or clusters composed of central 

capillaries and smaller ramifying tributaries. 

There is no intercommunication of vascular 

spaces or cytological atypia (9). The differential 

diagnosis include cavernous hemangioma which 

occurs less frequently in the nasal cavity, 

rhinosporidiosis which may present as a friable 

polypoid vascular mass with the surface studded 

with tiny white dots from spores beneath the 

epithelium giving it a characteristic “strawberry-

like” appearance and juvenile nasopharyngeal 

angiofibroma in adolescent males (15). 

Hemangiomas should be distinguished from 

granulation tissue, telangiectasia, vascular 

malformations, vascular polyps, papillary 

endothelial hyperplasia, angiofibroma, 

angiolymphoid hyperplasia with eosinophilia, 

glomus tumor, lymphangia, Kaposi sarcoma, 

and angiosarcoma. Hemangioma can be 

distinguished from granulation tissue by the 

lobular arrangement of the capillaries in the 

former and the more parallel arrangement of 

vessels in the latter. The distinction between a 

hemangioma and telangiectasia may be difficult 

but is facilitated in a patient with a known 

family history of hereditary hemorrhagic 

telangiectasia (Osler-Weber-Rendu 

syndrome)(3,6,8,16, 17). Ahmad and Norie 

prove that nasal cavity vascular’s tumor can be 

mistaken with juvenile nasopharyngeal 

angiofibroma but after angiography they didn’t 

find any significant feeding vessel supplying the 

tumor (18). Meanwhile Puxeddu also state that 

differential diagnosis may pose challenging 

problems in large lesions where it can be 

misdiagnosed as angiofibroma and low grade 

angiosarcoma (8). Because of that information 

obtained with imaging techniques, along with 

the age and gender of the patient, help to make a 

correct diagnosis of angiofibroma and 

differentiation of hemangioma from other 

hypervascularized lesions. (3,6,8,17) 

 The treatment of choice is complete 

surgical excision. When the lesion is large, the 

differentiation from other hypervascularized 

lesions may be intriguing. The use of imaging 

studies like CT scan can give a diagnosis 

without resorting to biopsy (19).The use of 

nasal endoscopes for both diagnosis as well as 

surgery is the preferred method of treatment. In 

our case the extra management was in the form 

of embolization of the feeding vessel to ensure 

complete regression and avoid further removal , 

and it could be and alternative method for 
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patient unfit for surgery or for big masses as  

preoperative preparation to facilitate removal 

and to decrease the amount of blood loss. 

 This case is reported for its potential for 

being misdiagnosed and to highlight the 

advantage of nasal superselective embolization 

in the management of nasal vascular tumors. 

Also to show that can occur in virgin ladies in 

childbearing period and not using oral 

contraceptives. And to highlight the importance 

of using nasal endoscope in examination of any 

epistaxis patient with the regular follow up after 

pack removal. 
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