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INTRODUCTION

Sinonasalhemangiomasare relativelyuncommon.
Cavernous hemangioma is a very rare entity and
arises from lateral nasal wall or medial wall of
maxillary sinus." Though congenital, it appears
in third to fourth decade of life and presents
with unilateral nasal obstruction and recurrent
epistaxis. We present a case of inflammatory nasal
polyp/antrochoanal (AC) polyp with coexisting
cavernous hemangioma.

CASE PRESENTATION Fig 1: CT scan of nose and PNS finding

Thirty-one-year-old male presented to different
hospital with recurrent nasal bleeding, right side
more than left, for 3 months with increasing
in severity. Each episode of blood loss was
about 30-40 ml which stopped on its own. On
examination, there was a pale polypoidal smooth
surfaced glistening mass arising from right middle
meatus. It was insensitive to touch and did not
bleed. It also did not shrink on application of
oxymetazoline. There was fullness in the soft
palate. The provisional diagnosis was allergic
fungal rhinosinusitis (AFRS). CT scan of nose and
PNS showed non homogenous opacity in right
maxillary sinus, nasopharynx, nasal cavity with
widened osteomeatal complex (OMC) (Fig 1).
Endoscopic biopsy was done planned and piece
of nasal mass was sent for histopathological
examination (HPE). After biopsy there was
profuse bleeding from choanal part and posterior
part of inferior turbinate.

So further procedure was abandoned and
bilateral nasal packing was performed. Contrast
enhanced MRl was done few days later which
showed heterogeneously enhancing altered
signal intensity lesion in right maxillary sinus
obliterating and expanding OMC with lesion
extending to nasal cavity and nasopharynx (Fig
2). HPE report showed AC polyp with papillary
endothelial projection.

Fig 2: MRI of nose and PNS
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Caldwell Luc surgery was planned and performed.
Bleeding made it difficult to visualize the lesion.
The lesion was removed completely. It was noted
that packing for sometimes stopped the bleeding.
After completion of surgery, antral packing was
done which was removed after 3 days. The HPE
showed features of chronic rhinosinusitis (CRS)
with inflammatory polyp and a fragment of tissue
having cavernous hemangioma. No fungal

elements were seen on PAS staining (Fig 3). After
a 3 month of follow up patient was doing well
with no obvious new complains and follow up
scan showed no obvious recurrence ( Fig 4)

Fig 4: Post operative CT nose PNS
DISCUSSION

The most common polyps found in the nose
and PNS are associated with CRS. It is mainly
descriptive and not specific for any particular
entity. However, presence of eosinophilic mucin
means AFRS.2 AC polyps are one of common
type of polyp.® Sometimes hemangiomas may
mimic a vascularized nasal polyp.*

Haoemangiomas are predominantly capillary
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and are found attached to the nasal septum and
cavernous haemangiomas, on the other hand,
are found on the lateral wall of the nasal cavity.®
The latter are rare and usually do not present
until adulthood. Their incidence peaks in the
fourth decade of life with symptoms of epistaxis or
hemoptysis and an enlarging lesion in the nose.®
Histologically, they are composed of multiple,
large, cystic, thin-walled, and blood-filled spaces
lined by endothelial cells, and separated by scant
connective tissue stroma.®’

Cavernous hemangiomas though very rare,
should be added to the differential diagnosis
of nasal cavity masses with presenting
symptoms of epistaxis and nasal obstruction
to avoid misdiagnosis of a malignant tumor,
angiofibroma or other benign vascular mass.'
Sometimes they produce nasal bone destruction
creating clinical and radiological difficulties to
differentiate them from more common lesions.'®.
Despite typical clinical examination findings and
histological confirmation of AC polyp, cavernous
hemangioma should be one of the differential
diagnoses of bleeding nasal lesion when the
clinical presentation is epistaxis.

Since the blood vessels can grow in the cartilage
or bone tissue, the mass along with mucosa
and part of mucoperichondrium to which this
is attached should be removed to prevent
recurrence.” Caldwell Luc surgery is appropriate
in such cases where lesion with the attached
mucosa can be removed completely under direct
vision. It is all the more important in low volume
FESS center to perform Caldwell Luc surgery as it
completely removes the lesion than abandoning
the treatment due to per operative bleeding. and
also can be performed even at remote facilities
with limited ENT setup.

CONCLUSION

In nasal lesion typical of AC polyp but with the
presenting symptom of epistaxis, association with
cavernous hemangioma should be considered
and manage accordingly.

REFERENCES:

1. Kim JS, Kwon SH. Sinonasal hemangioma: diagnosis,
treatment, and follow-up of 37 patients at a single cen-
ter. J Oral Maxillofac Surg. 2017;75(8):1775-83.

2. Yaman H, Yilmaz S, Karali E, Guclu E, Ozturk O. Eval-
uation and management of antrochoanal polyps. Clin

Nepalese Journal of ENT Head & Neck Surgery 45




©Society of Otolaryngologists of Nepal (SOL Nepal)

Shah NP: Inflammatory nasal polyp

Exp Otorhinolaryngol. 2010;3(2):110.

Lai V, Wong YC, Lam WY, Tsui WC, Luk SH. Inflam-
matory myofibroblastic tumor of the nasal cavity. Am J
Neuroradiol. 2007,;28(1):135-7.

Seethala RR, Pant H. Pathology of nasal polyps. In: Na-
sal Polyposis. Springer; 2010. p. 17-26.

Mortha S. A case of epistaxis? Hemangioma of nose.
Online J Otolaryngol. 2016;6(2).

Bardach J, Panje W. Surgical management of the large
cavernous hemangioma. Otolaryngol Neck Surg.
1981,89(5):792-6.

Thompson LD, Fanburg-Smith JC. Update on select

benign mesenchymal and meningothelial sinonasal
tract lesions. Head Neck Pathol. 2016;10(1):95-108.

Vol. 12, No.1,

Issue 1 (Jan-Jun 2021)

Palacios E, Restrepo S, Mastrogiovanni L, Lorusso GD,
Rojas R. Sinonasal hemangiopericytomas: clinico-
pathologic and imaging findings. Ear Nose Throat J.
2005;84(2):99-102.

HUSSAIN'S, BUTT IH, ALl S. Treatment of Bleeding Na-
sal Polyp.

Nepalese Journal of ENT Head & Neck Surgery 46




