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ABSTRACT

Case Report

Cavernous Haemangioma of the Maxillary
Sinus Mimicking Antrochoanal Polyp

Cavernous haemangioma of the maxillary sinus often presents with recurrent epistaxis and nasal obstruction. Clinical features
usually mimics sinonasal mass or antrochoanal polyp. We report this case of a 13 years old female patient with unilateral maxillary
sinus cavernous haemangioma which was managed successfully by both endoscopic and Caldwell Luc approach. The patient
presented with features of antrochoanal polyp. Radiologically, it was suspected to be an Angiomatous Antrochoanal polyp and
histologically proved to be a cavernous haemangioma. Postoperative period was uneventful.

CASE REPORT

A 13-year-old female patient presented with complaints of
epistaxis from left nasal cavity, for 20 days that was associated
with left-sided nasal obstruction. There was no history of nasal
trauma or surgery or any other nasal complaints. On physical
examination, external osseocartilagenous framework and
vestibule were normal. Anterior rhinoscopy revealed a pale polyp
filling the entire left nasal cavity that was non-tender and did not
bleed on touch and it could be probed all around except laterally.
No paranasal sinuses tenderness was present. It was diagnosed
to be left antrochoanal polyp clinically. Medical examination was
essentially negative.

Contrast enhanced computerised tomography of the paranasal
sinuses (2 mm coronal cuts) showed mucosal thickening with
complete obliteration of left maxillary sinus with few hyperdense
components and extending into left nasal cavity with widening of
ethmoid infundibulum. The mass reached nasopharynx also on
left side with few well enhancing areas in the choanal component
suspecting angiomatous antrochoanal polyp. Remaining sinuses
on left side showed soft tissue attenuating mucosal thickening with
right side normal sinuses [Table/Fig-1a,b].
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[Table/Fig-1]: a) Left maxillary sinus showing mucosal thickening and complete
obliteration with few hyperdense components with extension to left nasal cavity with

widening of ethmoid infundibulum; b) Extension of left nasal mass into nasopharynx
with well enhancing areas within the lesion.

The patient was planned for endoscopic polypectomy under
general anaesthesia. Nasal endoscopy showed pinkish polypoidal
mass arising from left middle meatus extending into choana.
Endoscopic removal of mass was done. In view of mass arising
from the anterolateral wall of left maxillary sinus, which could not be
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completely removed endoscopically, we proceeded to do Caldwell
LLuc approach and complete removal of mass was achieved.

Histologically, it showed cavernous haemangioma with ecstatically
dilated thin walled vascular channels with haemorrhage and fibrin
thrombi [Table/Fig-2]. Thus, the final diagnosis was consistent with
cavernous haemangioma of left maxillary sinus.
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[Table/Fig-2]: a) Section showing a polypoid fragment lined by respiratory
epithelium with underlying subepithelial tissue showing ecstatically dilated vascular
channel, H&E stain, 40X; b) Section showing a cavernous haemangioma with ec-
statically dilated thin walled vascular channels with haemorrhage and fibrin thrombi,
H&E stain, 400X.

]

B -

DISCUSSION

Haemangiomas are the most common vascular tumours of head
and neck. But they are very rare entity to occur in paranasal sinuses
[1]. Batsakis classified them as capillary, cavernous, mixed and
proliferative [2]. They are benign non-epithelial vascular tumour
composed of endothelial proliferation of blood vessels viz., benign,
slow growing, non epithelial. They usually arise from turbinates and
lateral wall of nasal cavity that grow in lateral direction [3]. They can
arise from mucosal, ossesous or submucosal tissues of the nasal
cavity or sinuses. The propensity of these tumours to cause bone
erosion makes it difficult to differentiate them from more common
malignant epithelial tumours on basis of radiology [3-7].

Evidence at birth is more than 75% but spontaneous involution
occurs before adulthood. Haemangiomas involving nose and
paranasal sinuses present typically in adults with 40 years as mean
age at presentation with no sex prelediction [8,9]. Pathogenesis of
haemangiomas is poorly understood. Rapid proliferation of pericytes
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and endothelial cell hyperplasia plays an important role followed by
a steady regression phase [10].

Capillary haemangiomas occur mostly in children [7]. It involves
mostly mucosal and submucosal tissues involving either nasal
septum or vestibule [6]. Microscopically, capillary type is composed
of lobules of capillary channels lined with flattened epithelium [1].

The International Society for the Study of Vascular Anomalies (ISSVA)
describes cavernous haemangioma as pseudotumour anomalies
[11]. Sinonasal cavernous haemangiomas occur predominatly in
adults [7]. These can arise either from osseous tissue or mucosa.
Non osseous are also reported involving either lateral wall of nasal
cavity or medial wall of the maxillary sinus [7]. Macroscopically,
they are well demarcated solitary lesions arising from medial wall
of maxillary sinus or osteomeatal complex extending laterally [12].
Histologically, they are composed of large flattened endothelial lined
vascular spaces in a lobular or diffuse pattern [12].

Engels T et al., was the first to describe such an entity and since then in
literature, reported cases of maxillary sinus cavernous haemangioma
are only few [13]. Hellquist HB stated that cavernous haemangiomas
tend to arise from bony tissue of sinonasal tract and is enclosed by
bony trabeculae [14]. Fu YS and Perzin KH described only five cases
of cavernous haemangiomas out of 85 cases of vascular tumours
involving nasal cavity, paranasal sinus and nasopharynx but none of
them was located in maxillary sinus [15].

Clinical Presentation: Usually the clinical presentation include
nasal obstruction, epistaxis and occasionally visible mass [16], cheek
swelling [7], loosening of the maxillary teeth [17], epiphora [18], ear
ache [19] and proptosis [6]. Clinically, they are locally aggressive and
destructive by virtue of its pressure effect. They are not known to
undergo malignant transformation. In this case, patient presented
with epistaxis and nasal obstruction without any obvious erosion
of sinus walls. So the diagnosis was made as antrochoanal polyp
because of clinical signs and symptoms.

Kim HJ et al., reported erosion of wall of maxillary sinus, nasal
turbinate and orbit in two cases of cavernous haemangioma [5].
There has been a report of cavernous haemangioma of sphenoid
sinus and from infra orbital nerve canal [20].

Radiology: Contrast enhanced computed tomography shows
non-homogenous enhancement due to local areas of necrosis and
bleeding with focal areas of bone lysis. Bone destruction may be
misinterpreted as a sign of malignancy [21]. Dystrophic calcification
can also occur following intravascular thrombosis that results in the
formation of phleboliths [22]. Weiss SW et al., reported amorphous
or curvilinear calcification and phlebolith formation as non-specific
and specific findings of cavernous haemangioma respectively [23].

Magnetic resonance imaging shows extensively dilated vessels and
isointense on T1 and predominantly hyperintense on T2, compatible
with low flow vascular structures [24].

Angiography is both a diagnostic and therapeutic investigation
that reveals a hypervascular lesion with dilated feeding arteries and
draining veins but stagnation of contrast agent and persistence of
blush on late film are present with regular contour [6]. In this case,
radiological diagnosis was made as angiomatous antrochoanal
polyp because of hyperdense components and well enhancing
areas in the nasal mass.

Differential Diagnosis: Since this patient presented with short
history of unilateral epistaxis and nasal obstruction, it was diagnosed
as antrochoanal polyp with exposure changes. This diagnosis was
confirmed with radiology but with additional features of angiomatous
changes.

Other differential diagnosis includes long standing sinonasal polyps
[7], neuroma, inverted papilloma, polypoid cystic masses, mucoceles,
pyogenic granuloma, organised haematoma, bacillary angiomatosis,
Kaposi sarcoma and other vascular tumours of paranasal sinuses
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like angiosarcoma [6].

Treatment: Treatment includes complete removal of the mass
with open or endoscopic method [25]. Open methods include
medial maxillectomy using lateral rhinotomy or Weber Fergusson
or Caldwell Luc surgery [26]. Both endoscopic and open methods
had been used in this case for the complete removal.

Biopsy is contraindicated but it should be done with great care and
appropriate preoperative planning under general anaesthesia [27].
Kim HJ et al., presented two cases with minimal bleeding because
haemangiomas are venous malformations of small to medium
sized vessels with low or non-arterial circulation [5]. Preoperative
transarterial embolisation helps in decreasing the tumour size and
haemorrhage during surgery. But in order to preserve adjacent vital
structures, partial resection may also be accepted [6,25]. Laser
excision, radiotherapy and steroid therapy have no role in the
management of cavernous haemangioma [9].

CONCLUSION(S)

Cavernous haemangioma, though rare, usually presents with
epistaxis and nasal obstruction. Haemangiomas in children may be
confused with antrochoanal polyp as happened in the index case.
Radiology, though helpful to some extent in making the diagnosis,
histopathological examination gives the conclusive report. A
high index of suspicion is needed to avoid extensive surgery
and unnecessary morbidity. Though highly vascular tumours
require embolisation preoperatively, endonasal resection without
embolisation can be considered in selective cases of cavernous
haemangioma. Treatment is the complete excision of the tumour
and no recurrence has been reported following surgery.
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