HEMANGIOMA OF THE ETHMOIDAL SINUSES
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ABSTRACT
A report of arare case of hemangioma of the ethmoidal sinuses with erosion of bony orbital wall and anterior canial fossa. An outline
of the management is presented.
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INTRODUCTION Fig 1 - Vascular mass in ethmoidal sinuses
Hemangioma of the upper respiratory tract is uncommon, least
still is hemangioma of the nasal sinuses. A search of the literature
uncovers only sporadic reports of cases of hemangioma of the
nasal sinuses, This paper reports a case of ethmoidal hemangioma
which necessitates a major surgery, cranio-facial resection, for
complete excision.

CASE REPORT

QLK, a 20-year-old Chinese lady, presented in October 1991
with epistaxis in the left side of the nose for few monts. Clinical
examination revealed a fleshy mass in the middle meatus. The
rest of the otolaryngological examination was unremarkable. Her
vision was normal.

Computed tomography with contrast enhanced 5 mm thick
contiguous coronal slices through the paranasal sinuses was
carried out. It revealed a very vascular mass, occupying the
region of the left ethmoidal sinuses, causing expansion of the Fig 2 — Erosion of fovea ethmoidalis superiorly
sinuses with bony erosion, medically and superiorly. The medial and lamina papyracea posteriorly
wall (lamina papyracea) of the ipsilateral orbit was eroded in its
posterior extent. Further, there was extension of the mass
supetiorly to involve the fovea ethmoidalis. The sphenoid sinus
and the ipsilateral maxillary sinus exhibited evidenceof obstructive
sinusitis (Fig 1, 2 and 3).

Biopsy of the mass was undertaken under general anaesthesia.
Histology revealed capillary-cavernous hemangioma.

Surgery, cranio-facial resection was planned, preceded by
carotid angiography and embolisation the day before.
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Bilateral external and internal carotid angiography was carried
out. The lefi external carotid angiography revealed ahypervascular
mass in the region of the lefl ethmoidal sinuses with evidence of
contrast extravasation. The principal supply was from the left
internal maxillary artery, both via its terminal branches and small
pediclesarising from its proximal portion. The mass wasembolised
with gelfoam pledgets followed by occlusion of the internal
maxillary artery with 2x 2 mm and 3 mm steel coils. A 2 mm coil
was employed to occlude the hypertrophic branch arising from
the lefl superficial temporal artery (Fig 4).

Fig 4 — Left ECA injection - Pre-embolisation
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The left internal carotid injection revealed some contribution
from the hypertrophic ophthalmic branch, not amenableloembolic
therapy (Fig 5).

Fig 5 — Left ICA injection
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Theright external carotid injection revealed a sunilar sifuaiion,
albeitless pronounced than on the left. The right internal maxillary
artery was emboliscd with 2 x 2 mm and 3 mm coils, preceded by
gelfoam embolisation.

The right internal carotid injection was unremarkable.

Cranio-facial resection of the ethmoidal hemangioma was
carried out via frontal craniotomy, ethmoidectomy with its fovea
ethmoidalis and medial maxillectemy. Access was gained through
bicoronal incision and lateral rhinotomy (Fig 6, 7 and 8).

Fig 6 — Frontal craniotomy — Frontal lobe retracted
posteriorly revealing erosion of fovea ethmoidalis

Fig 7 — Specimen removed via lateral rhinotomy
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Intraoperatively, the hemangioma had croded through the
fovea cthmoidalis and posterior lunina papyracea. The dura and
periobitawere intact. The optic nerve was afew millimetres away
from the hemangioma. Orbital content was prescrved. Despite
pre-operative embelisation, there was continuous cozing through



the surgery. However, one must envisage the torrential bleed
without embolisation.

Complete resection of the lesion was achieved. It measured
5x3x3cm(Fig9 and 10).

Fig 8§ — Illustrative diagram of Fig 7
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Fig 10 — Illustrative diagram of Fig 9
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Microscopically, there were numerous small and cavernous
vascular channels lined by flattened endothelium separated by a
small amount of fibrous tissue. The vessels infiltrated into

existing lamellar bone. In some areas reactive formation was
present around the vessels (Fig 11 and 12).

Fig 11 — The hemangioma is composed of a mixture of
smnall and cavernous channels lined by endothelium
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Fig 12 - Infiltration of the hemangioma into bone
is seen with reactive new bone formation

DISCUSSION

Hemangioma may develop anywhere in the mucosa of the upper
aerodigestive tract. The oral and nasal cavities are the most
frequent sites.

Fu et al reported 156 cases of benign non-epithelial tumours.
Of these, 38 (24%) are hemangioma. The majority of the cases
are located on the nasal septum and turbinates. None in the
ethmoidal sinuses®).

Osborn reported 51 cases of nasal hemangioma. Again the
majority are located on the nasal septum,

A search of the literature uncovers only sporadic reports of
hemangioma of the nasal sinuses. It can be seen that hemangioma
of the sinuses is rare.

Hemangioma is considered by some people as hamartoma
while others consider it benign neoplasm. Although spontaneous



regression can be anticipated in a significant percentage of
hemangioma present at birth, in particnlar in cutancous
hemangioma, hemangioma presenting in adult is less likely to
regress. Moreover, it may continue to grow, resulting in pressure
necrosis of neiphbouring vital organs such asthe orbit in ethmoidal
hemangioma.

Three modalities of investigations are available, viz
angiography, CT scanning and magnetic resonance imaging.
Each hasits advantages. Angiography reveals the feeding vessels,
CT scanning, enhancement of the lesion and its anatomical
location and extent, while with magnetic resonance imaging,
multiple flow voids in the Jesion corresponding to its vascularity
is diagnostic.

Pre-operative biopsy, if contemplated, should be carried out
under anaesthesia. Pre-operative frozen section histology is
useful as in some location the definitive surgery is major such as
in this case report.

The treaiment of choice remains complete excision with pre-
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operative embolisation®. Sporadic success has been reported
with other modalities of treatment viz cryosurgery injection of
sclerosing agent and embolisation™.
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