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Introduction

Lobular capillary hemangioma (LCH) is a common non-
neoplastic vascular lesion of the skin and mucosa. It is ses-
sile or pedunculated smooth nodule characterized by a lobu-
lar arrangement of capillaries. Secondary ulceration, edema, 
hemorrhage, and inflammatory changes are common in this 
tumor. LCH may occur in patients of all ages and sexes but 
predominant in the second decade of life in young adult fe-
males.1) Head and neck is the most common anatomical loca-
tion including gingiva, lips, fingers, and face. There are few 
cases reported earlier in the literature of LCH in larynx and 
trachea. A 10-year retrospective analysis of 86 cases from 
Akamatsu, et al.2) showed that the head and neck area were 
the most commonly affected sites, but most of the mucosal 
lesion (92.3%) was limited to the oral cavity. and Giblin, et al.3) 

also reviewed 388 cases retrospectively for optimum treatment 
of LCH, and there was a only mention about the location that 
intraoral and intranasal lesions were about 20% of head and 
neck LCH. Hypopharyngeal localization has been reported 
previously, and it was extremely rare.4) We report a case of 
LCH of the hypopharynx, its findings on computed tomog-
raphy (CT) image, and pathological findings.

Case

A 63-year-old male visited our hospital with symptoms of 
a foreign body sensation in the throat and mild dysphagia for 
10 days. Although he had been evaluated at other facility and 
a mass in throat was identified 3 months before, he did not 
concern about it because there was no symptom. He had a his-
tory of a spine surgery (and so endotracheal intubation) under 
general anesthesia six years ago. Transnasal fiberoptic laryn-
goscopy showed an exophytic pinkish, multilobulated mass in 
posterior pharyngeal wall near the left arytenoid and pyriform 
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Lobular capillary hemangioma (LCH) is a rapidly growing benign vascular neoplasm of un-
known etiology. LCH usually occurs on the cutaneous and mucosal surfaces, such as gingiva, 
lips, fingers, and face. LCH was previously called ‘pyogenic granuloma (PG),’ because it was 
thought to be granulation of tissue occurring in reaction to an infectious etiology despite the 
fact that it demonstrates no infectious signs in histology or microbiology. Instead, its features 
seem more like angiomatous lesions rather than granulomatous lesions, so the term ‘LCH’ has 
been used thereafter. Reports of LCH of hypopharynx have been rare. Here we report a 63-year-
old male patient with LCH of hypopharynx with a review of related literature. 
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sinus (Fig. 1). We planned laryngeal microsurgery and recom-
mended him to remove the lesion, but he denied the surgery. 

After 2 months, symptoms aggravated, and mass size also 
increased on laryngoscopic examination. After all, the patient 
agreed to the surgery. Preoperative neck CT showed an 1.3×

1 cm sized intensely enhancing, pedunculated mass from pos-
terior pharyngeal wall on axial view (Fig. 2). CT images of 
the mass confirmed that there was no invasion into adjacent 
structures and complete resection could be done. So further 
imaging study (e.g., magnetic resonance imaging) was not per-
formed. An operation was performed under general anesthe-
sia. On the microscopic view of a 400 mm optical zoom lens, 
lobulated pinkish mass arose from posterior pharyngeal wall 
was torned and bled easily, but it was excised entirely using 
microscissors, and bleeding was controlled successfully with 
monopolar coagulator and bosmin balls without any compli-
cation (Fig. 3).

A histopathologic examination of a specimen revealed lob-
ulated capillary proliferation in a fibromyxoid stroma (Fig. 4). 
It had partially ulcerated epithelium and exudate on the sur-
face. It was diagnosed as a LCH. After the operation, he dis-
charged without postop bleeding, dyspnea or any other compli-
cation. At tenth postoperative day, the lesion was nearly healed 
in fiberoptic laryngoscopic view at his first office visit (Fig. 5). 
Now he is doing well for one year without recurrence.

Discussion

The previous term ‘pyogenic granuloma (PG)’ was coined 
by Hartzell5) in 1904 as ‘granuloma pyogenicum.’ The lesion 
was first thought to be granulation tissue in reaction to an in-
fectious etiology. Mills, et al.6) used the term ‘LCH’ in 1980 
to characterize the histopathological appearance of these le-
sions. They determined an essential components of the le-

Fig. 1. Preoperative fiberoptic laryngoscopic view of the mass 
showing exophytic pinkish, multilobulated mass in posterior pha-
ryngeal wall.

Fig. 2. An axial neck CT reveals a 1.3×1 cm sized intensely en-
hancing, pedunculated mass from posterior pharyngeal wall.

Fig. 3. The image of the posterior pharyngeal wall after surgical 
excision of the mass.
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sion are a circumscribed aggregation of capillaries arranged 
in one or more lobules, and inflammatory infiltration is slight. 
It is often covered by atrophic/hyperplastic epithelium which 
may be ulcerated at times, and is revealed fibrinous exudates. 
There is a lobulated proliferation of capillary-sized vessels, 
and myxoid or fibrous connective tissue septa separates the 
lobules. Immunohistochemistry is rarely carried out because 
the diagnosis can be easily made by light microscopy, but the 
additional test may be required for atypical and multiple le-

sions.7) In our case, there was also a typical pathologic feature 
of LCH in routine hematoxylin and eosin stain without the 
need of immunohistochemistry.

The precise mechanism for the development of LCH is un-
known. Low-grade local irritation, trauma, sex hormonal in-
fluences, and drugs have all been postulated to play a role.8) 

Garrett and Lee9) reported a LCH as a result of blunt laryn-
geal trauma, which had tethered off the superior aspect of the 
vocal process. In this case, LCH was arised from the posterior 
pharyngeal wall. A posterior pharyngeal wall can be damaged 
by endotracheal intubation. This may play a role in the forma-
tion of LCH.

Most common site for occurrence of LCH is oral cavity, 
which can lead patients to have foreign body sense in mouth, 
burning sensation, halitosis, odynophagia mostly.2,8) In the case 
of LCH in hypopharynx, dysphagia may occur likely due to 
the location more closer to upper esophageal sphincter, and 
also voice change and shortness of breath may occur likely 
due to the location more adjacent to the larynx, and hemopty-
sis may occur because ulcerated surface of mass could cause 
bleeding easily.4,7)

LCH reaches the maximum size typically within a few weeks 
and does not decrease over time. The size of mass varies from 
0.5 to 4 cm, with a mean diameter of 1.1 cm.7) When LCH in 
oral cavity is small and asymptomatic, regular follow up and 
observation are advised. If the lesion is big or symptomatic, it 
should be removed.1) In this case, the patient only have vague 
symptoms at first. It seems that the mass did not reach the max-
imum size that cause symptoms at that time. There are no suf-
ficient cases of LCH in hypopharynx, so more cases need to 
be collected and further studies on the size of tumors that cause 
symptoms and the factors that increase size of tumor or risk 
of bleeding are necessary.

In LCH of the nasal cavity, contrast-enhanced CT is useful 
for not only in identifying the site of origin and assessing the 
extent but also in suggesting the nature. Lee, et al.10) investi-
gated CT features of an LCH lesion in nasal cavity which con-
sists of an intensely enhancing mass and an iso- or hypoat-
tenuating cap of variable thickness around. In this case, the 
utilization of CT in hypopharynx was confirmed as stated 
above. And the LCH of the hypopharynx was observed sim-
ilar to nasal cavity lesion which is an enhancing mass with a 
hypo-attenuating cap.

When it was confirmed macroscopically or radiologically 
that mass in hypopharynx was highly vascularized, it would 
be better to perform excisional biopsy under intubated situa-

Fig. 4. Histopathologic image under light microscopy (hematoxylin 
and eosin, ×20). There is a lobulated proliferation of capillary-
sized vessels (in dotted line) and lobules are separated by fibro-
myxoid septa (arrow). Ulceration with exudate (★) is observed on 
the surface.

Fig. 5. Transnasal fiberoptic laryngoscopic findings of the posteri-
or pharyngeal wall, which is nearly healed at tenth postoperative 
day (arrow).
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tion with general anesthesia for protection against aspiration 
of bleeding rather than incisional biopsy with flexible laryn-
goscopy without protection of aspiration because LCH often 
has ulcerated surface and bleeds easily, and it may cause un-
controlled hemorrhage. If mass causes airway obstruction, 
tracheostomy before biopsy should be considered.11)

Mucosal LCH can be treated by surgical excision, laser ex-
cision using a CO2 laser, Nd:YAG laser, and pulsed dye laser, 
cryosurgery, etc. In this case, the lesion was excised entirely 
by surgery without recurrence. Giblin, et al.3) report excision 
and primary closure is the most effective method for eradicat-
ing PG with a recurrence rate of 3.6%. However, the report 
contains the entire LCH of skin and mucosal lesions. Jafar-
zadeh, et al.1) introduced many treatment options for oral cav-
ity LCH, but there was no comparative analysis of these treat-
ments. In mucosal LCH arosen from a head and neck lesion, 
more samples and various therapeutic approaches need to be 
collected to compare appropriate treatment effects.

In conclusion, LCH of the hypopharynx is a rare disease. 
Clinical manifestations are foreign body sense, dysphagia, 
and dyspnea. 

In our case, the patient visited initially with only vague 
symptom. But symptoms were gradually aggravated, and 
mass size also increased. An operation was performed, the 
diagnosis was established, and the symptom was relieved. 
Although LCH of the hypopharynx is very rare case, but dif-
ferential diagnosis of the symptomatic hypopharyngeal mass 
lesion must include LCH.

We report the very rare case of LCH of the hypopharynx 
and a review of the literature.
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