
Case Report

Introduction

Pulmonary sclerosing hemangioma (PSH) is an

uncommon benign neoplasm, which was identified by

Liebow and Hubbel in 1956.1 PSH is prevalent in

females, with a female to male ratio of 5:1 and is

common in middle aged people over the age 50

years.2,3The origin of the tumor is debatable  but recent

theory suggests it arises from primitive pulmonary

endothelium most likely type-II alveolar pneumocyte.

But the nomenclature of the tumor came from the fact

that it arises from both endothelial and vascular cells.2

PSH remains clinically asymptomatic and found in chest

radiograph as peripheral solitary pulmonary nodule.4

The tumor size varies from 0.3 cm to 8 cm.2,5 In this

report, a PSH case that presented with cough and

cavitary lesion with mediastinal lymphadenopathy on

chest imaging mimicking lung malignancy was studied.
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Abstract

Pulmonary sclerosing hemangioma is a rare benign neoplasm of the lung and predominantly occurs in female

patients. Commonly, it presents as asymptomatic solitary pulmonary nodule on chest radiograph. We report a case

of pulmonary sclerosing hemangioma who presented with fever and chest x-ray and computed tomography revealed

cavitary lesion and mediastinal lymphadenopathy .  The chest imaging findings were mimicking bronchial carcinoma.

On histopathology and immune-cyto-histochemistry, we found her as having pulomonary sclerosisng hemangioma.The

patient is now on follow up without any progression of the disease for last two months.
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Case report

A 50-year-old male presented with nonproductive cough

for 3 months.He had no history of fever and weight loss.

He was a diagnosed case of hypertension and diabetes

mellitus. He was non-smoker and non-alcoholic.

On examination, pulse was 84 beats/min,blood pressure

was 110/70 mm of Hg and there was no lymphadenopathy

and clubbing. Systemic examination findings were normal.

Investigation reports revealed haemoglobin10.9 gm/dl,

erythrocyte sedimentation rate  65 mm in first hour,fasting

blood glucose 6.7 mmol/l and  renal and liver function

tests were normal, chest x-ray postero-anterior view

showed left sided pulmonary cavitarylesion with hilar

lymphadenopathy (Figure 1).

Figure 1 Chest x-ray postero-anterior view showing left

sided cavitary lesion with hilar lymphadenopathy



Figure 2 Contrast enhanced computed tomography (CT) scan of chest showing a thick walled cavity in the

left side of the lung field

Computed tomography (CT) scan of chest with

contrast showed cavitary lesion with consolidation

with mediastinal lymphadenopathy suggestive of

neoplastic lesion (Figure 2).

The core biopsy from cavitary lesion of lung followed

by histopathology with haematoxyllin and eosin staining

showed that surface cell lining papillae and round cell

within papillary cores and round sheets.The surface cells

were cuboidal, resembling type-II peumocytes and were

showing foamy cytoplasm, nuclear pseudo-inclusions.

It had sclerotic stroma. No malignant cells were seen

(Figure 3).

Immuno-cyto-histochemistry report revealed that

CD34,TTF1 and CD31 were positive (Figure 4-A,B,C).

All the reports were suggestive of PSH. After consultation

with pulmonology and thoracic surgeon decision was

made to follow up the patient as he was asymptomatic.

For the last two months he was asymptomatic without

any progression of the disease in the chest x-ray.

Figure 3 Histopathological findings of the tissue taken

from the cavitary lesion of lung with H&E staining

showing surface cells lining papillae and round cells

within papillary cores and solid sheets. The surface cells

are cuboidal resembling type-II pneumocytes.

Figure 4 Immuno-cyto-histochemistryof the tissue taken from the cavitary lesion of right lung showing: A) CD34

positive, B) TTF-1 positive and C)CD31 positive
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Discussion

PSH is a rare disease entity which is more often

misdiagnosed as lung tumor either benign or malignant.4

Moreover pathologists can give correct diagnosis only

in fifty percent of the cases.4 Most of the patients are

asymptomatic  but they can present with cough,

hemoptysis, chest pain and rarely with fever.6 In this

case, patient presented with chronic cough. PSH

typically presents as peripheral,solitary,well defined,

homogenous nodule or mass lesion, rarely with cystic

component and mediastinal lymphadenopathy on chest

x-ray.7 Contrast enhanced CT scan of chest demonstrates

rounded mass with regular boundary but this is not

diagnostic. Signs in the CT scan may include pseudo-

capsule, overlying vessels, air gap and halo sign.8 Most

of the PSH show increased fluoro-deoxyglucoseuptake

and lesion above 2 cm can be frequently misinterpreted

as malignant tumor. Our patient had cavitary lesion on

the chest x-ray and CT scan which is an uncommon

manifestation according  to the literature. Moreover

there was mediastinal lymphadenopathy on chest

radiograph that is also a rare feature.

Histologically, PSH comprisesof cuboidal surface cell

and polygonal stromal cell that has potential to

differentiate into other type of cells.9Immuno-cyto-

histochemical findings are required for confirming the

diagnosis. The stromal cells are positive for epithelial

membrane antigen(EMA)  and thyroid transcription

factor-1(TFT-1), while the surface cells are positive for

CD31, EMA,TFT-1 and cytoskeleton-7(CK7).5,9,10 The

stromal cell can also be positive for neuroendocrine

markers like chromogranin-A, neuron-specific enolase

(NSE) and synaptophysin. In addition, some cells are

positive for carcinoembryonic antigen (CEA) and

vimentin.9 In this particular case,immuno-cyto-

histochemistry report revealed TFT-1 and CD31 were

positive which was consistent with the diagnosis of

PSH.

In conclusion, PSH may present with radiological

features suggestive of bronchial malignancy, but care

should be taken not to miss PSH in appropriate

scenarios.
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