
A 63 years old man with unremarkable medical

history was admitted to Department of
Gastroenterology of Dhaka medical college on
12th July, 2022 for evaluation of his intra

abdominal lump that had been progressively
enlarging for last 3 years. On admission, the
patient had hugely distended abdomen which

was completely occupied by the mass. General
examination and other systemic examination
revealed no other abnormality. Routine blood

tests revealed low hemoglobin level (8.9 gm/
dl), low  Hematocrit (28%), normal WBC count
(8800/3mm), thrombocytopenia (108000/
3mm), normal reticulocyte count. Peripheral
blood film showed hypochromic, macrocytic
anaemia with thrombocytopenia. Liver

function tests were normal with absence of
viral markers for chronic hepatitis. D-dimer
level was high (20 mcg/ml, reference value <0.5

mcg/ml) with slightly prolonged Prothrombin
time (14.6 sec, control 14 sec) and activated
partial thromboplastin time (32.5 sec, control

30 sec). For evaluation of thrombocytopenia,
bone marrow was also studied which showed
erythroid hyperplasia. USG of abdomen

revealed gross hepatomegaly with a fairly large
(10.4 x 9.6 cm) mixed echogenic focal lesion
and multiple mixed echogenic focal lesion of

variable size in both lobes of liver- suggestive
of haemangioma.
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CT scan of abdomen revealed gross

hepatomegaly with vascular malformation

predominantly in left lobe of liver. Then, 99mTc

RBC scan of liver was done for further

clarification as the patient had thrombo-

cytopenia with coagulopathy. In 99mTc RBC

scan of liver, Dynamic flow images showed

increased radiotracer uptake throughout the

hepatic parenchyma with a focal area of

increased tracer activity that persisted at

sequential images  and at delayed planner

images. There was gradual washout of tracer

from rest of the hepatic parenchyma. All these

findings are highly specific for haemangioma.

Finally, a working diagnosis of Kasabach

Merritt Syndrome (KMS) was made on the

presentations of unexplained thrombocyto-

penia, coagulopathy and hepatic haemangio-

mas. Biopsy of the hepatic haemangioma was

not performed because of high risk of bleeding.

After diagnosis, oral prednisolone (1 mg/kg

daily, with a slow taper) and propranolol were

started. Surgical opinion was sought from

department of surgery of the same institute

and surgery was declined because of extensive

liver invasion. The patient was then discharged

with advice for follow up.
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(a) Dynamic flow image

(b) Sequential static image (c) Delayed image

Fig. 99mTC RBC scintigraphy

Discussion:

Hepatic haemangiomas are the most common
benign tumor of liver with an estimated
prevalence of 7%.1 They consist of blood-filled
cavities fed by the hepatic arterial circulation,
with walls lined by a single layer of endothelial
cells.2 They are congenital malformation which
increase in size with the growth of liver. They
can affect both sex and can occur at any age.
They are usually asymptomatic, mostly
discovered incidentally but giant hepatic
haemangioma (>4 cm) can cause symptoms like
abdominal discomfort, abdominal fullness, pain
or even rupture.3 Morbidity is related to
haemorrhage, disseminated intravascular

coagulation, local invasion of vital structures,
high output cardiac failure, multiorgan failure,
or sepsis.4 The main challenge in diagnosing
hepatic haemangioma is to differentiate them
from other hepatic lesion like adenoma,
hepatocellular carcinoma, focal nodular
hyperplasia and vascular metastases.

Ultrasound (US) is usually the first diagnostic
step for hepatic haemangioma because of its
wide availability and lack of radiation. The main
limitation of US is that it is highly operator and
patient-dependent. US has a good accuracy in
differentiating small hepatic haemangioma <3
cm from malignant hyperechoic masses
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(sensitivity of 94.1% and specificity of 80.0%).
But, with the increase in size of haemangioma,
its sensitivity and specificity decrease.5

CT scan  also has good sensitivity and specificity
in diagnosing hepatic haemangioma. But
atypical haemangioma can show different
enhancement pattern on CT. Hepatic
haemangioma that are homogenous and rapidly
enhancing in the arterial phase can be mistaken
for hypervascular tumors. Moreover, CT has the
limitation of radiation and use of iodinated
contrast.6

On MRI, the typical appearance is a well-
demarcated, homogenous lesion, hypointense
on T1-weighted images and hyperintense on T2-
weighted images.5 But MRI may not be able to
distinguish haemangioma from vascular
metastases and also less sensitive for
haemangioma >3 cm.

99mTC RBC scintigraphy is a noninvasive
method, which provides the most specific
diagnosis of hepatic haemangioma. The
characteristic, diagnostic presentation of
Hepatic haemangioma on Tc-99 labeled RBC
images is perfusion/ blood pool mismatch:
decreased perfusion on early dynamic images
and a gradual increase in activity on blood pool
images over time.5

99mTC RBC scan, in contrast to MRI, can also
distinguish haemangioma from vascular
metastases and can identify haemangioma more
accurately when size is >2 cm. Limitation of
99mTC RBC scan is its difficulty to evaluate
deeply seated lesion or lesion adjacent to normal
vascular structures. Other limitations are
reduced availability and its irradiating nature.
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