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Abstract

Background: Adult hypopharyngeal venous malformations are rare. Unlike hemangiomas, venous malformations
require surgical excision wherever feasible. We describe the case of a hypopharyngeal venous malformation and
use of coblation to achieve complete excision.

Case presentation: A 28-year-old male presented to the emergency department with sudden-onset hematemesis,
and melena for 3 days. Examination revealed a broad-based reddish polypoidal lesion (mulberry like) arising from
the left aryepiglottic fold and medial wall of the pyriform sinus. Contrast-enhanced magnetic resonance scan and
angiogram of the neck was done, which revealed an intensely enhancing vascular lesion. He underwent a selective
embolization of the feeder vessels achieving 80% reduction in the post run blush. We excised the lesion in toto
using coblation considering its superior hemostatic control and maneuverability.

Conclusion: The use of coblation is a relatively safe and easy technique to learn and perform in management of
vascular tumor of hypopharynx and upper airway. When appropriately performed, it provides a bloodless field and

management of complications.

causes minimal damage to surrounding tissue. However, knowledge of external approaches is mandatory for
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Background

In 1924, Hayden described the first case of adult laryn-
geal venous malformation. Adult hypopharyngeal venous
malformations are rare [1]. In contrast to hemangiomas,
which can resolve spontaneously, the adult venous mal-
formation requires complete surgical excision. We de-
scribe our experience in the management of a case of
hypopharyngeal venous malformation in a young adult.
He presented to us with hematemesis and after evalu-
ation underwent a selective embolization and transoral
excision of the lesion. We used coblation to excise the
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lesion and its use for venous malformation has not been
explored earlier.

Case presentation

A 28-year-old male presented to the emergency depart-
ment with sudden-onset hematemesis, and melena for 3
days. He underwent an upper gastrointestinal endos-
copy, and it revealed a reddish polypoidal lesion in the
left pyriform fossa. The rest of the upper gastro-
intestinal tract did not show any bleeders. He underwent
a fiberoptic nasopharyngoscopy. The examination re-
vealed a broad-based reddish polypoidal lesion (mulberry
like) arising from the left aryepiglottic fold and medial
wall of the pyriform sinus (Fig. 1). Contrast-enhanced
magnetic resonance scan and angiogram of the neck was
done, which revealed an intensely enhancing vascular le-
sion in the area of left pyriform fossa and hypopharynx
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Fig. 1 Fiberoptic nasopharyngoscopy showing a mulberry-like lesion on the left pyriform fossa

with dominant feeders from the left superior thyroid ar-
tery (Figs. 2, 3). The patient was planned and underwent
a selective embolization of the feeder vessels. There was
approximately 80% reduction in the post run blush. The
patient was scheduled for the surgery the next day. After
induction, we performed a meticulous rigid direct laryn-
goscopic examination, keeping in mind the risk of a
traumatic bleed. The lesion was seen involving the

medial wall of the left pyriform sinus and extending an-
teriorly with minimal extension to the lateral wall of
pyriform sinus. Our instituiton is a large volume center
and is also equipped with a Lumenis CO2 laser system.
Considering its superior hemostatic control and the mal-
leability of micro-laryngeal wand, coblation was our pre-
ferred choice. We used the Smith and Nephew® micro-
laryngeal coblation wand, with coagulation setting at
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Fig. 2 MRI showing an intensely enhancing lesion in the left hypopharynx
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Fig. 3 MR angiography showing dominant feeders from the superior thyroid artery
.

three and coblation at 7. We excised the lesion with a
rim of adjoining mucosa preserving the arytenoid.

The patient made an uneventful recovery and was
decannulated successfully on postoperative day five.
Postoperative histopathology was suggestive of cavern-
ous venous malformation (Fig. 4). At 3-month follow-
up, the patient was asymptomatic and had a normal
voice and swallowing function.

Discussion

Vascular malformation in head and neck comprises 14-
65% of all the vascular lesions in the body [2]. The most
common site in the head and neck is the oral cavity.
Mulliken and Glowacki classified vascular lesions into
two main categories, venous malformations and vascular
malformations. In 1996, the International Society for the
study of vascular anomalies (ISSAVA) classified vascular

Fig. 4 Digital images of the slides confirming the diagnosis of cavernous venous malformation
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lesions into vascular tumors and vascular malformations
[3]. Venous malformations are classified as cavernous
and capillary type depending upon the diameter of the
vessels. A cavernous type is the most common type in
the laryngopharyngeal area [4].

Angiography is reserved for confirming a doubtful
diagnosis when surgery or embolization is planned. It
demonstrates flow characteristics, feeding and draining
vessels, and dangerous anastomoses. Surgical ligation of
proximal feeders is not recommended as it accentuates
the formation of collaterals and precludes the option of
embolization. Embolization pre-operatively decreases in-
traoperative blood loss and allows easier surgical resec-
tion. Total resection is necessary for the cure, as chances
of recurrences are high with incomplete resections [5].

Adult hypopharyngeal venous malformations are rare
and recommend treatment involved complete surgical
removal. For large lesions with extra laryngeal spread, a
transcervical approach with laryngo-fissure has been de-
scribed. Smaller lesions without extra-laryngeal spread
can be managed effectively with laser, with an effective-
ness of 77 to 100% [3]. Surgical resection of large phar-
yngolaryngeal venous malformation has been described
in the literature using ethylene-vinyl alcohol copolymer
(Onyx) embolization ultrasonic system [6]. Coblation is
a minimally invasive, low thermal technology for the ef-
fective dissection and removal of the tissues.

Controlled ablation (coblation) is a bipolar plasma device
designed to operate at a relatively low temperature and gen-
tly dissolve and shrink the tissue. The thermal damage to
surrounding healthy tissue this way is minimized. Coblation
not only ablates but also coagulates the blood vessels. La-
sers are perfect for making incisions; they are poorer for
hemostasis and raise concerns about intraoperative bleed-
ing [7]. It is an alternative. However, it is costly, increases
scarring and damage to adjacent tissue. With laser, there is
always a risk of airway fire. Other limitations of laser in-
clude special endotracheal tubes, negotiation of the lasing
beam, mucosal burns, and stenosis [8, 9].

In our case, we used The PRECISE LW laryngeal
wand. It has a working length of 16.5 cm with a 45-
degree angulation at the shaft and 15-degree angulation
at tip offering optimal ergonomics for a laryngeal pro-
cedure. The wand is malleable, which helps the surgeon
bend the wand for optimal use. With coblation, we could
control bleeding better. Also, the damage to the sur-
rounding tissue was minimized.

Squamous cell carcinoma of the hypopharynx can also
present with a polypoidal lesion, and histopathological
examination is a must to rule out the underlying malig-
nancy. In our case, the final histopathological examination
showed an irregular venous-type channel, lined by flat
endothelial cells and scant smooth muscle and was sug-
gestive of venous malformation. Histological differential
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diagnosis should include hemangiopericytoma (potentially
malignant lesion) and angiosarcoma (synonymous with
malignant hemangioendothelioma) [5].

Conclusion

The use of coblation is a relatively safe and secure tech-
nique to learn and perform in management of vascular
tumor of the hypopharynx and upper airway. When ap-
propriately performed, it provides a bloodless field and
causes minimal damage to surrounding tissue. However,
knowledge of external approaches is mandatory for the
management of complications.
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