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Clinical and histopathological study of a rare sinonasal
glomangiopericytoma: a case report
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A 42 year old female patient visited our clinic with reports of a 5 month history of
progressive nasal obstruction, associated later with decreased smell sensitivity and
left ear block. Routine rhinoscopic and endoscopic examinations revealed a greyish
polypoid mass of the left nasal cavity. CT showed a hypervascular mass lesion
obliterating the left nasal cavity which was compressing the medial wall of the
ipsilateral maxillary sinus. MRI confirmed CT findings of a hypervascular lesion,
with MRA identifying the left internal maxillary artery branch as the mainfeeding
vessel. Endoscopic surgical excision was performed, with preoperative
embolization done prior to excision, to reduce intra-operative blood loss and
facilitate complete excision. Histopathology confirmed sinsonasal
glomangipericytoma. The patient did not present with any of the known
predisposing risk factors and the etiology of the tumor remains unknown.
Although it is thought that the incidence of recurrence is low following complete
excision, the reported recurrence of 9.5% to 50% necessitates life long follow up.
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Introduction
Glomangiopericytoma was initially diagnosed by Stout
and Murray. They defined it as hemangiopericytoma.
In 1976 it was described by Compagno as
‘hemangiopericytoma like’ due to the low incidence
of metastasis and mortality [1]. Recently in 2005 the
WHO classified it as a unique glomagiopericytoma due
to its close similarity to glomus tumor [2].

Glomagiopericytoma is considered to have borderline
lowmalignant potential. It originates fromaperivascular
modified glomus-like myoid cell (pericytes) of the
sinonasal tract [3]. It accounts for less than 0.5%
of the sinonasal neoplasm [4,5]. Malignant
glomangiopericytoma, though uncommon, will appear
larger in size with bone invasion and shows profound
nuclear pleomorphism with increased mitotic activity
and necrosis on histological examination [6].
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Case report
A 42-year-old female patient visited our ENT
department reporting progressive left-sided nasal
obstruction (partial to complete) for 5 months.
During the latter 2 months, she noticed decreased
smell perception as well as left ear pressure and
block initially was mild and gradually increasing in
intensity. No history of epistaxis was reported.

Routine rhinoscopic and endoscopic examination
revealed a left-sided grayish pink polypoid mass
occupying the left nasal cavity medial and posterior
ed by Wolters Kluwer - Med
to the face of the middle turbinate totally occluding the
posterior nasal cavity and olfactory area (Fig. 1). Right
endoscopic examination of the nose showed that the
mass was extending and filling the nasopharynx even
bulging into the right posterior choana (Fig. 2).

Otoscopic examination of the left ear revealed a
retracted tympanic membrane with decreased
mobility on pneumatic otoscopy. Rinne test was
negative on the left ear and Weber test was shifted
to the left ear. There were no palpable lymph nodes on
neck examination.

Computed tomography with and without contrast was
done. It showed well-defined, expansile, hypervascular
mass lesion originating from and obliterating the left
nasal cavity measuring about 5.5×4×2.5 cm, extending
posteriorly and superiorly to obliterate the left
sphenoethmoidal recess and the nasopharynx,
predominantly on the left side. The mass lesion was
compressing and remodeling the medial wall of the
left maxillary sinus. Secondary obstructive changes
were seen in all paranasal sinuses on the affected
side. Part of the mass was extending superiorly
into the left posterior ethmoidal and sphenoid
sinuses (Figs 3 and 4).
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Figure 1

The tumor completely occludes the posterior nasal cavity.

Figure 2

The tumor extends into the nasopharynx and reach the right posterior
choana.

Figure 3

Axial computed tomography reconstructions postcontrast showing a
hypervascular mass originating from the left nasal cavity, extending
into the nasopharynx.

Figure 4

Coronal computed tomography reconstructions postcontrast showing
a hypervascular mass originating from the left nasal cavity, extending
into the left sphenoid and the nasopharynx.
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MRI confirmed the computed tomography findings.
The lesion showed hypointermediate signal intensity in
T1W images and heterogeneous hyperintense signal in
T2W images with areas of cystic changes. The lesion
was highly vascular showing marked enhancement in
the postcontrast scan (Figs 5–7). The magnetic
resonance angiography study suggested the arterial
supply from the left internal maxillary artery branch
(Fig. 8).

Because of the bleeding possibility, preoperative
embolization was planned. It was performed the day
before the surgery. Angiography confirmed that the
main feeding vessel was the internal maxillary artery.
Embolization of this vessel was performed to reduce
intraoperative blood loss, facilitating complete
excision.
Surgery
Before surgery, informed consent for the study was
obtained from the patient. Complete endoscopic
excision of the tumor was performed. The tumor’s
main point of origin was at the posterosuperior
portion of the nasal septum. It was pedunculated,
filling the entire posterior nasal cavity and the
nasopharynx. It is extended reaching inside the left
sphenoid sinus. Bipolar diathermy and the coblation
wand were used to excise the tumor from its origin
completely. The large size of the tumor prevented its
delivery through the anterior naris, therefore, it was



Figure 7

Axial source image MRI postintravenous contrast showing the feed-
ing vessel (arrow) from the left internal maxillary artery.

Figure 5

MRI, axial view, T1, Precontrast and postcontrast showing hypoin-
termediate signal intensity with areas of cystic changes. Marked
enhancement in the postcontrast is observed.

Figure 6

MRI, axial view, T1, post-contrast showing marked enhanced lesion.

Figure 8

MRI, T1, coronal view shows the mass extending into the left
sphenoid sinus and the nasopharynx.
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pushed backward into the oral cavity and was delivered
out through the mouth. Left-sided functional
endoscopic sinus surgery was performed to aerate the
sinuses from secondary obstruction. Minimal bleeding
was observed during the procedure.
Histopathology
The specimen was examined by a histopathologist, who
reported that the sections showed an unencapsulated
lesion with cells arranged in a diffuse pattern
architecture, frequently effacing/enveloping normal
structures (Figs 9 and 10). The cells showed
whorled, storiform, and reticular arrangements in
areas and small capillaries as well as large patulous
vascular spaces. Areas show a peritheliomatous
hyalinization pattern. The cells show a closely
packed, syncytial architecture with uniform oval to
elongated cells with indistinct cell borders. The
nuclei are ovoid to spindly, vesicular to
hyperchromatic with nondescript cytoplasm
(Fig. 11). Mitosis is very occasional (1–2/10 hpf)
and there is no nuclear pleomorphism, apoptosis, or
necrosis. Scattered mast cells and eosinophils are seen
with extravasated erythrocytes. Ancillary test showed:
Immunohistochemistry was done HP1714032 that
showed smooth muscle actin positivity and negative
for CD34 and S100 (Figs 12 and 13). The final
conclusion of the histopathologist was excisional
nasopharyngeal vascular mass showed histological
features of benign sinonasal glomangiopericytoma
(Figs 14 and 15).



Figure 11

Endoscopic picture 2 months postoperatively. MT (middle turbinate),
PC (posterior choana).

Figure 12

HE stain ×40 showing tumor cells in diffuse pattern.

Figure 10

The tumor of 10 cm in length.

Figure 9

Intraoperative dissection and excision of the tumor. IT (inferior turbi-
nate), MT (middle turbinate).

Figure 13

HE stain ×20 showing plump spindly tumor cells.

Figure 14

Smooth muscle actin ×200 positive in tumor cells.
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Figure 15

Reticulin stain ×100 highlights the architecture.
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Discussion
Glomangiopericytoma represents less than 1% of
tumors of the sinonasal tract. It arises mainly from
the nasal cavity and mostly from the posterosuperior
part of the nasal septum. It may extend to reach within
one or more of the paranasal sinuses. It is difficult to
diffrentiate from other benign or low malignant
vascular tumors of the sinonasal cavity such as
lobular capillary hemangioma, leiomyoma and
angiofibroma, and cellular solitary fibrous tumors
[1,4,7].

Glomangiopericytomas affect mainly in the sixth to
seventh decade of life with slight predominance in
women. It has however been reported at as early as
18 years of age [8].

The etiology of this tumor is still not clear. The
predisposing risk factors which may play a role in
the etiology include previous trauma, high blood
pressure, prolonged use of corticosteroid, pregnancy,
and any hormonal imbalance. In the case of our patient
there was no report or evidence of the aforementioned
risk factors [9–11].

The most commonly reported symptoms are epistaxis
and nasal obstruction, as the majority of the neoplasm
remains localized within the sinonasal region. Some
tumors, however, may extend to reach one or more of
the sinus cavities or very rarely into the skull base
region. In those extensive tumors, the patient may
present with different symtopms like chronic sinus
condition, visual disorder, cheek paresthesia [12,13],
high intracranial tension, with unilateral proptosis also
documented [11].
A rare case of glomangiopericytoma was reported by
Gyuet al. [14]. It was discovered in the right maxillary
sinus and the tumor was resected by the Caldwell-luc
approach. They reported that oncogenic osteomalacia
is a very rare possible complication of
glomangiopericytoma.

Our study agrees with some authors who recommend
angiography and preoperative embolization in large
tumors to reduce the risk of intraoperative bleeding
[5,15], while others performed excision without.

Distant metastasis is reported to be around 5%
that is very less in comparison to ordinary
hemangiopericytomas. A mortality rate of less than
5% had been reported because of sinonasal
hemangiopericytoma [5,16].

With complete removal of the tumor, the expected
recurrence is of very low incidence. Combined
chemotherapy and radiotherapy are recommended as
a palliative treatment for inoperable tumors and for
cases which have metastasis. However, the risk of
recurrence may happen even after long tumor free
interval. This was reported 26 years after tumor
resection. So, lifelong follow-up of those patients is
recommended as all over recurrence vary from 9.5 to
50% [9,16].
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