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ABSTRACT

Lobular capillary hemangioma (LCH), which is also known as pyojenic granuloma, is a benign and vascu-
lar lesion of the skin and mucous membranes and mostly seen in females between 20-40 years of age. Al-
though the etiology of the condition is still unknown, some conditions, such as trauma, poor oral hygiene, 
viral or fungal infections, and periodontal and gingival diseases are considered to be related to the forma-
tion of LCH. It mostly seems in cheek and oral cavity in head and neck region. Larynx localization of LCH is 
very rare. We present a case of LCH in a 47-year-old male and review the literature.
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INTRODUCTION
Lobular capillary hemangioma (LCH) is a be-

nign lesion of the skin and mucous membranes. It 
has a diagnostic, lobular arrangement of capillaries, 
which is distinguished histologically from granula-
tion tissue (1). This type of lesion is mostly seen in 
female patients between 20–40 years of age (2). The 
condition was first described in 1897 by Poncet and 
Dor (3). While the exact etiology is still unknown, 
trauma, poor oral hygiene, and gingival and peri-
odontal diseases and infections are considered to be 
contributing factors (4). The head and neck region is 

the main location of LCH. It especially seems in gin-
giva and clinically presented with a soft pedunculat-
ed lobular mass that grows rapidly and occasionally 
bleeds (5). Larynx localization is, extremely rare. A 
47-year-old male patient with LCH of the left vocal 
fold was presented in this case report. In this paper, 
differential diagnosis and treatment options of LCH 
are discussed with literature review.

CASE REPORT
A 47-year-old male patient was referred to the 

university hospital with complaints of hoarseness 
and dysphonia. During the last two months, he had 
experienced voice fatigue and the sensation of a for-
eign body being lodged in his throat; he also com-
plained about discomfort while swallowing liquids 
or solids. Previous surgery or trauma history, pre-
vious history of illness and drug use was asked and 
learned that he had only inguinal hernia operation 
six years before under general anesthesia with endo-
tracheal intubation.

Physical and endoscopic examinations were 
performed. The oral cavity and dental conditions 
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were normal. Videolaryngoscopic examination re-
vealed varicosities mass located on the vocal process 
of posterior part of the left vocal fold.

Direct laryngoscopy was performed under gen-
eral anesthesia and a multilobulated, 1x0.8 cm sized 
mass, originating from the posterior portion of the 
left vocal fold obstructing the Rima glottis, was seen 
(Figure 1). The mass was totally excised surgically 
(Figure 2). Histopathologic examination revealed ul-
ceration on the surface of the lesion and ulcer floor 
containing fibrinoid necrosis. Under the ulceration, 
vascular proliferation had been formed by a large 
number of capillary vessels, which were separat-
ed by fibrotic septae. Mixed-type inflammatory cell 
infiltration was also seen under the light microsco-
py (Figure 3). The lesion was therefore diagnosed as 
LCH. The postoperative course was uneventful. The 
patient was medicated with antibiotics and anti-re-
flux therapy. Although it was very small compared to 
the initial mass, the mass was recurred three months 
after the surgery (Figure 4). The patient is being fol-
lowed with these findings.

DISCUSSION
LCH is characterized by a lobular arrange-

ment of capillaries (1). Some researchers think that 
this is a hyperproliferative vascular response to in-
fective organisms of low virulence (6). When it was 
first described by Poncet and Dor, the authors sug-
gested that these organisms were fungi (3). Later, in 
the nineteenth century, Hertzel reported it as a bac-
terial infection (7). Recent studies about the etiolo-
gy of LCH suggest trauma as the main etiologic fac-
tor (8) and believe that after a trauma to the mucous 
membrane, extensive granulation tissue is formed 
and healing is abnormal, thus leading to LCH (3, 
9). Traumatic factors, such as coughing, persistent 
throat cleaning, prolonged endotracheal intubation, 

Figure 1. Direct laryngoscopic image of the mass lesion on 
the posterior part of the left vocal fold 

Figure 2. The image of the glottis after surgical excision of 
the mass

Figure 3. Histopathologic image of the lesion under light 
microscopy (Staning with H&E; 40x)

Figure 4. Videolaryngoscopic examination of the patient, 
postoperative third month
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previous laryngeal surgeries, and gastric reflux may 
play a role in the formation of this type of lesion. In 
our case report, the patient had a history of endotra-
cheal intubation six years ago and that might have 
caused this lesion. 

The majority of LCH in the body are located 
in the head and neck region. Partice et al. described 
the most frequent sites in the head and neck region, 
which were the cheek (28.8%), oral cavity (13.5%, es-
pecially gingiva), scalp (10.8%), forehead (9.9%), and 
eyelid and lips (both 9%) (7). Case reports in the lit-
erature also mention that the nasal septum is anoth-
er location for LCH (10). Larynx localization is very 
rare, and only a few cases have been reported (Table 
1). Rechtman and Armstrong reported a sixty-year-
old male patient with LCH that arose from the poste-
rior portion of the left vocal fold (11). Lai et al. report-
ed a eighty-year-old woman with LCH located on a 
narrow pedicle arising from the right false vocal fold 
(12). Sataloff et al. presented a LCH case in which the 
lesion was based on a stalk attached to the right vocal 
process and posterior glottis (13). Yahirevitch et al. 

presented a case with a LCH arising from the vallec-
ula (14). Garrett et al. reported a LCH located the su-
perior aspect of the right arytenoid vocal process (9). 
In our patient, LCH was arising from the posterior 
portion of the left vocal fold (Table 1).

Histologically, LCH differ from the granulation 
tissues because they have a lobular arrangement of 
capillaries in the deep portion of the lesion (1,6).  Mi-
toses are commonly present and may be numerous. 
Focal cytological atypia may be seen as a result of de-
generation. Superficial infiltration by chronic and 
acute inflammatory cells is a common finding, but 
this is seen only in ulcerated lesions. In our case, his-
topathologically, capillary lobular formation and en-
dothelial and stromal elements with inflammatory 
infiltrates were revealed under the light microscopy.

Differential diagnosis is important for recog-
nizing the pathology, and determining the appropri-
ate treatment and prognosis of the disease. Some be-
nign and malign lesions, such as hemangioma, he-
mangioendothelioma, angiofibroma, angiosarcoma, 
Kaposi sarcoma, Wegener’s granuloma and Crohn’s 

Author Localization Etiology Symptoms Treatment

Karlıdağ et al.6 Epiglottis None of the common 
etiologic factors

Hemoptysis,  
dysphonia Surgery

Garrett et al.9 Arytenoid Blunt laryngeal 
trauma

Voice changes,  
shortness of breath

Surgery plus medical 
therapy

Rechtman and Ar-
mstrong11 Vocal fold N.A. Minimal symptoms Surgery

Lai et al.12 False vocal fold
Vocal abuse, coug-
hing spells, previous 
surgery

Dysphonia Surgery plus medical 
therapy

Sataloff et al.13 Vocal process

Vocal abuse,  
coughing, throat  
cleaning, gastric 
reflux

Hoarseness, voice 
fatique

Medical, voice  
therapy, surgery, 
botox injection

Yakirevitch et al.14 Vallecula Endotracheal  
intubation Hemoptysis Surgery

Chambres et al. 19 Vocal cords Nasotracheal  
intubation N.A. N.A.

Galos et al. 20 Vocal fold Gastric reflux Dysphonia
Medical, voice  
therapy, surgery, 
botox injection

Current Case Vocal process Endotracheal  
intubation

Hoarseness,  
dysphonia

Surgery plus medical 
therapy

Table 1. The main clinical features of the reported cases with lobular capillary hemangioma in the larynx
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disease, and granulomatous infectious diseases such 
as tuberculosis and histoplasmosis, traumatic granu-
loma, carcinosarcoma, and verrucous and squamous 
cell carcinoma can be considered in the differen-
tial diagnoses of  LCH of the larynx (9,15). LCF may 
sometimes need to be distinguished clinically from 
other types of capillary hemangiomas. Mucosal le-
sions with very plump endothelial cells and a high 
mitotic rate may be readily distinguished by their 
lobular architecture. It is distinguished from heman-
gioma histologically and clinically based on its lob-
ular growth pattern, overlying ulceration, fibromyx-
oid background and acute inflammation (16).

Although some cases occasionally require sur-
gical interventions, the laryngeal LCH can be treated 
medically. Medical treatment options are anti-reflux 
therapy, steroids, antibiotics and voice therapy, as 
well as eliminating factors that cause irritation to the 
larynx (13). However, observation, cauterization, and 
surgical excision are the treatment options for laryn-
geal LCH (17). Surgical therapy can be examined un-
der three subheadings: complete resection with open 
submucosal resection, laser or microdebrider excision 
with serial reassessment and intralesional steroid in-
jection with serial assessment (18). The advantages of 
open submucosal resection are that it is a single-ses-
sion-procedure, there is no need for long term medi-
cal therapy and the pathology can be obtained total-
ly, but the most hazardous disadvantage is that this 
is an invasive procedure and often requires intensive 
care unit (ICU) hospitalization after operation. Laser 
or microdebridder excision is a less invasive proce-
dure than complete resection and there is no need for 
long term medical therapy, too. But sometimes it may 
require multiple sessions to resect the disease totally 
and also there is an increasing risk for subglottic ste-
nosis. Intralesional steroid injection is another type 
of surgical therapy and it is again less invasive than 
open submucosal resection and does not require long 
term medical therapy. This procedure has a disavan-
tage of requiring multiple sessions for total cure and 
incresing risk for subglottic stenosis as laser and mi-
crodebridder excision procedure. In a study report-
ed by Truong et al., patients with airway hemangio-
ma were given systemic propranolol and six out of 7 
patients were treated successfully (18). It is not an in-
vasive procedure. This is the most important advan-
tage of this treatment, but this therapy mostly lasted 

from 6 months to 1 year and there are risks of hypo-
tension, hypoglycemia and bradycardia in some pa-
tients. There is not enough knowledge about the risks 
of long term therapy (18). Sataloff et al. and Galos et 
al. also reported that for granulomas that refracto-
ry to medical or surgical therapy and for recurrent 
pathologies, it is appropriate to consider botulinum 
toxin injections into the lateral cricoarytenoid mus-
cles along with local and/or systemic steroid therapy 
(13,19). 16% recurrence rate was reported after surgi-
cal excision, and 43.5% after cauterization alone (17). 
Lai et al. (12) and Sataloff and Hawkshaw (13) also re-
ported recurrence of LCH despite intensive medical 
anti-reflux and voice therapy after surgical excision. 
In the current case, surgical excision was performed 
and then the patient was given anti-reflux therapy – 
proton pump inhibitor and antibiotics – amoxicil-
lin + clavulanic acid for one month. Although it was 
very small compared to the initial lesion, recurrence 
was seen three months after the surgical treatment. 

CONCLUSION
In conclusion, LCH is rarely located in the lar-

ynx. Symptoms may be mild or profound, such as re-
spiratory distress, depending on the lesion’s size. The 
main reasons for the formation of LCH are trauma 
and chronic irritation to the larynx and it should be 
noted that it may recur despite different treatment 
options. 
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