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Intramuscular Ossified Haemangioma:

A Rare Case Report
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ABSTRACT

Haemangiomas are benign vascular neoplasm and intra muscular haemangioma constitutes 0.8% of all. Of these intramuscular ossified
haemangioma is very rare. Here we are reporting a 30-year-old female admitted in our institute with complaints of pain and swelling in the
medial aspect of right thigh for duration of one year. On evaluation CT showed well defined soft tissue lesion with calcification in vastus
medialis which on guided aspiration showed numerous RBCs along with clusters of histiocytes with occasional calcified specs seen without
presence of granulomas. The swelling was excised and histopathology confirmed intra muscular haemangioma with ossification. We hereby
reporting a rare case of calcified intra muscular cavernous haemangioma which should be considered as differential diagnosis in any case

of deep seated swelling with unexplained pain.
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CASE REPORT

A 30-year-old female patient was admitted with complaints of pain
and swelling in right thigh for duration of one year. Pain was insidious
in onset, progressive in nature and the swelling gradually increased
in size. No history of trauma and restriction of movements. On
examination, an oval shaped swelling of size about 3 x 2 cm is
noted in the medial aspect of lower third of right thigh. The swelling
is tender, hard in consistency and moves horizontally.

On imaging studies, x-ray right thigh revealed an ill defined calcific
lesion near the periosteum of lower femur medially with mild
periosteal reaction [Table/Fig-1]. CT of right thigh showed a well
defined soft tissue lesion with calcification in vastus medialis [Table/
Fig-2] which on guided aspiration showed numerous RBCs along
with clusters of histiocytes with occasional calcified specs seen
without presence of granulomas.

Patient’s blood picture was normal. Excision biopsy was done under
spinal anaesthesia. Longitudinal skin incision made over the medial
aspect of lower third of thigh and incision deepened in layers. Vastus

[Table/Fig-1]: X-ray of right thigh showed an ill defined calcific lesion near the
periosteum of lower femur medially with mild periosteal reaction
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medialis exposed and split along the line of fibres. A hard oval shaped
swelling of about size, 3 x 2 cm found in the intramuscular location
adherent to the surrounding tissue. Swelling excised and sent for
histopathological examination [Table/Fig-3]. Postoperative period
was uneventful. Histopathology was consistent with intramuscular
cavernous haemangioma with ossification [Table/Fig-4].

T—

[Table/Fig-2]: CT showed a well defined soft tissue lesion with calcification in
vastus medialis

[Table/Fig-3]: Excised specimen
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[Table/Fig-4]: Histomicroscopic magnification showed intramuscular haemangioma
with ossification

DISCUSSION

Haemangiomas are benign vascular tumour which is more common
in infancy [1]. Common sites are skin and mucosa. Intra muscular
haemangioma are rare which constitutes 0.8% of all haemangiomas.
It may ossify due to dystrophic calcifications (25%) which is more
commonly seen in cavernous type [2,3].

Haemangiomas are slow growingtumourswhichmay getaccelerated
by growth spurt and trauma [4,5]. Malignant transformation is very
rare [6,7]. About 94% of patients aged less than 30 years [8]. It is
more common in females [9,10]. In intramuscular haemangiomas
lower limbs are more commonly involved (42-45%) [4,8] and history
of trauma is uncommon (17 %) [8].

Clinically patients presents with pain (55%) [8] and swelling of duration
ranging from 1-5 years. The swelling is usually palapable (98%). It
presents as firm fluctuant mass which moves perpendicular to the line
of muscle fibres. It may be pulsatile or bruit on auscutation. Skin over
the swelling may have purpuric discolouration or dilated veins [11].

Dong et al., reported a similar case presented as myofascial pain
syndrome which was initially treated with intramuscular electrical
stimulation, acupuncture, intramuscular lidocaine and failed to
alleviate symptom. After imaging studies intramuscular haeman-
gioma was diagnosed and patients symptoms resolved after
surgical excision [12].

Iftikar et al., reported another similar case presented with stiffness of
knee joint and was treated with wide local excision [13]. Krithika et al.,
presented with a strange pain in masseter which later diagnosed as
intra muscular haemangioma and cured with surgical excision [14].
Khodamorad et al., reported an intramuscular haemangioma in thigh
with presented with extension contracture and thigh mass [15].

On imaging studies such as x ray shows calcifications along with
increased periosteal reactions are also observed [2,3]. Typically
intramuscular haemangiomas shows swiss cheese appearance
which is formed due to presence of cavernous veins in between
the ossified component. In contrast to that, Swiss-cheese-like
appearance was not present in our case but an ill defined calcifi-
cation was seen. Colour Doppler study shows intratumoural
hypervascularity [15,16].

MRI is the investigation of choice which shows a mass of inter-
mediate signal intensity with a fairly well-delineated margin on T1WI
and high signal intensity on T2WI [16] Contrast-enhanced MRI
shows serpentine or lattice like enhancement of the lesions [17].

As in our case computed tomography (CT) scan of ossified
intramuscular haemangioma shows irregular increased density
throughout the lesion, compatible with the ossification within the
lesion. Decreased density may also be found around the lesion,
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indicative of the peritumoural fat attenuation. Post-contrast CT may
fail to further enhance the lesion [2]. Arteriography may be needed
to study communication with major vessels [15].

Differential diagnosis is myositis ossificans, early extraskeletal
osteosarcoma, synovial sarcoma. Radiologically they are differ-
entiated by zonal phenomenon in myositis ossificans which have
calcifications in periphery and varies depending on the age of the
lesion. Osteosarcoma have central ossifications, synovial sarcoma
have stippled amorphous calcifications and haemangioma has
central hypoechoic solid mass with peripheral hyperechoic fat and
scattered hyperechoic ossifications [2].

Complications mainly in case of huge haemangiomas which causes
compression to surrounding vital structures, cardiac complications
if arteriovenous shunting is present and increased consumption of
coagulation factors leads to consumptive coagulopathy (kasabach-
meritt syndrome [18].

Excision is the treatment of choice with recurrence of about 9-28%
due to infiltrating growth pattern [13-15]. RA Brown et al., reported
a case successfully treated with repeated injections of sclerosants
which couldn’t be surgically excised [19]. Sclerotherapy using STS,
ethanol, hypertonic saline, sodium morrhuate or by using foamed
sclerosants is indicated when excision is not possible i.e. when
the lesion is too large; to reduce the bulk and when the patient is
not willing for surgery [20]. Radiotherapy, holmium and YAG laser
ablation, arterial embolization, and cryosurgery are the other modes
of treatment available, Systemic corticosteroid therapy was found
to be unsuccessful by Edgerton et al., [21].

CONCLUSION

In any unexplained deep seated intramuscular swelling with pain in
a young adult, intramuscular haemangioma has to be included in
the differential diagnosis. It must be investigated with MRI which is
the investigation of choice and can be cured with surgical excision
which is the treatment of choice.
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